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It  is  with  Great  Pride  that  we  announce  the  merging  of 

PROFESSIONAL  CLINICAL  LABORATORIES 

AND 

ROCHE  BIOMEDICAL  LABORATORIES 


into  a single  unified  resource  offering  DELAWARE  Clients : 

• A Broad  Test  Portfolio  (Cytology  to  Cytogenetics; 

Chemistry  to  Endotoxicology). 

• Technical  Dependability. 

• Sophisticated  Computer  and  Telecommunication  Technology. 

• Over  40  M.D.’s  and  Ph.D.’s  to  Consult  With,  When  Needed. 

• Automatic  Notification  of  Critical  Abnormals. 

• Continuing  Education  Materials. 

• A Commitment  to  Serving  You  and  Your  Patient’s  Needs. 

• Multiple  Daily  Pickups  in  Selected  Areas. 

• Same  Day/STAT  Results  in  Selected  Areas. 

FOR  MORE  INFORMATION,  PLEASE  CALL  US. 

TOLL  FREE: 

In  Delaware  1-800-292-7813 

In  New  Jersey,  Maryland,  Pennsylvania  and  Washington,  D.C. 

1-800-631-5250 
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RBL  — NEWARK 

327  East  Main  Street 
Newark,  Delaware  1971 1 
(302)  737-4550 

RBL  — WILMINGTON 

2300  Pennsylvania  Avenue 
Wilmington,  Delaware  19806 
(302)  656-1204 

RBL  — HERITAGE 

2601  Annand  Drive — Suite  23 
Wilmington,  Delaware  19808 
(302)  998-5900 

RBL  — WILMINGTON 

Augustine  Cut  Off 
Wilmington,  Delaware  19803 
(302)  571-8876 

RBL  — CHRISTIANA 

420  Christiana  Medical  Center 
Christiana,  Delaware  19702 
(302)  368-3959 

RBL  — DOVER 

1001  South  Bradford  Street 
Dover,  Delaware  19901 
(302)  678-2796 

The  RBL  system  is  based  on  Roche  Biomedical  Laboratories’  commit- 
ment to  provide  high  quality  laboratory  testing.  Some  of  our  services 
include: 


• Same  day  STAT  results  in  some  areas:  Local  Testing 

• Automatic  notification  of  critical  abnormals 

• Multiple  Daily  Pick-ups  in  some  areas 

• Histology  and  Cytology  performed  locally 

• Over  40  MDs  and  PHDs  for  consultation,  if  needed 

• Paternity  Testing — drawn  locally  by  skilled  pediatric  phlebotomy 
specialists.  Roche  Biomedical  Laboratories  developed  this  procedure 
and  is  one  of  few  laboratories  in  the  country  licensed  to  perform 
this  test. 

• Local  management  team  including  pathologist 

• Broad  Testing  Portfolio  from  Acid  Phosphatase  to  Zinc 

• Sophisticated  Computer  and  Telecommunication  Technology 


ROCHE  BIOMEDICAL  LABORATORIES 
(302)  998-5900 

For  Consultations  dial  our  Toll-Free  number  1 -SOO-^S  1 -5250 
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THE  DELAWARE  CHAPTER  ARTHRITIS  FOUNDATION*  RHEUMATOLOGY  NEWS 


RHEUMATOLOGY  UPDATE  1984 


March  6,  1984,  will  mark  the  fourth  annual 
Rheumatology  Update  to  be  held  in  Wilmington 
at  the  Delaware  Academy  of  Medicine.  This 
extremely  successful  continuing  education  sym- 
posium has  been  established  by  the  Delaware 
Chapter  of  the  Arthritis  Foundation  to  provide 
regular  “state-of-the-art”  information  concerning 
issues  in  rheumatology. 

The  1984  Update  will  depart  significantly  from 
previous  formats.  The  program  has  been  stream- 
lined and  moved  to  a Tuesday,  beginning  at 
8:30  a.m.  There  will  no  longer  be  a dinner  the 
evening  before.  In  making  these  changes  the 
Arthritis  Foundation  has  eliminated  a registration 
fee  for  the  Update.  A nominal  luncheon  fee  will 
be  required  for  those  wishing  to  eat  at  the  Acad- 
emy. The  medical  program  will  end  at  3:30 
p.m.,  allowing  physicians  to  finish  rounds  or  re- 
turn to  their  offices,  or,  physicians  are  welcome 

•Located  at  234  Philadelphia  Pike.  Wilmington,  Delaware  19809. 
Telephone  (302)  764-8254,  762-4942.  Delaware  physicians  outside 
the  Wilmington  calling  area  may  dial  toll  free  1-800-292-9599. 


Editorial  Subcommittee  of  the  Medical  and  Scientific  Committee : 
Helen  Abrams,  R.P.T.,  M.Ed. ; Alex  B.  Bodenstab,  M.D. ; Ali  Ka- 
lamchi,  M.D.;  David  C.  Stephens,  Sr.,  M.D.;  Errol  Ger,  M.D., 
Chairman. 


to  attend  the  Allied  Health  Professionals’  Pro- 
gram that  will  follow  the  medical  program. 

The  curriculum  is  extremely  strong  again  in 
1984.  Topics  to  be  covered  include  rheumatoid 
arthritis,  ankylosing  spondylitis,  disability  and 
arthritis,  prostaglandin-inhibiting  drugs,  and  to- 
tal joint  replacement  in  the  management  of 
arthritis.  The  faculty  will  include  Dr.  Frank 
Arnett  from  Johns  Hopkins,  Dr.  Nortin  Hadler 
from  the  University  of  North  Carolina,  Dr.  Ted 
Harris  from  Rutgers,  and  Drs.  Robert  Zurrier 
and  Paul  Lotke  from  the  University  of  Pennsyh 
vania. 

Organizing  the  annual  Delaware  Rheuma- 
tology Update  is  a great  commitment  of  time 
and  effort.  The  success  of  the  program  and  the 
response  of  the  Delaware  medical  community 
make  that  effort  worthwhile.  When  you  receive 
your  pre-registration  material,  please  consider 
attending,  and  take  a few  minutes  to  pre-register. 
The  Update  qualifies  for  CME  credit  and  I hope 
you  will  plan  to  attend. 

See  you  in  March. 
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COST  CONTAINMENT 


As  a people  we  are  prideful  of  our  sense  of 
fairness,  justice,  and  compassion.  If  our  dedi- 
cation to  those  ideals  is  real  and  not  mere  ver- 
biage, then  we  should  be  realistic  enough  to 
recognize  that  the  preservation  of  those  ideals 
will  more  often  than  not  involve  sacrifice,  dedi- 
cation, and  expense.  Indeed,  the  preservation  of 
our  ideals  frequently  requires  an  expenditure 
or  surrender  of  something  that  has  value  to  us  in 
exchange  for  something  we  consider  as  having 
a higher  or  more  pressing  value. 

The  freedom  of  our  people  and  the  freedom 
of  people  across  the  world  is  an  ideal  of  our 
people — an  ideal  that  has  prompted  us  to  make 
herculean  sacrifices.  Those  sacrifices  are  prem- 
ised on  the  concept  that  what  we  have  been 
able  to  achieve  is  more  dear  than  the  cost  we 
have  been  required  to  pay.  Those  high  costs 
have  obviously  not  produced  a perfect  era  of 
freedom  yet  we  continue  in  the  pursuit  of  that 
lofty  ideal. 

Good  health  care  for  our  people  has  certainly 
been  among  the  highest  of  ideals  to  which  we 
have  aspired  in  this  country.  Perhaps  to  a de- 
gree unparalleled  at  any  time  or  any  place  in  the 
world  we,  not  just  the  health  care  professionals, 
but  we  as  a people  have  dedicated  ourselves  to 
improving  the  quality  of  care  that  is  available 
to  our  people,  and  we  have  attempted  to  guar- 
antee to  all  of  our  people  high  quality  medical 
care.  The  receipt  of  medical  care  services  in 
this  country  is  partially  based  on  the  demand 
by  the  recipient.  The  standard  of  medical  care 
available  to  all  people  in  our  community,  how- 
ever, is  at  a historically  high  level. 


We  are,  for  example,  engaged  in  a continuing 
struggle  to  improve  the  survival  rate  of  the  new- 
born. Sacrifice,  cost,  and  expense  have  pro- 
duced vaccines  that  make  our  people  secure 
from  polio,  smallpox,  diphtheria,  and  other  ill- 
nesses that  in  the  past  have  shortened  the 
life  span  of  people.  There  is  hardly  a condition 
of  the  body,  or  illness,  or  disease  on  which  medi- 
cal research  is  not  in  progress.  As  with  our  quest 
for  peace  and  freedom,  however,  we  do  not 
have  all  the  answers. 

The  health  care  profession  has  contributed 
significantly  to  the  improvement  of  the  quality 
of  life  and  indeed  to  the  longevity  of  our  people. 
Clear  statistical  evidence  exists  that  our  popu- 
lation is  growing  older.  A significant  reason  for 
the  aging  of  our  population  is  the  quality  of 
health  care  that  has  been  available  to  our  people. 
The  constant  struggle  to  obtain  the  ideal  of  good 
health  for  all  of  our  people  is  an  expensive  one. 
I submit  that  if  the  benefits  that  flow  from  the 
increased  longevity  of  our  people  could  be  mea- 
sured along  with  the  costs,  it  would  easily  demon- 
strate that  the  costs  of  medical  care  are  and 
have  been  prudent  investments  that  have  paid 
dividends  and  will  continue  to  pay  dividends 
that  far  outstrip  the  costs. 

Who  is  there  among  us  who  would  argue  for 
the  elimination  of  Medicare  or  Medicaid  or  the 
clinics  run  by  our  great  hospitals?  Who  is  there 
among  us  who  would  say  it  is  too  expensive  to 
use  the  CAT  scanner  or  chemotherapy  or  car- 
diac catheterization  or  bypass  surgery?  The 
availability  of  sophisticated  medical  care  and 
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treatment  represents  a sacrifice  in  terms  of  cost 
but  a sacrifice  that  has  preserved  the  life  and 
well-being  of  our  people. 

The  health  care  industry  includes  physicians, 
hospitals,  insurance  carriers,  and  research  facili- 
ties, all  of  which  are  subject  to  the  same  in- 
flationary tendencies  as  the  rest  of  us.  Only  19% 
of  the  health  care  dollar  is  spent  with  physicians. 
The  physician  has  become  the  primary  target 
for  future  cost  containment.  Those  in  authority 
have  failed  to  recognize  that  costs  are  increasing 
at  every  level.  The  purchase  of  medical  care  by 
third  parties  adds  a cost  to  the  medical  care. 
The  processing  of  claims,  the  administration  of 
health  care  insurance  all  require  legitimate  ex- 
penditures. The  secretary  and  the  executive 
who  work  for  the  third  party  payor  are  subject 
to  the  same  inflation  that  affects  all  of  us.  If 
those  salaries  and  costs  are  increased,  they  must 
obviously  be  passed  on  to  the  consumer.  The 
same  is  true  with  respect  to  those  who  work  in 
our  hospitals. 

At  the  same  time  increasing  sophistication  is 
apparent  in  health  care  procedures.  Our  people 
have  come  to  expect  first  class  health  care  as 
a right.  The  government  has  a large  presence 
in  the  process  of  providing  health  care  to  our 
citizens.  We  should  not  be  surprised  or  dis- 
appointed that  the  cost  of  health  care  repre- 
sents approximately  10%  of  the  gross  national  pro- 


duct. The  alternatives  are  apparent  around  the 
world.  In  some  places  health  care  is  unavail- 
able or  is  rationed  and  technological  advances 
are  limited. 

We  have  it  within  our  power  to  reduce  the 
cost  of  health  care  if  we  are  willing  to  compro- 
mise the  ideal  of  good  health  care  for  all  of  our 
people.  We  will  have  to  make  the  choice.  If 
we  opt  for  quality  medical  care  for  all  of  our 
people,  then  it  should  be  done  in  a knowing 
way  and  the  physicians  and  other  health  care 
providers  should  not  be  cursed  for  delivering 
the  produot  that  we  have  ordered. 

The  physicians  of  our  community  have  par- 
ticipated and  will  continue  to  participate  in 
efforts  to  control  increasing  health  care  costs.  I 
am  sure  that  the  hospitals  in  our  state  and  third 
party  providers  will  also  participate  in  this 
necessary  endeavor.  It  is  unrealistic,  however, 
not  to  recognize  that  continued  adherence  to 
the  goal  of  quality  medical  care  for  all  of  our 
people  will  continue  to  be  an  expensive  ideal. 
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LIKOFF  CARDIOVASCULAR  INSTITUTE 

of  Hahnemann  Medical  College  and  Hospital 

230  N.  Broad  Street,  Philadelphia,  Pa.  19102 
(215)  448-8063 


CARDIOLOGY  UPDATE  . . . 


IS  DESIGNED  FOR  THE  PHYSICIAN  AND  PROVIDES  AN  INTENSIVE 
SURVEY  OF  THE  CURRENT  STATUS  OF  CLINICAL  CARDIOLOGY  . . . 


WEDNESDAY,  FEBRUARY  1,  1984 

20  minute  lectures  — Questions  and  Answers  (10  minutes) 
MODERATOR:  BERNARD  L.  SEGAL,  M.D. 


THE  CLINICAL,  ECHOCARDIOGRAPHIC,  VENTRICULOGRAPHIC 
DIAGNOSIS  OF  HYPERTROPHIC  CARDIOMYOPATHY 
Gary  S.  Mintz,  M.D. 

THE  REST  AND  EXERCISE  ELECTROCARDIOGRAM  AND  HOLTER 
MONITORING  IN  PATIENTS  WITH  HYPERTROPHIC  CARDIOMYOPATHY 

A-Hamid  Hakki,  M.D. 


MEDICAL  AND  SURGICAL  MANAGEMENT/RISK  AND  BENEFIT 
Morris  N.  Kotler,  M.D. 

NEW  ADVANCES  IN  CORONARY  ANGIOPLASTY 
Demetrios  Kimbiris,  M.D. 

PANEL  DISCUSSION 


3:00  P.M. — 2nd  FLOOR  NEW  COLLEGE  BUILDING 
HAHNEMANN  UNIVERSITY 

• NO  REGISTRATION  FEE  • NO  ADVANCE  REGISTRATION  REQUIRED 

CME  Category  I Credits  Certified 
— Wine  and  Cheese  Served  Following  Conference  — 


How  can  you  cut  the  cost 
of  your  health  insurance 
without  sacrificing 
your  benefits? 


COMPREHENSIVE 
MAJOR  MEDICAL. 


Comprehensive  Major  Medical  (CMM)  is  a new  product  from 
Blue  Cross  & Blue  Shield  of  Delaware  designed  to  meet  the 
cost-containment  needs  of  the  members  of  the  Medical  Society 
of  Delaware. 

CMM  combines  a front-end  deductible  with  an  80/20 
coinsurance  corridor,  an  out-of-pocket  maximum,  and  a lifetime 
maximum  that  offers  incentives  for  lower  utilization  rates  and, 
most  importantly,  lower  premiums.  CMM  offers  either  a $1,500 
or  a $750  deductible.  The  higher  the  deductible,  of  course,  the 
lower  the  premium. 

Comprehensive  Major  Medical  is  available  to  new  members  of 
the  Medical  Society  at  anytime.  Existing  members,  however, 
may  switch  on  the  anniversary  date — June  1.  For  those  who 
prefer  first-dollar  coverage,  Blue  Cross  & Blue  Shield  of 
Delaware  continues  to  offer  the  fine  Comprehensive  100  and 
Coop  80  products. 

Blue  Cross  & Blue  Shield  of  Delaware  can  provide  you  with 
health  insurance  coverage,  whatever  your  needs  are.  By  offering 
such  a variety  of  products,  we  reinforce  our  commitment  to 
providing  the  finest  services  to  the  members  of  the  Medical 
Society  of  Delaware. 

For  more  information  about  Comprehensive  Major  Medical, 
Comprehensive  100  and  Coop  80,  contact  Mrs.  Katie  Newell  of 
the  Medical  Society  of  Delaware  at  652-6512. 
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BRONCHIAL  ASTHMA 


Bronchial  asthma  is  a disease  characterized 
by  reversible  bronchial  airway  obstruction  which 
responds  to  bronchodilator  drugs.  The  airway 
narrowing  is  brought  about  by  a variety  of 
stimuli.  Bronchial  asthma  is  characterized  by 
episodes  of  coughing,  wheezing,  choking,  dys- 
pnea, and  anxiety.  It  occurs  at  all  ages. 

Stimuli  Inducing  Bronchospasm 

Nonimmunologic  stimuli  that  may  induce 
bronchospasm  include  upper  respiratory  tract 
infections.  (Figure  1)  Asthmatic  children  are 
more  prone  to  develop  asthma  in  the  winter  when 

Dr.  Criep  is  head  of  the  Allergy  and  Clinical  Immunology 
Department  of  the  Veterans  Administration  Medical  Center,  Pitts- 
burgh. 

This  paper  was  presented  at  the  31st  Annual  Scientific  Assem- 
bly of  the  Delaware  Academy  of  Family  Physicians  in  March  1983. 


Leo  H.  Criep,  M.D. 


upper  respiratory  tract  infections,  which  are 
usually  viral,  are  common.  Cold  temperature 
can  also  be  a stimulus.  Other  nonimmunologic 
factors  include  emotional  disturbances;  drugs, 
such  as  aspirin,  other  nonsteroidal  anti-inflam- 
matory drugs  including  indomethacin,  and  pro- 
pranolol, and  other  /J-blockers;  occupational  fac- 
tors (eg,  meat  wrappers  asthma,  etc.);  air  pol- 
lutants such  as  tobacco  smoke,  paint,  chemicals, 
and  varnish;  and  also  exercise-induced  asthma. 

Exercise  induced  asthma  ( EIA ) occurs  in  sus- 
ceptible children.  Asthma  usually  begins  after 
the  exercise  is  completed.  Because  EIA  occurs 
more  frequently  in  dry  than  in  humid  air,  it 
occurs  less  often  after  swimming  than  after  other 
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Bronchoconstriction 


IgE  + Ag — -H,  SRSA— 


Bronchoconstriction 


FIGURE  1 

Stimuli  responsible  for  induction 
of  bronchospasms. 


forms  of  exercise.  Prevention  of  EIA  includes 
the  preadministration  of  theophylline,  aerosol 
albuterol,  isoproterenol,  metaproterenol,  and/ 
or  cromolyn.  Wearing  a surgical  mask  to  retain 
expired  air,  which  is  warm  and  humidified,  may 
also  act  prophylactically. 

Allergic  bronchial  asthma  occurs  in  atopic  pa- 
tients who  have  a predisposition  to  develop  a 
sensitivity  to  allergens  such  as  inhalants  ( eg, 
house  dust,  molds,  pollen,  animal  danders)  and 
foods  (eg,  milk,  eggs,  wheat,  nuts,  fish).  As  a 
result  of  previous  exposure  to  such  allergens,  the 
patient  produces  antibodies  referred  to  as  im- 
munoglobulin E (IgE).  Subsequent  exposure 
to  these  antigens  causes  a reaction  of  antigen  with 
the  specifically  related  IgE  on  the  surface  of 
mast  cells,  leading  to  the  liberation  from  the 
mast  cells  of  chemical  mediators,  which  act  on 
bronchial  smooth  muscle,  blood  vessels,  and 
mucous  glands  producing  airway  obstruction. 
(Figure  2) 


Pathophysiology 

Clinical  manifestations  of  asthma  are  due  to 
bronchial  smooth  muscle  spasm,  edema  of  the 
bronchial  mucosa,  and  increased  bronchial  se- 
cretions with  mucus  plugging.  The  patient  ex- 
periences increased  work  in  breathing,  and  be- 
comes hypoxemic  and  hyperoapnic.  Observation 
by  the  physician  of  retraction  of  the  sternocleido- 
mastoid muscles,  pulsus  paradoxus,  spirometry, 
and  performance  blood  gas  analysis  help  assess 
the  severity  of  the  bronchospasm.  Wheezing  is 
due  to  the  narrowing  of  the  bronchial  airways, 
but  may  also  be  noted  in  emphysema,  pulmon- 
ary edema,  bronchiectasis,  pulmonary  embolus, 
and  hypersensitivity  pneumonitis.  Some  asth- 
matic children  are  subject  to  gastroesophageal 
reflux,  which  may  be  the  cause  of  nocturnal 
wheezing  and  coughing. 

Diagnosis 

A thorough  history  is  mandatory.  Items  to 


FIGURE  2 

Type  I reaction.  Release  of 
chemical  mediators  such  as  slow 
reacting  substance  of  anaphy- 
laxis (SRS-A),  Histamine  from 
mast  cells  subsequent  to  anti- 
gen-lgE  union.  From  "Allergy 
and  Clinical  Immunology,"  Leo 
Criep,  M.D.,  Grune  and  Stratton. 
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be  included,  listed  in  any  allergy  textbook,  in- 
clude family  history  of  allergy  ( asthma,  urticaria, 
hay  fever,  etc.);  precipitating  factors  (exposure 
to  inhalants,  foods,  environmental  factors);  oc- 
cupational exposure;  effect  of  exercise;  history 
of  infection;  and  relief  from  bronchodilator  drugs. 
In  infants  and  children,  bronchial  asthma  is 
frequently  preceded  by  an  unexplained  para- 
oxysmal  cough  relieved  by  bronchodilator  drugs. 
Feeding  history  is  important  in  asthmatic  infants; 
as  the  infant  grows  older,  inhalants  become  more 
important  etiologic  agents. 

The  asthmatic  child  may  present  typical  dark 
circles  under  the  eyes  ( “allergic  shiners’  ) as  well 
as  conjunctivitis,  lacrimation,  nasal  symptoms 
(ie,  itchy  nose),  and  edematous  turbinates. 
Wheezing  expiratory  rales  are  present.  The  chest 
may  be  barrel-shaped  in  children  with  long- 
standing asthma.  (Figure  3)  As  a rule,  infants 
present  with  only  noisy  breathing. 

In  adult  asthma,  expiratory,  and  occasionally 
inspiratory,  wheezing  sounds  are  present.  Pulsus 
paradoxus  ( a reduction  or  absence  of  the  radial 


FIGURE  3 


Chest  deformity  in  child  with  longstanding 
asthma. 


Bronchial  Asthma — Criep 

or  brachial  pulse  during  inspiration)  has  a bad 
prognostic  significance. 

Urinalysis,  blood  count,  and  roentgenograms 
of  the  chest  should  be  routinely  obtained.  Spiro- 
metry, blood  gas  analysis,  and  serum  theophyl- 
line levels  may  also  be  needed. 

Scratch  tests  should  be  the  first  sensitization 
tests  performed,  and  if  those  are  negative,  intra- 
cutaneous  tests  performed.  These  tests,  which 
should  be  carried  out  by  competent  allergists, 
need  include  only  a limited  number  of  biologi- 
cally potent  allergens  such  as  house  dust,  molds, 
animal  danders,  pollens;  and  foods  such  as  milk, 
eggs,  wheat,  nuts,  and  fish.  Radioallergosobent 
Technic  (RAST)  testing  is  a valuable  adjunct 
in  the  evaluation  of  asthmatic  patients,  especially 
in  investigative  work,  but  should  not  replace  skin 
tests. 

In  adults,  one  must  consider  the  following  con- 
ditions: paroxysmal  nocturnal  dyspnea  (“cardiac 
asthma”),  mediastinal  tumor,  substernal  goiter, 
pulmonary  atelectasis,  emphysema,  and  chronic 
bronohitis. 

In  children,  foreign  body  in  the  bronchial  tree, 
enlarged  tracheobronchial  lymph  nodes,  pulmon- 
ary infections,  vascular  rings,  cystic  fibrosis,  hya- 
line membrane  disease,  pertussis,  congenital 
laryngeal  stridor,  and  capillary  bronchitis  must 
be  considered. 

Management 

Nonspecific  measures  inolude  treatment  of 
sinus  infections,  avoidance  of  irritating  inhalants 
(tobacco  smoke,  paint,  chemicals,  etc.),  and  de- 
velopment of  the  proper  physician-patient  rela- 
tionship. Patients  must  be  informed  of  the  na- 
ture of  their  problem  and  the  purpose  and  side 
effects  of  their  medications.  Reassurance  is 
mandatory,  as  the  child’s  confidence  and  cooper- 
ation are  essential  to  successful  therapy.  Chil- 
dren must  be  encouraged  to  play  with  other 
children;  exercise  and  physical  education  in 
school  must  be  adjusted  to  their  abilities.  An 
attempt  should  be  made  to  prevent  the  anxiety, 
fear,  and  panic  of  anticipated  asthmatic  episodes. 
Fatigue  must  be  avoided.  The  need  for  compli- 
ance with  medicine  and  recommendations  is 
to  be  emphasized. 

Adrenergic  agonists  have  dual  effects,  both 
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FIGURE  4 

Combined  use  of  theophylline 
with  metaprel  or  albuterol  aero- 
sol is  desirable. 


alpha  (vasoconstriction,  increase  in  blood  pres- 
sure, etc. ) and  beta  ( bronchodilatation ) . Several 
adrenergic  agents  may  be  used.  Epinephrine, 
Hcl  1:1000  subcutaneously,  is  used  in  emergency 
treatment  of  acute  asthma;  it  must  be  employed 
cautiously  in  patients  with  a history  of  myocardial 
infarction.  The  dosage  is  0.3  ml  (adults),  or 
0.01  mg/kg  subcutaneous  for  children,  which 
may  be  repeated  twice  in  20  minutes  if  neces- 
sary. The  drug,  which  has  a short  duration  of 
action,  may  cause  arrhythmias.  For  sustained 
action,  Sus-Phrine  1:200  (Berlex),  0.15  ml  adults, 
0.1  to  0.15  ml/dose  in  children  can  be  given 
every  six  hours. 

Isoproterenol  (Isuprel)  aerosol  is  a potent 
beta-1  (cardiac)  and  beta-2  (bronchial)  agonist. 
Its  abuse  may  produce  paradoxical  bronchocon- 
striction.  It  must  not  be  used  in  the  presence 
of  hypertension,  arrhythmias,  or  coronary  artery 
disease. 


or  hand-held  aerosol  canister;  only  Brethine,  Alu- 
pent,  and  Proventil  are  available  in  oral  prepara- 
tions. The  patient  must  be  instructed,  preferably 
in  writing,  in  the  proper  use  of  aerosol  medica- 
tion, as  well  as  to  side  effects.  Beta-2  selective 
agonists  are  frequently  and  preferably  used  in 
combination  with  theophylline.  (Figure  4)  Al- 
buterol aerosol  is  preferred,  because  it  has  a 
longer  duration  of  action.  Inhalation  therapy 
with  these  agents  is  more  effective  than  oral  ad- 
ministration. 

Beta-2  selective  drugs  are  particularly  indi- 
cated in  patients  suffering  with  hypertension  or 
ischemic  heart  disease.  Side  effects  include 
tachycardia,  muscle  tremors,  anxiety,  and  occa- 
sional arrhythmias.  Muscle  tremor  may  disap- 
pear with  time  or  with  reduction  of  dose.  Iso- 
etharine  (Bronkosol,  Bronkometer)  has  fewer 
side  effects  but  is  less  potent  than  isoproterenol 
( Isuprel ) . 


Ephedrine  is  less  active  as  a bronchodilator 
than  are  beta-2  selective  agents,  as  it  elevates 
blood  pressure,  causes  CNS  stimulation,  and  may 
cause  prostatic  obstruction.  It  is  now  only  oc- 
casionally used  in  the  treatment  of  bronchial 
asthma. 

The  ideal  requisites  for  selective  beta  agonists 
are  a minimum  beta-1  (cardiac)  effect,  prolonged 
and  rapid  onset  of  action,  and  oral  effectiveness. 
The  following  drugs  have  a maximum  beta-2 
effect,  ie,  relief  of  bronchospasm  with  little  beta-1 
cardiac  effect:  isoetharine,  terbutaline  (Brethine, 
Bricanyl),  metaproterenol  (Alupent,  Metaprel), 
albuterol  (Ventoril,  Proventil).  Most  of  these 
drugs  are  available  for  use  with  a jet  nebulizer 


As  of  now,  in  our  clinic  theophylline  is  the 
first  approach  to  the  medical  treatment  of  chronic 
bronchial  asthma.  However,  many  physicians 
prefer  beta-2  agonists  first.  The  following  fac- 
tors cause  increased  elimination  of  theophylline: 
smoking,  alcohol,  a high  protein  diet,  cortico- 
steroids, drug  interaction,  and  youth.  Decreased 
elimination  of  the  drug  occurs  in  liver  disease, 
heart  failure,  pneumonia,  viral  infections,  neph- 
ritis, COPD,  fever,  and  concomitant  troleando- 
mycin. 

Anhydrous  theophylline  is  available  in  cap- 
sules or  scored  tablets.  Aminophylline  ( 86% 
theophylline,  plus  its  ethylenidiamine  salt)  is  used 
chiefly  by  the  intravenous  route.  There  are  many 
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available  theophylline  preparations.  It  is  best 
to  employ  the  theophylline  preparation  that  has 
the  highest  percentage  of  anhydrous  theophyl- 
line without  any  additive  drugs  and  which 
causes  the  lowest  peak  to  trough  serum  level. 
(Figure  5) 

Theophylline  causes  smooth  muscle  relaxation 
in  bronchioles  and  blood  vessels,  stimulation  of 
the  central  respiratory  center,  and  an  increase  in 
rate  and  force  of  myocardial  contraction.  It 
is  rapidly  absorbed  from  liquid  preparations, 
tablets,  and  by  IV  administration,  but  rectal 
suppositories  are  absorbed  erratically. 

The  dosage  of  theophylline  must  be  a function 
of  its  elimination;  clinical  effectiveness  is  a func- 
tion of  serum  theophylline  level.  Dosage  in 
children  one  to  nine  years  of  age  is  usually  20 
mg/kg/24  hrs;  in  children  nine  to  15  years  of 
age,  the  dose  is  18  mg/kg/24  hrs.  The  dose 
must  be  reduced  during  influenza  vaccination. 
For  intravenous  administration  in  children,  5 mg/ 
kg  to  7 mg/kg  infused  over  15  minutes  is  given 
as  loading  dose.  In  adults,  one  begins  with  200 
mg  of  sustained  release  theophylline,  morning 
and  evening.  If  no  side  effects  occur  in  three 
days,  the  dose  is  increased  to  300  mg  twice  a day. 
This  dose,  depending  on  the  patient’s  weight, 
clinical  response,  and  absence  of  side  reactions 
may  be  again  increased  every  third  day  by  an 
additional  amount  of  100  mg  to  200  mg  given  in 
mid-afternoon.  The  need  to  adjust  the  dose 


makes  the  scored  tablets  desirable  for  adults. 
Capsules  of  theophylline  are  available  and  are 
preferred  for  young  children  because  the  drug 
may  be  sprinkled  on  ice  cream  or  apple  sauce. 

There  are  some  products  of  theophylline  on 
the  market  that  combine  it  with  potassium  iodide, 
phenobarbital,  ephedrine,  and  other  drugs.  The 
use  of  such  products  is  discouraged. 

The  risk  of  theophylline  toxicity  is  to  be  kept 
in  mind.  Whenever  possible,  theophylline  serum 
levels  should  be  regularly  obtained  at  intervals 
of  a few  months;  the  blood  being  drawn  four 
hours  after  the  last  dose  of  the  drug  has  been 
administered.  A level  of  10  /*g/ml  to  16  /Ag/ml 
is  the  desirable  therapeutic  range.  Any  higher 
level  carries  a risk  of  toxicity.  (Figure  5)  The 
dose  for  children  is  increased  if  the  child  is  ex- 
posed to  tobacco  smoke.  Troleandomycin  and 
cimetadine  inhibit  theophylline  clearance  and 
may  contribute  to  its  toxicity. 

Tolerance  of  theophylline  varies  not  only  with 
age,  but  also  in  different  patients.  Side  effects 
include  nausea,  vomiting,  abdominal  cramps, 
tachycardia  and  other  cardiac  arrhythmias, 
nervousness,  and  headaches.  Toxic  manifestations 
include  gastric  symptoms,  hallucinations,  irrita- 
bility, convulsions,  and  coma.  Treatment  utilizes 
cathartics,  gastric  lavage,  assisted  respiration,  di- 
azepam, and  specific  treatment  of  cardiac  ar- 
rhythmias and  seizures. 


FIGURE  5 

Preparations  of  theophylline 
which  cause  lowest  peak  to 
trough  serum  level. 
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Cromolyn  sodium  is  a helpful  therapeutic 
agent  in  exogenous  asthma.  It  may  be  the  next 
step  in  treatment  if  theophylline  combined  with 
beta-2  selective  aerosol  agents  (Ventoril,  Pro- 
ventil ) is  not  sufficiently  effective.  Cromolyn  is 
not  a bronchodilator.  It  inhibits  the  release  of 
vasoactive  amines.  It  is  also  helpful  in  steroid- 
dependent  asthma,  in  exercise-induced  asthma, 
and  as  a prophylactic  in  patients  who  expect  to 
be  exposed  to  specific  allergens  such  as  animal 
danders. 

Asthmatic  patients  who  are  not  relieved  by 
theophylline  and  aerosol  beta  2 selective  agents 
and/or  cromolyn  sodium  may  need,  as  a last 
resort,  the  addition  of  corticosteroids.  These 
drugs  are  administered  orally,  by  inhalation, 
intramuscularly,  or,  in  status  asthmaticus,  intra- 
venously. Steroids  have  a synergistic  effect  with 
bronchodilator  drugs.  Prednisone,  40  mg  to  60 
mg  daily  as  a single  dose,  is  administered  at 
breakfast,  and  in  descending  doses  daily  over 
a period  of  two  weeks.  Pediatric  dose  is  2 mg/ 
kg/24  hrs  as  an  initial  dose. 

As  the  dose  of  prednisone  is  tapered,  one  may 
substitute  aerosol  corticosteroids.  These  include 
beclamethasone  diproprionate  (Vanceril  or  Bec- 
lovent ) . These  aerosols  are  thought  to  have  less 
systemic  corticosteroid  effects.  Dosage  of  steroid 
aerosols  is  two  inhalations  three  to  four  times 
a day,  15  minutes  apart.  The  aerosol  treatment 
is  preceded  by  a bronchodilator  aerosol  ( Alu- 
pent  or  Preventil)  if  the  patient  is  wheezing. 
Oral  cortisone  is  gradually  reduced  while  aerosol 
cortisone  is  administered. 

Occasionally,  aerosol  corticosteroids  may  cause 
such  adverse  reactions  as  dry  mouth,  rhinitis, 
sore  throat,  cough,  aphonia,  or  oral  candidiasis 
(thrush).  This  last  condition  is  treated  with 
antifungal  agents  (Nystatin  lozenges).  Oral 
steroids  may  also  cause  osteoporosis,  cataracts, 
etc.  Systemic  steroids  must  be  added  during 
periods  of  stress  such  as  infection,  trauma,  and 
surgery. 

Antihistamines  may  only  occasionally  be  help- 
ful in  the  symptomatic  treatment  of  asthma. 
When  used,  antihistamines  should  avoid  opiates; 
propranolol  (Inderal);  aspirin,  indomethacine; 
monoamine  oxidase  inhibitors;  tricyclic  drugs 


( Imipramine) ; and  in  the  pregnant  patient,  io- 
dides because  of  the  effect  on  the  fetus. 

Hydration  is  essential.  Iodides  are  of  doubt- 
ful value  as  expectorants.  Chloral  hydrate  is  the 
sedative  of  choice.  No  opiates  should  be  pre- 
scribed. 

Antibiotics  are  not  indicated  in  viral  upper 
respiratory  tract  infections.  Tetracycline  or  am- 
picillin  is  prescribed  if  the  sputum  is  purulent; 
troleandomycin  is  used  occasionally.  Extensive 
investigation  is  now  being  carried  out  with  anti- 
cholinergic drugs  (atropine  Sch  114)0)  and  cal- 
cium antagonists  (Ivifedipine). 

If  cyanosis  is  present,  high  flow  humidified 
oxygen  is  used  by  double  nasal  cannulae.  Car- 
bon dioxide  narcosis  must  be  avoided.  The  use 
of  intermittent  positive  pressure  breathing  ther- 
apy is  controversial. 

Avoidance  directions  are  important.  The  pa- 
tient is  instructed  to  avoid  allergens  to  which 
he  is  known  to  be  allergic.  Specific  avoidance 
and  diet  directions  for  asthmatic  children  should 
be  obtained  from  the  allergist.  Hyposensitiza- 
tion with  biologically  potent  allergenic  extracts 
for  allergies  to  house  dust,  pollen,  molds,  and  oc- 
casionally to  animal  danders  is  also  employed 
in  treatment. 

Status  asthmaticus  requires  hospitalization  in 
an  intensive  care  unit.  The  indications  of  im- 
pending status  asthmaticus  are  lack  of  response 
to  bronchodilators,  a quiet  chest,  dyspnea,  stupor, 
diaphoresis,  FeVi  of  less  than  one  liter,  paradoxi- 
cal pulse  (see  above),  Pa02  less  than  60  mm  of 
Hg,  ECG  abnormalities,  pneumothorax,  and 
pneumomediastinum.  Lack  of  patient  compli- 
ance, the  presence  of  infection,  dehydration,  as- 
pirin, sedatives,  emotional  upsets,  and  faulty 
diagnosis  may  cause  status  asthmaticus. 

Fatalities  in  asthma  may  be  caused  by  the  use 
of  contraindicated  drugs,  by  drug  toxicity  (eg, 
theophylline)  or  by  respiratory  infection  and 
complications. 

Summary 

Early  institution  of  treatment  of  bronchial 
asthma  includes  specific  (avoidance,  immuno- 
therapy) and  nonspecific  (medicinal)  treatment. 
Such  an  approach  is  usually  successful. 
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“We  believe  the  malpractice  picture  CAN 
change— if  we  first  help  each  other  understand 
the  problems  and  then  tighten  our  controls.” 


Pennsylvania  Casualty  Company’s  physician  executives  discuss  their  roles 
in  the  company’s  ongoing  effort  to  reduce  and  control  malpractice  risks. 


Robert  L.  Lambert,  M.D. 

Medical  Director 

“Our  Medical  Department  focuses 
on  the  clinical  aspects  of  malpractice 
claims  and  suits  the  company 
receives  and  tries  to  point  out  ways 
for  doctors  to  avoid  similar  situations 
in  the  future.  Through  our  reviews, 
we've  been  able  to  spot  recurring 
problems  or  emerging  trends  and 
warn  policyholders.  We  don’t  try  to 
serve  as  “amateur  attorneys’  or  judge 
the  actions  or  decisions  of  a 
colleague." 


Joseph  A.  Ricd,  M.D. 

Associate  Medical  Director 

“One  of  the  reasons  I joined 
Pennsylvania  Casualty  Company  is 
because  of  its  true  commitment  to 
help  physicians  curb  losses,  and  more 
importantly,  prevent  malpractice.  That 
commitment  goes  beyond  merely 
worrying  about  lost  dollars;  there  is  a 
genuine  interest  in  improving  the 
quality  of  care  being  rendered. 
Education— something  I believe  in 
strongly— is  the  cornerstone  of  the 
company’s  service  to  policyholders.” 


Clinton  H.  Lowery,  M.D. 

Vice  President,  RiskManagement/QA 

“We’re  now  devoting  more  of  our 
risk  management  efforts— already 
extremely  strong  on  the  hospital 
level— to  our  individual  physician 
policyholders.  We’re  here  to  help  you 
deal  with  the  malpractice  assault  on 
our  profession,  and  to  increase  your 
sense  of  security.  Obviously,  we 
cannot  do  this  for  you.  It  must  be 
done  with  you.” 


Don’t  renew  your  malpractice  coverage  without  a quote  from  Pennsylvania  Casualty  Company. 
For  more  information,  see  your  independent  agent  or  broker,  or  contact  us  at  the  address  below. 
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Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


HOW  DO  WE  RESOLVE  "BABY  DOE" 
CONTROVERSIES? 

Should  the  federal  government,  based  upon 
government’s  obligation  to  prohibit  discrimina- 
tion on  the  basis  of  handicap,  intercede  in  par- 
ental/medical decision-making  about  critically 
ill  and/or  handicapped  newborn  infants? 

Section  504  of  the  Rehabilitation  Act  of  1973 
has  led  to  the  promulgation  of  rules  by  the  De- 
partment of  Health  and  Human  Services  that  aim 
to  ensure  that  handicapped  newborns  receive 
all  possible  life-sustaining  treatment  unless  death 
is  considered  imminent  and  inevitable,  or  risks 
of  treatment  are  prohibitive.  The  regulation, 
now  familiarly  but  not  affectionately,  known  as 
the  Baby  Doe  Regulation,  has  led  to  a great 
deal  of  discussion,  some  of  it  truly  heated. 

Several  things  can  be  said  in  favor  of  the  so- 
called  “Baby  Doe”  edict.  1)  Government  has 
a legitimate  interest  in  guarding  lives  of  citizens 
and  protecting  children  from  abuse  and  neglect. 
2)  Government  should  defend  against  discrimi- 
nation practiced  toward  any  class  of  citizens.  3) 
Physicians  and  parents  should  not  be  empowered 
with  total  authority  regarding  life  and  death 
decisions  about  minors. 

On  the  other  hand,  there  are  those  that  feel 
the  Baby  Doe  ruling  presupposes  a simplistic  solu- 
tion, which  excludes  parents  from  decision-mak- 
ing and  pits  the  government  against  doctors  and 
parents,  to  a complex  problem.  The  premise  that 


all  lives  should  be  maintained  if  technically  pos- 
sible seems  to  many  to  ignore  the  suffering  of 
the  infants.  The  rule  fails  to  distinguish  medical 
decisions  from  governmental  decisions  about 
“well-being,”  and  faces  much  expert  opposition. 

One  solution  to  these  real  and  ongoing  prob- 
lems, which  seems  to  be  acceptable  to  many,  is 
the  development  of  an  Institutional  Bioethics 
Committee  (IBC)  to  serve  in  a consultative  ca- 
pacity to  the  attending  pediatrician,  whose  pri- 
mary moral  and  legal  obligation  to,  and  advocacy 
of  the  infant  is  acknowledged.  The  composition 
of  the  IBC  would  reflect  the  broad  medical,  legal, 
ethical,  and  societal  implications  of  its  tasks.  It 
would  function  on  a 24-hour,  7-day  a week  basis, 
much  like  the  medical  and  nursing  services  it 
will  be  called  upon  to  review.  A patient-by- 
patient analysis  by  the  IBC  would  accommodate 
the  evident  complexity  and  diversity  of  such 
cases.  The  IBC  would  be  expected  to  provide 
written  documentation  of  its  deliberations  and 
recommendations;  thus,  it  would  function  as 
phase  three  of  a multiphasic  decision-making 
system  in  which  the  first  phase  would  be  the 
parents,  the  second  phase  the  physician,  and  the 
fourth  phase,  when  necessary,  the  courts.  The 
American  Academy  of  Pediatrics  supports  the 
formation  of  IBCs. 

Perhaps  the  hospitals  of  Delaware  should  lead 
the  way. 

Michael  E.  Norman,  M.D. 
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THE  ETHICS  OF  DRGs 

The  Hastings  Foundation,  an  institution  de- 
voted to  the  study  and  teaching  of  medical  ethics, 
presents  a case  illustrating  an  ethical  problem  as 
a regular  feature  in  its  monthly  bulletin.  These 
cases  have  in  the  past  dealt  mainly  with  difficult 
life  and  death  issues.  Such  things  as  termina- 
tion of  life  support,  appropriateness  of  amnio- 
centesis, whether  patients  are  being  deluded 
when  medical  students  are  referred  to  as  “doc- 
tor,” patient  confidentiality  when  another  person 
might  suffer  as  a consequence  are  examples  of 
the  usual  subjects.  It  is  with  regret,  although 
not  with  surprise,  that  I report  that  the  fears 
expressed  by  Dr.  Ignatius  J.  Tikellis  in  his  Presi- 
dent’s Page  “Far-fetched?? — Don’t  Count  On 
It!!”  in  the  October  1983  Delaware  Medical  Jour- 
nal have  already  come  to  pass. 

According  to  a recent  issue  ( Hastings  Cent  Rep 
1983;  5:23-25),  an  obstetrician  on  the  staff  of 
Lakeview  Hospital  in  New  Jersey  was  notified 
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that  a higher  percentage  of  his  obstetrical  pa- 
tients were  being  delivered  vaginally  and  such 
deliveries  were  in  essence  costing  the  hospital 
money  since  the  hospital  coffers  are  enriched  by 
C-sections  more  than  by  vaginal  deliveries.  The 
three  commentators  on  this  “ethics”  case  included 
an  economist,  the  president  of  the  Health  Re- 
search and  Educational  Trust  of  New  Jersey  (I 
have  no  idea  what  their  business  is);  a hospital 
administrator  from  New  York;  and  a professor 
of  nursing  from  Texas. 

The  economist  initially  conceded,  “Certainly 
the  question  of  what  is  good  for  the  patient  in 
the  opinion  of  a competent  physician  is,  and  will 
continue  to  be,  an  important  ingredient  in  mak- 
ing such  decisions,”  but  quickly  added  that  “the 
financial  impact  of  the  chosen  mode  of  care  on 
the  hospital,”  is  also  an  “admissible  ingredient.” 

The  hospital  administrator  said  his  institution 
hoped  to  find  an  “ethical”  way  to  compensate  for 
its  financial  loss  in  cases  where  better  patient 
care  tends  to  be  less  profitable.  He  did  point 
out,  however,  that  a physician  who  delivers  an 
abnormal  baby  vaginally  seems  to  be  at  greater 
risk  for  charges  of  malpractice  than  if  the  same 
baby  were  born  by  C-section;  C-section  is  thus 
less  risky  for  the  physician  while  more  lucrative 
for  the  hospital. 

The  nurse,  to  her  credit,  was  less  ambiguous 
in  her  discussion.  “To  subject  a mother  to  need- 
less stress  for  the  purpose  of  preserving  the  finan- 
cial health  of  the  hospital  is  outrageous,”  she  said. 
“Health  care  professionals  who  put  the  institu- 
tion’s financial  interest  above  the  best  interests 
of  the  patient  have  sold  their  ethics  to  the  highest 
DRG,”  she  concluded. 

It  may  be  a sign  of  aging,  although  not  neces- 
sarily of  error,  when  I express  my  regret  that 
contemporary  case  studies  of  ethics  now  perforce 
include  cases  where  better,  safer,  simpler,  and 
less  technologic  methods  of  medical  management 
are  deemed  potentially  unattractive  for  financial 
reasons. 

What  terrible  accommodations  lie  ahead  for 
us  all? 


Bernadine  Z.  Paulshock,  M.D. 
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THE  ARMY  NEEDS 
PHYSICIANS 
PART-TIME. 

The  Army  Reserve  offers  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conferences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a nomcontributory  retirement 
annuity  when  you  retire  from  the  Army  Reserve, 
as  well  as  funded  continuing  medical  education  pro- 
grams.  A small  investment  of  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com- 
munity and  country.  For  more  information,  simply 
call  the  number  below. 

ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 

MAJ  SHEILA  T.  BOWMAN,  ANC 
USAR  AMEDD  Procurement,  Forest  Glen  Section 
Walter  Reed  Army  Medical  Center,  Washington,  DC  20307 
(301)  427-5101/5131 


Deaths 


HAROLD  A.  TARRANT,  M.D. 

Harold  A.  Tarrant,  M.D.,  of  Wilmington,  died 
January  4,  1984,  at  the  age  of  78.  Dr.  Tarrant 
had  been  ill  since  he  had  fallen  on  ice  outside 
his  home  December  28. 

In  1931,  after  studying  medicine  for  two  years 
at  Hahnemann  Medical  College  in  Philadelphia, 
Dr.  Tarrant  graduated  from  the  College  of  Phy- 
sicians and  Surgeons  in  Boston.  Dr.  Tarrant  in- 
terned at  Lutheran  Hospital  in  Brooklyn,  New 
York. 

Dr.  Tarrant  served  as  assistant  medical  director 
of  the  Du  Pont  Company  for  17  years  until  1948. 
During  World  War  II,  he  served  in  the  Army 
Medical  Corps  working  at  the  Army  Signal  Corps 
Depot  in  Philadelphia.  In  1945,  he  was  promoted 
to  the  rank  of  major.  After  leaving  the  Du  Pont 
Company,  he  began  his  own  private  general  prac- 
tice. In  1977,  Dr.  Tarrant  retired  from  private 
practice. 

Dr.  Tarrant  had  also  served  as  a staff  physi- 
cian for  the  Salvation  Army  Rehabilitation  Center 
on  N.  French  Street. 

Dr.  Tarrant  was  one  of  the  founders  of  the 
Delaware  Academy  of  General  Practice  (now 
the  Delaware  Academy  of  Family  Physicians), 
and  served  as  its  first  president. 

Former  Governor  Elbert  N.  Carvel  appointed 
Dr.  Tarrant  to  the  Delaware  State  Board  of 
Health  in  the  early  1950s.  He  was  elected  presi- 
dent of  the  Board  in  1958,  serving  for  several 
terms. 

Dr.  Tarrant  was  a member  of  the  Medical  So- 
ciety of  Delaware,  the  New  Castle  County  Medi- 
cal Society,  and  the  Delaware  Academy  of  Fam- 
ily Physicians.  He  was  also  a Mason. 

Dr.  Tarrant  is  survived  by  his  wife,  Carter  C.; 
two  sons,  H.  Alfred  of  Newark,  and  Stephen  A. 
of  Bel  Air,  MD;  and  three  grandchildren. 
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BRIEF  SUMMARY 

PROCARDIA  • (nifedipine i CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (nifedipine i is  indicated  for  the 
management  ot  vasospastic  angina  confirmed  by  any  ol  the  following  criteria  1 1 classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation  21  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme  or  31  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  ol  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
m unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  ot  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  tor 
the  management  of  chronic  stable  angina  i effort -associated  anginal  without  evidence  ol  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  ot  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (eflort-associated  anginal  PROCARDIA  has  been  effective  in  controlled 
trials  ol  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  eftectiveness  and  evaluation  ot  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ol  patients  suggest  concomitant  use  ol  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  ol  concurrent  treatment  especially  m 
patients  with  compromised  letl  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  trom  the  combined  effects  ot  the  drugs  (See  Warnings  I 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive  effect  ot 
PROCARDIA  is  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ol 
subsequent  upward  dosage  adiustment  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  lluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dose  tentanyi  appears  to  be 
due  to  the  combination  ol  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  of  tentanyl  in  other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ot  these  potential  problems  and 
if  the  patient's  condition  permits  sufficient  time  (at  least  36  hours  I should  be  allowed  tor 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency  du 
ration  or  severity  ot  angina  on  starting  PROCARDIA  or  at  the  time  ot  dosage  increases  The  mech- 
anism ol  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  trom  increased  demand 
resulting  trom  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ot  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ol 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  d possible  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  patients  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  tor 
such  an  event 

PRECAUTIONS:  General  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
ol  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  lor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  iSee  Warnings  I 

Peripheral  edema:  Mild  to  moderate  peripheral  edema  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  lett  ventricular  dysfunction  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure  care  should  be  taken 
to  differentiate  this  peripheral  edema  trom  the  effects  ol  increasing  lett  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  I Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
ot  PROCARDIA  and  beta  blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  ot  congestive  heart 
failure  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  ot  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  ot  twelve 
normal  volunteers  The  average  increase  was  45°o  Another  investigator  tound  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ot  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating  adjust- 
ing and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under  digitalization 

Carcinogenesis  mutagenesis,  impairment  ot  fertility  When  given  to  rats  prior  to  mating  mfe- 
dipme  caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reterence  to  teratogenicity  in 
rats  embryotoxicity  m rats  mice  and  rabbits  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness 
peripheral  edema  nausea,  weakness,  headache  and  Hushing  each  occurring  m about  10%  ot  pa- 
tients transient  hypotension  in  about  5%  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal medication  Additionally  the  following  have  been  reported  muscle  cramps  nervousness 
dyspnea  nasal  and  chest  congestion  diarrhea  constipation  inflammation  joint  stiffness  shaki- 
ness  sleep  disturbances  blurred  vision  difficulties  in  balance  dermatitis  pruritus  urticaria  fe- 
ver, sweating  chills  and  sexual  difficulties  Very  rarely  introduction  ot  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed  not  readily  distinguishable  trom  the  nat- 
ural history  ol  the  disease  in  these  patients  It  remains  possible  however  that  some  or  many  ot 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  ot  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  ot  patients 

Laboratory  Tests:  Rare  mild  to  moderate  transient  elevations  ot  enzymes  such  as  alkaline  phos- 
phatase CPK  LDH  SGOT  and  SGPT  have  been  noted  and  a single  incident  ol  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ot  gall  bladder 
disease  alter  about  eleven  months  ot  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis  possibly  due  to  PROCARDIA  therapy  has  been  reported  twice  m the  extensive  world 
literature 

HOW  SUPPLIED:  Each  oranqe  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ol  nifedipine 
PROCARDIA  CAPSULES  are  supplied  m bottles  of  100  (NDC  0069-2600-661  300  (NDC  0069 
2600-721  and  unit  dose  (10x10)  I N DC  0069  2600 - 4 1 ) The  capsules  should  be  protected  Irorr 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77  F 1 15  to  25  C)  m the  man- 
ufacturer s original  container 

More  detailed  professional  information  available  on  request  c 1982  Plizerlnc 

LABORATORIES  DIVISION 
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Special  Report 


THE  AMA  DELEGATE 
1983  INTERIM  MEETING 


The  Interim  Meeting  of  the  AMA  House  of 
Delegates  was  held  in  Los  Angeles,  December 
4-7,  1983.  The  Medical  Society  of  Delaware 
was  represented  by  its  Delegate,  Roger  B. 
Thomas,  Jr.,  M.D.;  and  its  Alternate  Delegate, 
Rhoslyn  J.  Bishoff,  M.D.  Seated  with  the  Dela- 
ware Delegation  was  the  Section  Representative 
for  the  American  Orthopedic  Association,  its 
President,  G.  Dean  MacEwen,  M.D.,  of  Wilming- 
ton. This  report  will  review  major  items  of 
business  that  were  transacted  during  the  meet- 
ing, along  with  lesser  items  that  have  particular 
relevance  to  our  state.  More  fully  detailed  in- 
formation is  contained  in  the  December  16,  1983, 
AMA  News. 

There  were  351  delegates  seated,  representing 
the  medical  societies  of  50  states,  Guam,  the 
Virgin  Islands,  and  Puerto  Rico;  61  delegates 
representing  national  medical  specialty  societies; 
and  delegates  from  the  Army,  Navy,  Air  Force, 
USPHS,  the  Veterans  Administration,  the  medi- 
cal students,  the  resident  physicians,  the  medical 
schools,  and  the  hospital  medical  staff  section. 

The  opening  session  of  the  meeting  was  ad- 
dressed by  Margaret  Heckler,  Secretary  of  the 
Department  of  Health  and  Human  Services. 
Speaking  on  health  care  costs  and  the  govern- 
ment’s ever-increasing  role  in  health  care  through 


Medicare  and  Medicaid  payments,  she  stated 
that  the  federal  government  is  depending  on 
physicians  to  protect  patients  from  abuses  that 
could  occur  under  Medicare’s  new  payment  plan 
and  other  financing  schemes  aimed  at  cost  con- 
trol. She  predicted  that  if  physicians  did  not 
accept  that  responsibility,  they  might  be  forced 
into  a financing  system  so  centralized  that  all 
payers  would  join  together  in  negotiating  with 
the  physicians,  leaving  doctors  the  options  of 
objecting  to  the  payment  rules,  going  on  strike, 
or  leaving  the  country.  She  warned  that  the  Ameri- 
can public  would  not  tolerate  current  rates  of  in- 
flation in  health  care,  and  said  that  she  felt  costs 
could  be  curbed  without  reducing  quality.  She 
spoke  for  the  Administration’s  health  care  com- 
petition plans,  and  called  for  nonpartisan  dis- 
cussion of  Medicare’s  impending  financial  crisis. 

Heckler  advised  that  physicians  cannot  afford 
to  be  indifferent  to  various  approaches  to  cost 
containment  if  they  want  to  preserve  a decentral- 
ized system  in  which  the  physician  can  decide 
if  a third  party  payer’s  cost  controls  have  gone 
too  far  and  whether  or  not  to  continue  to  do 
business  with  them.  On  the  subject  of  approach- 
ing Medicare  deficits,  she  noted  that  Medicare 
analysts  have  predicted  failure  of  the  system  un- 
less costs  are  cut  by  30%  or  revenues  increased 
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by  43%.  She  said  that  neither  massive  revenue 
increases  nor  cost  cuts  were  acceptable. 

The  Joint  Commission  on  Accreditation  of  Hos- 
pitals medical  staff  provisions  continued  to  domi- 
nate the  discussion  at  the  House  of  Delegates. 
Two  broad  issues  under  consideration  were:  phy- 
sician responsibility  for  patients  admitted  to  hos- 
pitals by  limited  license  practitioners,  and  the 
ability  of  the  individual  hospital  and  medical 
staff  to  determine  which  categories  of  limited 
license  practitioners  may  be  considered  for  medi- 
cal staff  membership.  Three  inescapable  facts 
served  as  focal  points:  state  laws  guarantee  ac- 
cess to  the  hospital  for  limited  licensed  practi- 
tioners, federal  anti-trust  laws  guarantee  that 
state  laws  must  be  enforced,  and  the  JCAH  must 
write  limited  licensed  practitioners  into  their 
medical  staff  bylaws  or  be  sued.  In  the  debate 
on  the  floor  of  the  House  of  Delegates,  a com- 
promise was  reached  that  placed  reason  over 
emotion.  The  emotion,  from  the  newly  created 
hospital  medical  staff  section,  argued  that  a medi- 
cal staff  means  only  physicians.  The  reason 
came  from  the  AMA  Commissioners  to  the  JCAH, 
who  successfully  argued  that  four  years  of  study 
had  convinced  them  that  the  best  result  is  phy- 
sician control  of  a hospital  corral  that  includes 
nonphysicians.  In  rejecting  the  hospital  medical 
staff  section  call  for  a rejection  of  the  proposed 
JCAH  draft  standards,  the  House  of  Delegates 
approved  a Board  report  describing  implemen- 
tation of  the  six  principles  adopted  at  the  1983 
Annual  Meeting.  These  principles,  in  brief, 
would  allow  extension  of  clinical  privileges  to 
nonphysicians,  but  would  keep  the  credentialing 
of  nonphysicians  under  the  control  of  the  phy- 
sician-dominated medioal  staff.  An  Alabama 
resolution  that  was  adopted  by  the  House  stated, 
“Hospital  admitting  privileges  should  be  granted 
in  accordance  with  state  law  and  in  accordance 
with  the  criteria  for  standards  of  medioal  care 
established  by  the  individual  hospital  medical 
staff.” 

In  the  end,  the  debate  over  JCAH  resulted  in 
a fusion  between  the  energy  from  the  successful 
hospital  medical  staff  section  and  the  old  wisdom 
represented  by  the  AMA’s  commissioners  to  the 
JCAH,  who  include  five  past  AMA  presidents. 
Delegates  were  reminded  that  “these  men  did 


not  change  their  colors  when  they  sat  down  to 
deliberate  on  JCAH.”  William  Y.  Rial,  M.D., 
past  president  of  the  AMA,  stated  “You  can’t 
look  to  the  JCAH  to  push  these  people  (the 
limited  licensed  practitioners)  away  from  your 
doors.  The  JCAH  must  transfer  the  anti-trust 
risk  from  the  national  level — where  an  adverse 
decision  would  apply  to  all  hospitals — to  the 
local  level,  and  this  is  the  way  it  should  be  done. 
It  is  defensible  on  the  local  level,  if  local  hospital 
medical  staffs  do  their  homework.” 

In  an  overwhelming  vote,  the  House  of  Dele- 
gates called  for  a narrowing  of  the  use  of  the 
insanity  defense  in  criminal  trials.  Despite  strong 
objections  from  the  American  Psychiatric  Asso- 
ciation and  the  American  Bar  Association,  the 
House  approved  a 37-page  report  from  the  Board 
of  Trustees  on  this  topic.  The  Board’s  report 
concluded  that  the  insanity  defense  has  outlived 
its  principal  utility,  inviting  continuing  expansion 
and  abuse,  requiring  juries  to  decide  cases  using 
criteria  that  defy  intelligent  resolution  in  the  ad- 
versary forum  of  the  courtroom,  and  impeding 
efforts  to  provide  needed  treatment  to  mentally 
ill  offenders.  The  report  calls  for  replacement  of 
the  conventional  insanity  defense  with  statutes 
that  would  permit  a defendant  to  be  acquitted 
on  insanity  grounds  only  if  mental  disease  pre- 
vented the  defendant  from  committing  the  crimi- 
nal act  with  the  requisite  state  of  mind,  called 
“mens  rea.” 

While  the  AMA  recommendations  would  dras- 
tically reduce  the  use  of  the  insanity  defense 
during  the  portion  of  the  trial  in  which  guilt  or 
innocence  is  determined,  the  report  also  oalls 
for  expanded  consideration  of  the  defendant’s 
mental  condition  during  sentencing.  Such  a de- 
fendant could  be  ordered  hospitalized  for  treat- 
ment, instead  of  being  imprisoned,  for  at  least 
as  long  as  the  maximum  term  prescribed  by  law 
for  the  offense  for  which  the  defendant  was  con- 
victed. If  psychiatric  treatment  ended  sooner, 
the  remainder  of  the  sentence  could  be  served 
in  jail.  It  was  pointed  out  that  enactment  of 
statutes  incorporating  the  AMA  proposals  would 
have  prevented  Dan  White  (who  in  1978  killed 
San  Francisco  Mayor  George  Moscone  and 
Supervisor  Harvey  Milk)  from  pleading  “dimin- 
ished capacity,”  and  John  Hinkley,  Jr.,  from  be- 
ing acquitted  of  attempting  to  assassinate  Presi- 
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dent  Reagan  on  grounds  of  insanity.  The  sharp- 
est criticism  of  the  report  came  from  a private 
psychiatrist  from  Washington,  D.C.,  also  a mem- 
ber of  the  Board  of  Trustees  of  the  American 
Psychiatric  Association.  John  McGrath,  M.D., 
stated  that  adoption  of  the  proposal  would  mean 
that  the  AMA  would  be  swimming  against  the 
tide,  and  would  make  the  association  appear  to 
be  extremist.  He  stated  that  officials  of  the 
Reagan  administration  initially  favored  an  ap- 
proach similar  to  the  AMA’s  position,  but  re- 
cently had  been  more  receptive  to  policies  of  the 
American  Psychiatric  Association. 

American  Medical  Association  delegates  think 
indemnity  payment  schedules  deserve  further 
study,  but  believe  that  continued  physician  free- 
dom to  establish  their  own  fees  carries  with  it 
the  responsibility  to  refrain  from  billing  more 
than  is  reimbursed  by  an  insurer  or  government 
program,  if  this  would  bring  financial  hardship 
to  the  patient.  Although  the  delegates  recog- 
nized the  validity  of  a pluralistic  approach  in  the 
determination  of  third  party  reimbursement  for 
physician  services,  they  stopped  short  of  a Coun- 
cil on  Medical  Service  recommendation  that  the 
AMA  withdraw  its  advocacy  of  usual,  reasonable, 
or  customary  (UCR)  charge  profiles  as  a prefer- 
ential method  of  determining  reimbursement 
levels.  They  asked  for  continued  analysis  of  this 
problem,  and  thereby  kept  alive  an  issue  raised 
at  the  annual  meeting  six  months  ago,  where 
there  had  been  a call  for  discussion  on  the  mat- 
ter of  physician  reimbursement  by  means  of  in- 
demnity versus  UCR. 

The  matter  was  debated  by  state,  county,  and 
specialty  societies,  with  36  constituent  groups 
eventually  commenting  to  the  Council  on  Medi- 
oal  Service.  Of  these,  30  expressed  some  willing- 
ness to  move  away  from  UCR.  Based  on  those 
responses  and  on  the  premise  that  indemnity 
payments  have  more  cost-containing  potential 
than  UCR,  the  Council  urged  withdrawal  of 
AMA  advocacy  of  UCR  as  the  best  way  of  setting 
third  party  reimbursement.  W.  J.  Lewis,  M.D., 
an  AMA  trustee,  stated  that  in  view  of  the  very 
close  scrape  with  mandatory  assignment  that 
had  occurred  during  the  last  session  of  Congress, 
the  Board  of  Trustees  preferred  not  to  be  locked 
into  any  position.  The  final  position  adopted 
by  the  House  urged  further  study  of  the  positive 
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aspects  of  indemnity  schedules,  without  with- 
drawing support  of  UCR. 

The  address  by  AMA  President  Frank  Jirka, 
M.D.,  stressed  that  physicians  must  fight  the 
federal  government’s  attempt  to  require  them  to 
accept  mandatory  assignment  of  Medicare  pa- 
tients. Jirka  said  that  legislation  to  require 
mandatory  assignment  is  an  unprecedented  move 
to  limit  medical  care  for  the  aged,  a move  that 
breaks  the  government’s  18-year  contract  with 
the  elderly  of  our  country.  Further,  the  govern- 
ment would  try  to  force  complicity  by  our  pro- 
fession by  shifting  the  blame  to  physicians  who 
refuse  to  sign  onto  the  mandatory  payment  band- 
wagon. He  stated  that  the  government’s  contract 
is  with  the  elderly,  not  with  the  physician,  and 
that  the  physician  is  involved  in  a different  kind 
of  contract  with  the  patient,  providing  quality 
and  concern  as  well  as  payment.  He  noted  that 
it  was  difficult  for  the  public  to  understand  that 
physicians  in  private  practice  do  not  work  for 
the  government,  especially  when  government 
officials  say  that  physicians’  actions  determine 
whether  Medicare  patients  receive  medical  and 
hospital  care  with  or  without  financial  difficulty. 
Medicare  assignment  legislation  is  expected  to 
surface  soon  after  Congress  returns  in  January. 
In  the  1983  session  of  Congress,  major  segments 
of  the  medical  community  responded  to  the  chal- 
lenge of  mandatory  assignment  legislation  with 
a remarkably  successful  effort  to  reach  members 
of  Congress.  That  success  should  in  no  way  lead 
to  complacency.  Instead,  it  should  be  used  as  a 
lesson  and  a springboard  for  the  greater  effort 
that  will  be  required  in  the  coming  weeks. 

In  a somewhat  related  matter,  the  House  of 
Delegates  continued  to  address  the  problem  of 
reimbursement  for  physioians  in  solo  practice  and 
in  different  groups  “covering”  Medicare  patients 
for  each  other.  Continued  efforts  are  being  made 
to  make  it  possible  for  the  personal  physicians 
of  Medicare  patients  to  bill  and  receive  reim- 
bursement for  professional  services  rendered  by 
their  colleagues.  Physicians  in  solo  practice  or 
in  different  groups  who  cover  for  their  colleagues 
must  submit  claims  and  receive  reimbursement 
directly,  rather  than  having  reimbursement  made 
to  the  patient’s  primary  physician.  Efforts  under- 
way to  end  this  practice,  which  is  believed  to 
discriminate  against  physicians  in  solo  practice 
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and  those  in  different  groups,  are  being  con- 
tinued. 

Some  medical  schools  may  close  as  a result  of 
a national  trend  to  cap  the  cost  of  medical  care 
in  teaching  hospitals,  according  to  a report  from 
the  Council  on  Medical  Education.  In  addi- 
tion, some  teaching  hospitals  mav  eliminate  or 
reduce  the  number  of  positions  offered  in  their 
residency  programs.  Because  of  the  reduction 
in  the  public  sector’s  fiscal  support  of  under- 
graduate medical  education,  the  cost  of  learning 
to  be  a physician  is  shifting  more  and  more  to 
the  students  themselves.  Tuitions  at  most  medi- 
cal schools  have  risen  rapidly,  while  scholarships 
and  subsidized  loans  are  dwindling.  For  private 
schools,  the  average  cost  for  tuition  and  fees 
plus  all  other  expenses  is  over  $18,000  per  year; 
for  public  schools,  the  cost  exceeds  $9,600  per 
year  for  state  residents  and  $13,000  per  year  for 
nonresidents. 

Federal  research  grants  that  have  supported 
faculty  members  are  also  diminishing.  A vital 
source  of  income  for  many  schools  has  been  the 
full-time  clinical  faculty  practicing  in  their  teach- 
ing hospitals.  This  income  is  threatened,  how- 
ever, by  the  growing  number  of  nonfaculty  phy- 
sicians who  are  providing  patient  care.  As  com- 
petition forces  specialists  to  locate  away  from  the 
metropolitan  areas  where  most  residency  train- 
ing programs  are  located,  the  number  of  patients 
referred  to  medical  centers  may  decline  further. 
If  current  trends  continue,  the  number  of  funded 
residencies  may  eventually  fall  below  the  number 
of  graduates  of  US  medical  schools.  Although 
the  Council  attempted  to  allay  concerns  about 
an  impending  shortage  of  residency  positions, 
their  report  came  under  criticism  from  the  Medi- 
cal Student  Section  and  the  Resident  Physician 
Section,  which  alleged  that  the  Council  had  un- 
derestimated the  size  of  future  medical  school 
enrollment  and  overestimated  the  availability  of 
acceptable  training  opportunities  for  new  grad- 
uates. 

The  House  approved  the  constitutional  amend- 
ment and  new  bylaw  language  to  provide  posi- 
tions on  the  Board  of  Trustees  for  a medical 
student  and  a resident  physician.  The  resident 
will  be  a voting  member  and  the  student  will 
be  nonvoting.  The  student  will  be  appointed 
by  the  Board  annually;  the  resident  will  be 


elected  by  the  House  of  Delegates  for  a two- 
year  term,  with  a maximum  of  three  terms. 

The  House  of  Delegates  expressed  concern 
and  some  dissatisfaction  with  a report  from  the 
Council  on  Medical  Education  dealing  with  na- 
tional policy  on  graduates  of  foreign  medical 
schools.  The  report  from  the  Council  stated 
that  the  AMA  has  not  deviated  from  its  1979 
policy,  urging  the  federal  government  to  regu- 
late more  carefully  the  immigration  of  foreign 
medical  graduates  (FMGs).  However,  the 
House  of  Delegates  rejected  the  report  and  sent 
it  back  to  the  Council  for  reconsideration,  be- 
cause they  felt  that  the  report  did  not  properly 
address  the  items  that  the  House  had  requested. 
Specifically,  those  items  were  resolutions  from 
the  1983  Annual  Meeting  which  ask  that  the 
AMA  return  to  its  1979  policy  on  the  education 
of  FMGs  in  US  training  programs,  and  that  the 
Association  discourage  programs  designed  to 
assist  and  facilitate  the  influx  of  FMGs  who  are 
not  US  citizens. 

The  House  of  Delegates  approved  a report 
calling  for  increased  education,  early  detection, 
screening,  and  treatment  programs  in  an  effort 
to  increase  the  cure  rate  of  women  with  breast 
oancer.  The  report  called  for  a continuing  effort 
in  public  education  to  make  women  recognize 
the  importance  of  their  role  in  breast  self-exami- 
nation; patient  education  by  physicians  in  breast 
self-examination;  referral  of  patients  by  physi- 
cians who  request  mammography  to  radiologists 
using  properly  functioning  equipment,  with  good 
image  resolution  at  low  levels  of  radiation  ex- 
posure (less  than  1 rad  to  mid-breast  for  two 
views  of  both  breasts);  and  finally,  physician 
recognition  of  the  importance  of  mammography 
as  an  effective  screening  device  to  detect  early 
breast  cancer. 

Delegates  urged  repeal  of  the  section  of  the 
Tax  Equity  and  Fiscal  Responsibility  Act 
(TEFRA)  of  1982  that  could  deny  a fee  for 
assistant  surgeons  to  teaching  hospitals.  Con- 
cern was  expressed  that  this  provision,  combined 
with  a new  Medicare  prospective  pricing  system 
(DRG),  might  have  an  adverse  effect  on  the 
availability  of  surgical  residency  positions.  The 
House  also  directed  that  provisions  of  the 
TEFRA  law  relating  to  utilization  and  quality 
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of  medical  care  should  be  extended  to  all  non- 
military federal  medical  institutions. 

Many  other  subjects  were  dealt  with  on  a 
wide  variety  of  issues.  Examples  include  those 
described  here.  Surrogate  motherhood  was  op- 
posed by  the  delegates  in  their  adoption  of  a 
Judicial  Council  report  that  enumerated  grave 
ethical,  legal,  and  psychological  risks  of  a woman 
being  paid  to  bear  a child  for  another.  It  was 
the  opinion  of  the  Judicial  Council,  and  the 
House  concurred,  that  these  arrangements  do 
not  appear  to  serve  societal  interests,  and  do  not 
provide  a satisfactory  reproductive  alternative. 
Problems  that  have  arisen  include:  responsibility 
for  the  care  of  children  born  with  physical  de- 
fects, decisions  by  the  mother  to  have  an  abortion 
or  to  refuse  to  give  the  child  up  for  adoption,  and 
psychological  difficulties  that  have  arisen  in  some 
of  the  mothers  bearing  these  children. 


Another  timely  issue  found  the  House  oppos- 
ing a federal  role  in  decision-making  about  the 
care  of  severely  ill  newborns.  When  hospitals 
are  considering  withholding  life-sustaining  treat- 
ment from  severely  ill  newborns,  delegates  indi- 
cated that  the  decision  should  be  based  on  the 
best  interests  of  the  patient  and  should  be  made 
at  the  hospital  level,  in  consultation  with  multi- 
disciplinary experts,  in  effect  preventing  federal 
interference  in  this  process  as  exemplified  by 
recent  “Baby  Doe”  cases. 

In  addition,  the  delegates  took  action  on  an 
agenda  so  broad  that  it  would  be  impossible  to 
enumerate  fully  in  this  report.  The  interested 
physician  or  other  reader  is  referred  to  the  De- 
cember 16,  1983,  AMA  News  for  further  details 
concerning  these  actions. 

Roger  B.  Thomas,  Jr.,  M.D. 

Delegate 
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LEMUEL  SHATTUCK'S  CONTRIBUTIONS 
TO  PUBLIC  HEALTH 

To  the  Editor: 

I have  just  finished  reading  the  fine  article 
on  the  history  of  tuberculosis  control  in  Dela- 
ware by  Dr.  Charles  M.  Smith,  that  appeared  in 
the  October  1983  Delaware  Medical  Journal.  As 
a public  health  physician  with  a long-time  inter- 
est in  Delaware,  I wish  to  congratulate  him  on  a 
job  well  done.  I cannot  help  but  make  a few 
comments,  however,  on  his  reference  to  Lemuel 
Shattuck  (1793-1850),  one  of  my  favorite  char- 
acters in  the  history  of  the  public  health  move- 
ment in  this  country. 

Mr.  Shattuck,  a Boston  bookseller  and  pub- 
lisher, was  also  a student  of  genealogy  with  a 
keen  interest  in  statistics.  In  1839,  he  was  one 
of  the  founders  of  the  American  Statistical  Asso- 
ciation, and  as  a result  of  his  efforts,  an  act  pro- 
viding for  the  registration  of  births,  deaths,  and 
marriages  was  passed  by  the  Massachusetts  legis- 
lature in  1842.  In  1845,  he  made  a sanitary 
survey  of  the  city  of  Boston.  In  1849,  upon 
election  to  the  State  legislature,  he  worked  with 
other  members  in  the  preparation  of  a report 
entitled  “Report  of  the  Sanitary  Committee  of 
Massachusetts,”  which  was  published  the  next 
year.  According  to  the  late  C.  E.  A.  Winslow, 
this  report  is,  “perhaps  the  most  significant 
single  document  in  the  history  of  public  health.” 

Among  the  50  specific  recommendations  of  the 
Committee,  we  find  the  following: 

1.  The  creation  of  a State  Board  of  Health. 

2.  Programs  to  be  solidly  based  on  sound  vital 
statistics. 


3.  General  sanitary  improvement. 

4.  Vaccination  against  smallpox. 

5.  Intensive  study  of  the  tuberculosis  problem. 

(At  this  time  nearly  3,000  persons  were 
dying  each  year  in  Massachusetts  of  this 
disease. ) 

6.  Promotion  of  health  in  infancy  and  child- 
hood. 

7.  Protection  of  school  children  by  the  ventila- 
tion and  sanitation  of  school  buildings. 

8.  The  transfer  of  authority  in  mental  health 
matters  from  Justices  of  the  Peace  to  the 
local  Board  of  Health. 

9.  Measures  to  be  taken  to  fight  alcohol  abuse. 

10.  An  emphasis  on  town  planning  and  control 
of  overcrowded  tenements. 

11.  The  establishment  of  schools  of  nursing. 

All  of  this  sounds  very  modern  and  up-to-date, 
doesn’t  it?  And  just  think  of  this:  Lemuel  Shat- 
tuck was  not  a physician! 

Maynard  H.  Mires,  M.D. 

Dr.  Mires  is  a Deputy  State  Health  Officer  in  the  Sussex 
County  Health  Unit  of  Delaware’s  Division  of  Public  Health. 

« ^ £ 

THE  DELAWARE  HEALTH  CARE  COALITION 
AND  UTILIZATION  REVIEW 

In  recent  months,  some  Delaware  physicians 
have  questioned  the  involvement  of  business  in 
utilization  review  programs  and  the  formation 
of  the  Delaware  Health  Care  Coalition. 

With  respect  to  utilization  review,  about  ten 
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local  employers  (including  Du  Pont,  Hercules, 
I.  G.  Burton,  ICI  Americas,  and  the  State  of 
Delaware)  have  signed  contracts  with  Health 
Services  Foundation  ( HSF)  now  merged  with  the 
Delaware  Review  Organization  (DELRO), 
prompting  physicians  to  ask  what  does  utiliza- 
tion review  mean  for  the  private  sector,  what 
our  motives  are,  and  what  we  expect  to  achieve 
from  it. 

The  Health  Services  Foundation  conducts 
utilization  review  for  the  private  sector  by  evalu- 
ating patterns  of  care  on  a retrospective  basis. 
All  Delaware  hospitals  provide  discharge  data 
to  the  Health  Services  Foundation  on  the  em- 
ployees, pensioners,  and  dependents  of  the  con- 
tracted employers.  The  Health  Services  Founda- 
tion then  analyzes  the  data  to  identify  patterns 
of  care  that  appear  to  be  aberrant.  An  on-site 
review  is  conducted  of  the  hospital  medical 
record  to  verify  that  a problem  (inappropriate 


admission,  length  of  stay,  etc.)  does  or  does  not 
exist.  Identified  problems  may  then  be  com- 
municated to  the  appropriate  physician. 

What  motivates  business  to  become  involved 
in  utilization  review?  Primarily,  it  is  our  con- 
cern for  both  the  cost  and  quality  of  medical 
services  provided  to  our  employees  and  their 
dependents.  Medical  benefit  costs  have  been 
increasing  faster  than  inflation  and  other  em- 
ployment costs  such  as  wages,  salaries,  pensions, 
etc.  This  has  been  covered  well  by  the  news 
media  on  a national  basis.  Delaware  businesses 
have  also  experienced  15%  to  30%  annual  in- 
creases; the  economic  impact  on  these  companies 
ranges  from  moderate  to  severe. 

The  future  looks  equally  difficult  because  of 
federal  efforts  to  control  Medicare  costs.  With 
severe  budget  pressures,  the  federal  government 
must  make  significant  progress  in  controlling 
costs.  Most  of  their  actions  to  reduce  Medicare 


The  Easy-Lift™  Chair 
can  give  your  patients 
greater  independence 
& comfort. 
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payments  will  result  in  the  continued  increased 
shift  of  hospital  costs  to  the  private  payor. 

What  does  industry  expect  to  achieve  with 
utilization  review?  We  expect  this  component 
of  our  overall  effort  to  help  restrain  increases  in 
medical  care  costs  while  assuring  the  same  high 
quality  of  care  available  today.  Our  goal  is 
realistic  based  on  the  experience  of  a number 
of  companies  in  other  states  such  as  Kodak,  Mo- 
torola, Deere,  Boeing,  Goodyear,  Republic  Steel, 
Honeywell,  and  AT&T.  Other  components  of 
our  effort  supplement  this  utilization  review  pro- 
gram and  include  redesigned  benefit  plans  (with 
some  companies  having  already  implemented 
significant  changes  in  their  plans),  promotion  of 
healthier  lifestyles,  educating  our  employees  to 
be  more  “prudent  buyers,”  and  improved  claims 
administration. 

We  look  upon  utilization  review  and  our  re- 
lationship with  Health  Services  Foundation  as  a 
cooperative  effort  with  Delaware’s  medical  com- 
munity to  deal  with  a serious  problem — the  in- 
creasing cost  of  medical  care  in  Delaware. 

In  addition  to  their  involvement  with  utiliza- 
tion review,  many  Delaware  employers  have 
also  formed  a coalition  to  address  the  issues  of 
cost  of  care/ quality  of  care.  Known  as  the 
Delaware  Health  Care  Coalition  (DHCC),  it 
currently  includes  about  35  employers — business 
and  government — representing  about  95,000  em- 
ployees in  all  three  Delaware  counties.  The 
coalition  was  formed  because  we  employers  be- 
came convinced  that  action  must  be  taken  now  to 
bring  about  change  in  medical  care  pricing  and 
delivery  systems. 

Medical  plans  represent  an  important,  if  not 
the  most  important,  benefit  provided  to  em- 
ployees. We  feel  that  the  rapid  rise  in  costs 
raises  serious  questions  about  maintaining  cur- 
rent health  care  benefit  levels;  we  must  become 
better  educated  about  medical  care  inflation 
factors.  Through  a cooperative  effort  with  pro- 
viders, we  can  share  our  expertise  in  seeking  a 
solution  to  the  complex  puzzle  of  rising  health 
care  costs  while  maintaining  the  same  quality 
care  afforded  all  Delawareans. 

Mr.  Fred  J.  Laquinta 

Mr.  Laquinta  is  chairman  of  the  Delaware  Health  Care  Coali- 
tion. 
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PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES,  1983 
PART  1 


The  194th  Annual  Meeting  of  the  House  of  Delegates, 
Medical  Society  of  Delaware,  was  called  to  order  at  the 
Delaware  Academy  of  Medicine  Building,  Wilmington, 
Delaware  on  Friday,  November  18,  1983,  at  1:30  p.m. 
with  Ignatius  J.  Tikellis,  M.D.,  President,  presiding. 

A quorum  was  declared. 

A motion  was  made,  seconded,  and  approved  to  accept 
the  minutes  of  the  1982  session. 

Dr.  Tikellis  then  turned  the  meeting  over  to  Henri 
F.  Wendel,  M.D.,  who  acted  as  Speaker  of  the  House 
for  the  report  of  the  Reference  Committees  and  other 
Society  business. 

REPORTS  OF  THE  OFFICERS 

REPORT  OF  THE  PRESIDENT 

It  is  not  an  exaggeration  to  state  that  almost  every 
problem  that  physicians  face  today  in  some  way  or 
another  stems  from  concern  over  health  care  costs.  Next 
to  unemployment,  inflation  in  health  care  costs  concerns 
the  public,  industry,  and  the  government  more  than 
anything  else.  As  a result,  organized  medicine  faces  con- 
stant pressures  from  legislatures,  both  national  and  state, 
federal  and  state  regulatory  agencies,  industry,  labor,  the 
media,  and  many  other  special  interest  groups  including 
other  health  professionals.  Our  activities  are  constantly 
being  looked  at  and  monitored  critically,  almost  as  if 
we  were  under  a microscope.  Challenges  to  our  way 
of  doing  things  will  continue,  and  the  pressure  to  change 
will  not  let  up. 

This  past  year  has  been  one  of  continuing  challenge 
for  the  Medical  Society  of  Delaware,  and  I am  pleased 
to  report  that  although  bruised  a little  bit,  we  have 
succeeded  in  accomplishing  our  objectives  in  most  areas. 

Our  concern  over  health  care  costs  was  clearly  deline- 
ated to  everyone  by  our  voluntary  action  in  restraining 
fee  increases.  I believe  that  this  was  the  first  such 
action  taken  in  this  country  by  a medical  society.  More 
than  70%  of  our  members  participated  in  this  voluntary 
action. 

In  the  area  of  legislation,  we  have  resolved  our  differ- 
ences with  the  nursing  profession,  and  the  podiatrists. 
Hopefully,  we  will  see  the  beginning  of  a reduction  in 


the  antagonism  between  physicians  and  nurses.  There 
still  remain  legislative  concerns  involving  social  workers 
and  chiropractors.  Finally,  the  Board  of  Medical  Practice 
is  scheduled  for  review  under  the  existing  Sunset  Review 
Law. 

We  have  also  been  successful  in  establishing  dialog 
with  the  Business  Coalition  and  have  renewed  our 
interest  in  the  activities  of  DELRO.  A major  effort  has 
been  made  to  reestablish  fines  of  communication  with 
our  Professional  Review  Organization. 

The  Medical  Society  of  Delaware  and  DELRO  have 
compatible  objectives  in  the  areas  of  QUALITY  OF 
CARE  and  NECESSITY  OF  CARE.  However,  COST 
OF  CARE  should  not  be  our  objective  if  it  is  done  at 
the  expense  of  “quality  and  necessity.”  In  addition, 
as  a Society  representing  almost  all  of  the  actively  prac- 
ticing physicians  in  this  state,  we  want  our  members  to 
be  treated  fairly  in  any  disciplinary  action  and  think 
that  sanctions  should  be  imposed  only  after  all  efforts 
at  education  are  exhausted.  I believe  that  in  the  area 
of  education  the  Medical  Society  of  Delaware  can  be 
and  is  willing  to  be  of  assistance  to  DELRO. 

I have  asked  Dr.  E.  Wayne  Martz,  Chairman  of  the 
Public  and  Professional  Education  Committee,  to  expand 
the  mission  of  that  committee.  On  a voluntary  and 
confidential  basis,  any  member  of  this  Society  may  ask 
the  Public  and  Professional  Education  Committee  to  re- 
view appropriate  records  for  purposes  of  education  of  this 
member  in  the  area  of  inappropriate  admissions,  consulta- 
tions, and  quality  and  necessity  of  care.  A similar 
mechanism  can  be  used  in  problems  related  to  DRG 
reimbursement.  Should  it  be  found  during  the  review 
and  educational  process  that  charges  of  inappropriateness 
are  not  confirmed,  then  I would  anticipate  that  support 
would  be  given  to  those  members. 

The  concern  over  the  future  availability  of  malprac- 
tice insurance  at  a reasonable  price  remains.  We  are 
about  to  enter  into  our  second  year  of  our  relationship 
with  PHICO,  and  it  appears  that  the  rates  will  remain 
fairly  stable. 

The  Medical  Society  of  Delaware  has  been  involved 
in  cooperative  efforts  with  many  other  groups  including 


Del  Med  Jrl,  Jan  1984 — Vol  56,  No  1 


35 


Proceedings  of  the  House  of  Delegates,  1983 


our  state  judicial  system,  the  State  Board  of  Pensions, 
the  State  Bar  Associations  and  our  hospitals. 

We  continue  to  explore  the  feasibility  of  developing 
an  IPA  in  cooperation  with  an  established  third  party 
insurer. 

I am  happy  to  report  that  we  have  been  successful 
in  establishing  an  insurance  brokerage  subsidiary  and 
that  we  will  begin  with  malpractice  insurance  and  life 
insurance  and,  as  our  expertise  improves,  we  will  ex- 
pand into  other  types  of  coverage. 

My  one  additional  and  major  concern  is  over  the  lack 
of  enthusiasm  of  many  of  our  members  and  their  failure 
to  actively  participate  in  Society  activities.  This  is 
particularly  true  of  our  younger  members,  to  whom 
we  must  look  for  our  leadership  in  the  future.  I would 
suggest  that  our  incoming  President  appoint  a search 
committee  whose  mission  will  be  to  seek  out  physicians 
who  have  the  potential  for  leadership.  There  is  no 
question  that  the  material  is  there.  It  is  up  to  us  to 
seek  it  out  and  to  nurture  it. 

Finally,  I want  again  to  thank  my  peers  for  the  honor 
of  allowing  me  to  serve.  I hope  that  I have  not  dis- 
appointed them.  In  addition,  I would  like  to  thank  the 
members  of  the  Board  of  Trustees  for  their  support  and 
counsel,  as  well  as  all  the  committee  chairmen  and 
members  and  our  excellent  staff  directed  by  Anne  Bader. 
In  particular,  I would  like  to  thank  our  Vice  President, 
Dr.  Ben  Corballis,  who  has  done  a tremendous  job  for 
our  Society  in  handling  all  the  intricacies  and  negotiations 
of  the  malpractice  insurance  program  and  in  developing 
the  brokerage  subsidiary. 

Ignatius  J.  Tikellis,  M.D. 

President 

(The  report  was  filed  with  a note  of  commendation 
to  Dr.  Tikellis  for  his  services  on  behalf  of  the  Medical 
Society  of  Delaware  over  the  past  year.) 

REPORT  OF  THE  VICE-PRESIDENT 

It  has  been  a great  honor  to  serve  as  your  Vice-Presi- 
dent for  the  past  year.  Profound  changes  are  taking 
place  in  the  atmosphere  in  which  medicine  is  being 
practiced,  and  the  medical  community  is  facing  a far 
more  hostile  and  difficult  period  than  ever  before.  We 
are  besieged  on  one  side  by  regulators  who  restrict  our 
ability  to  deal  with  our  own  problems  and  on  the  other 
side  by  a public  clamoring  for  us  to  deal  better  with 
these  same  problems.  Many  paramedical  groups  are 
actively  seeking  to  cut  into  the  practice  of  medicine 
previously  reserved  only  to  physicians,  and  there  is  on 
every  side  activity  designed  to  control  medical  costs. 
Unfortunately,  most  of  these  activities  are  not  recognized 
for  what  they  really  are,  that  is,  ways  of  rationing 
medical  care  to  the  public. 

Faced  with  all  of  these  and  many  other  problems, 
it  was  an  education  as  well  as  a real  opportunity  to  assist 
Di.  Ignatius  J.  Tikellis,  who,  in  my  judgment,  has  pro- 


vided outstanding  leadership.  Many  good  things  were 
achieved  during  the  past  year,  but  some  of  the  victories 
were  merely  temporary  and  the  battles  will  be  fought 
again  and  again.  I have  had  the  opportunity  of  repre- 
senting the  Medical  Society  of  Delaware  in  Dr.  Tikellis’ 
place  at  several  social  and  scientific  functions  of  other 
professional  societies  and  have  come  away  with  a 
greater  understanding  of  the  interaction  necessary  be- 
tween professional  societies. 

My  year  as  Vice-President  has  also  increased  many- 
fold  my  understanding  and  admiration  for  the  staff  of 
the  Medical  Society  of  Delaware,  who  carry  out  the  day- 
to-day  activities  mandated  by  decisions  of  the  Board 
of  Trustees  and  the  President.  They  do,  in  my  opinion, 
an  outstanding  job  assisting  the  President,  coordinating 
the  activities  of  all  of  the  committees,  keeping  abreast 
of  national  and  local  developments,  and  performing  a 
myriad  of  other  services. 

It  is  my  hope  that  the  Medical  Society  of  Delaware 
will  continue  to  show  real  leadership  over  the  next 
decade.  It  is  my  perception  that  the  practice  of  medi- 
cine will  change  radically  during  that  period  of  time, 
and  if  we  are  to  preserve  those  things  which  have  made 
medical  care  in  this  country  pre-eminent  throughout  the 
world,  we  must  be  innovative,  cooperative,  and  dynamic 
in  developing  ways  to  preserve  what  is  good  and  to 
change  only  those  things  which  need  to  be  changed. 

Ben  C.  Corballis,  M.D. 

Vice-President 

(The  report  was  filed. ) 

REPORT  OF  THE  SECRETARY 

There  were  139  meetings  held  this  year,  including 
today’s  meeting.  Ten  meetings  were  devoted  to  the 
transaction  of  business  matters  by  the  Board  of  Trustees. 
All  business  transacted  by  the  Secretary  has  been  re- 
corded in  the  minutes  as  presented  by  the  Secretary. 

During  the  past  year,  the  Society  has  been  a co-sponsor 
for  the  following  programs: 

Rheumatology  Update  1983— March  2-3,  in  coopera- 
tion with  the  Delaware  Chapter  Arthritis  Founda- 
tion; 

Physician  Clergy  Breakfast— March  8,  with  the  De- 
partment of  Pastoral  Care,  The  Wilmington  Medical 
Center; 

Management  of  Diabetic  Retinopathy— April  16,  with 
the  Delaware  Academy  of  Ophthalmology; 

Eastern  Shore  Medical  Symposium— June  19-24,  with 
Jefferson  Medical  College  and  the  University  of 
Delaware; 

Delaware  Continuing  Medical  Education  for  Phy- 
sicians 1983-84,  with  Jefferson  Medical  College  and 
The  Wilmington  Medical  Center; 
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Mock  Trial— November  16,  with  Pennsylvania  Casu- 
alty Company/PHICO;  and 

Prevention  of  Prescription  Drug  Abuse— November 
17,  with  the  Division  of  Public  Health. 

1983  MEMBERSHIP 

Dues-Paying  Dues-Exempt 


Members 

Members 

Total 

Kent 

76 

14 

90 

New  Castle 

627 

113 

740 

Sussex 

124 

17 

141 

— 

— 

— 

827 

1982  MEMBERSHIP 

144 

971 

Kent 

74 

12 

86 

New  Castle 

617 

97 

714 

Sussex 

117 

18 

135 

— 

— 

— 

808 

127 

935 

The  Society  has  had  87  inquiries  from  physicians 
seeking  placement  in  Delaware.  Local  physicians  seek- 
ing associates  may  contact  the  office  of  the  State  Society. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Secretary 

( The  report  was  filed. ) 


REPORT  OF  THE  TREASURER 

While  the  past  year  has  seen  some  changes  in  the 
Society’s  various  money  instruments,  the  overall  financial 
picture  remains  very  strong. 

Our  invested  money  market  funds  have  run  some  15% 
ahead  of  projection,  while  our  stock  portfolio,  despite 
being  10%  ahead  at  this  date,  is  15%  below  our 
25%  appreciation  goal.  The  portfolio  is  being  man- 
aged by  Baird  Brittingham  of  Brittingham,  Inc.,  since 
Mr.  Richard  West  resigned  from  the  firm  in  May  of  this 
year.  Approximately  30%  of  the  portfolio  is  being 
carried  in  a money  market  fund  to  maintain  a conserva- 
tive investment  program  during  this  period  of  stock 
market  consolidation. 

During  the  past  year,  we  maintained  cash  in  four 
different  money  market  funds  and  three  local  banks 
in  an  effort  to  obtain  the  maximum  in  available  interest. 

Excluding  sequestered  funds,  the  Society  is  in  excellent 
financial  condition  with  a total  net  cash  asset  gain  for 
the  year  of  approximately  50%.  This  will  be  available 
for  developmental  loans  to  the  Medical  Society  of  Dela- 
ware Insurance  Services,  Inc.,  at  accepted  interest  rates. 

Peter  R.  Coggins,  M.D. 

Treasurer 

( The  report  was  adopted. ) 
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MEDICAL  SOCIETY  OF  DELAWARE 
TREASURER’S  REPORT 

OCTOBER  31,  1983 

PART  I 


BALANCE 

December  31,  1982,  Bank  of  Delaware  ...  $ 12,096.95 
RECEIPTS 

Dues®  156,114.00 

AMA  Rebate  672  52 

Services  27,052.17 

Rosters  4,973.00 

Miscellaneous  (From  closing  accounts)  . 801.70 

Claim  Review  800.00 

Dividends  and  Interest  (1982)  42,915.97 


TOTAL  RECEIPTS®  $233,329.36 

Transfer  162,000.00 

Reimbursed  8,792.23 

DISBURSEMENTS 

Employee  Benefits  12,904.07 

Salaries  77,269.19 

Employer  Tax  4,891.72 

Office  Operation: 

Contribution  to  Academy 9,600.00 

Printing,  Postage,  Stationery, 

Telephone,  Supplies  15,213.80 

Service  Contracts/Xerox  5,264.65 

Kelly  Services  2,787.36 

Storage  72.00 

Committees  and  Contingency  8,642.60 

Public  Relations  12,379.45 

Legal  Counsel  9,766.30 

Impaired  Physician  449.21 

Travel  and  Contingency  9,134.46 

Subscriptions  273.46 

Audit  and  Insurance  7,244.00 

Dues/Contributions  355.00 

Newsletter  1,265.00 

Subscriptions  to  DMJ  for  Dues- 

Exempt  Members  1,290.00 

Rosters  2,010.00 

Renovations  1,992.47 

Consulting  Services  (Insurance)  15,000.00 

Employment  Fees  1,032.20 

Miscellaneous  11.00 


TOTAL  DISBURSEMENTS  $198,847.94 

Transfer  for  Interest  174,000.00 

Reimbursable  8,319.03 

RESTRICTED  FUNDS 

RECEIPTS 

AMA®  143,088.50 

Kent®  3,815.00 

Sussex®  1,245.00 


Delaware  Medical  Journal®  8,260.00 

Education  Fund®  4,650.00 

Medical  Benevolence  Fund®  826.00 

DELPAC®  190.00 

AMA  Rebate  1,524.74 

Blood  Bank 1,630.00 

Annual  Meeting— Activities 829.00 

Exhibits  8,900.00 

Grants  2,325.00 

Continuing  Education 890.00 

Life  Insurance  Fund  27,110.00 


TOTAL  RECEIPTS®  $205,283.24 

DISBURSEMENTS 

AMA  Dues  142,803.50 

Kent  County 3,410.00 

Sussex  County  745.00 

Delaware  Medical  Journal®*  8,255.00 

Defense  Fund  ( 1981 ) 50.00 

Medical  Benevolence  Fund  (1981) 88.50 

Medical  Benevolence  Fund  (1983) 825.50 

Education  Fund  (1981)  715.00 

Education  Fund  (1982)  3,997.50 

Education  Fund  (1983)  4,647.50 

DELPAC®*  190.00 

AMA  Rebate  (New  Castle  County) 1,524.74 

Blood  Bank  1,530.50 

Annual  Meeting 2,116.72 

Continuing  Education 1,903.00 

Life  Insurance  Fund 26,250.00 


TOTAL  DISBURSEMENTS**  $199,052.46 

BALANCE: 

October  31,  1983,  Bank  of  Delaware  ....  2,657.35 


*$39,505.00  total  was  collected  in  1982  for  1983  dues. 
This  figure  is  reflected  in  Total  Receipts. 

*®$880.00  total  was  disbursed  in  1982  for  1983  dues. 
This  figure  is  reflected  in  Total  Disbursements. 

PART  II 


12/31/82  Balance  12,096.95 

Total  Receipts  -1-233,329.36 

Transfer  -f-162,000.00 

Reimbursed  -(-  8,792.23 

Total  Disbursements  — 198,847.94 

Transfer  for  Interest — 174,000.00 

Reimbursable  — 8,319.03 

Total  Receipts  (Restricted)  ....-(-205,283.24 
Total  Disbursements  (Restricted)  — 199,052.46 
1983  Dues  collected  in  1982*  ...  — 39,505.00 
1983  Funds  disbursed  in  1982**-)-  880.00 


6/30/83  Balance  $ 2,657.35 


Peter  R.  Coggins,  M.D. 

Treasurer 

( The  report  was  adopted. ) 
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REPORT  OF  THE  BOARD  OF  TRUSTEES 

The  Board  of  Trustees  of  the  Medical  Society  of  Dela- 
ware has  been  active  in  many  areas  this  past  year.  The 
following  is  a summary  of  some  of  the  issues  considered 
by  the  Board. 

Proposal  Regarding  Implementation  of 
Blue  Shield  Fee  Increases 

The  Board  voted  unanimously  to  support  the  proposal 
of  Dr.  Ignatius  J.  Tikellis  that  members  of  the  Society 
on  a voluntary  basis  consider  delaying  implementation 
of  fee  increases  to  be  granted  by  Blue  Cross  and  Blue 
Shield  of  Delaware  effective  January  1,  1983,  at  least 
until  March  31,  1983,  with  further  evaluation  to  be  made 
at  that  time. 

In  March  Dr.  Tikellis  expressed  his  appreciation  for 
participation  in  the  Society’s  voluntary  fee  restraint  pro- 
gram, which  he  felt  had  been  successful,  and  suggested 
that  in  the  future  members  restrain  fees  as  much  as  pos- 
sible in  light  of  their  own  individual  circumstances.  Blue 
Cross  and  Blue  Shield  of  Delaware  has  stated  that  its 
records  indicate  that  participation  may  have  been  as 
high  as  75%.  Dr.  Tikellis  asked  the  Board  if  they 
thought  it  would  be  appropriate  to  urge  members  to  ac- 
cept Medicare  assignment.  The  Board  endorsed  Dr. 
Tikellis’  suggestion  of  a letter  to  the  membership  which 
would  thank  the  membership  for  participation  in  the 
Society’s  cost-containment  program,  suggest  that  they 
consider  other  cost-containment  efforts,  especially  for  the 
elderly,  and  remind  them  of  the  procedure  Blue  Cross 
and  Blue  Shield  of  Delaware  has  set  up  when  they  do 
wish  to  implement  fee  increases. 

Resolution— Definition  of  the  Practice  of  Medicine 

The  Board  supported  the  following  resolution  sub- 
mitted by  Dr.  Roger  B.  Thomas,  Jr.: 

Whereas,  “the  practice  of  medicine”  could  be 
casually  defined  as  “what  physicians  do”;  and 
Whereas,  “the  practice  of  medicine”  is  inclusive 
of  many  activities  which  are  also  engaged  in  by  non- 
physicians; and 

Whereas,  there  is  growing  and  serious  need  to 
distinguish  activities  which  properly  ought  to  be 
engaged  in  by  only  physicians;  and 

Whereas,  “the  practice  of  medicine”  is  defined 
quite  satisfactorily  in  at  least  one  large  state,  and 
barely  at  all  in  at  least  another  large  state;  and 
Whereas,  although  it  is  illegal,  and  likely  to  re- 
main so,  in  most  states  for  non-physicians  to  practice 
medicine,  nevertheless,  it  is  legal  in  most  states, 
and  a growing  activity,  for  non-physicians  to  prac- 
tice (independently)  their  professions;  and 

Whereas,  the  (independent)  practice  of  medi- 
cally related  professions  becomes  the  practice  of 
medicine  itself  in  the  absence  of  definable  terms; 
and 

Whereas,  although  the  definitions  of  the  medically 
related  professions  are  not  properly  the  business  of 


tbe  physician  community,  nevertheless,  the  definition 
of  the  practice  of  medicine  is  properly  the  business 
and  responsibility  of  the  physician  community,  so 
that  the  practice  of  medicine— as  so  defined— can  be 
properly  restricted  to  those  individuals  so  licensed 
by  their  respective  states;  now  therefore  be  it 
Resolved,  that  the  American  Medical  Association 
survey  constituent  state  societies  regarding  their  ap- 
plicable definition  of  “the  practice  of  medicine,”  and 
ascertain  each  society’s  satisfaction  with  its  state’s 
definition;  and  be  it  further 

Resolved,  that  the  American  Medical  Association 
provide,  upon  request,  to  constituent  state  societies 
the  definitions  of  “the  practice  of  medicine”  applicable 
in  the  state  where  state  society  satisfaction  exists; 
and  be  it  further 

Resolved,  that,  using  the  various  state-specific 
definitions,  the  American  Medical  Association  study 
the  feasibility  of— and,  if  possible,  undertake— a defi- 
nition of  “the  practice  of  medicine”  which  could 
serve  as  a model  for  those  states  where  a definition 
satisfactory  to  that  state  society  does  not  now  exist. 

Letter  from  Norman  Veasey,  Esq.,  President, 

Delaware  State  Bar  Association 

The  Honorable  Albert  J.  Stiftel,  President  Judge  of 
Superior  Court,  had  asked  that  an  ad  hoc  committee  of 
doctors  and  lawyers  evaluate  policy  concerning  the  al- 
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lowance  for  fees  of  medical  experts.  Dr.  Tikellis  asked 
the  following  physicians  to  serve:  Leroy  B.  Buckler, 
M.D.;  Martin  Gibbs,  M.D.,  Co-Chairman;  John  T.  Hogan, 
M.D.;  and  Pierre  L.  LeRoy,  M.D.  Physician  members 
of  the  ad  hoc  committee,  which  had  its  first  meeting 
February  8th,  addressed  the  issue  of  how  to  respond 
to  the  court’s  request  without  interfering  with  normal 
relationships  and  prior  arrangements  of  doctors  and 
lawyers.  Agreement  was  reached  but  was  dependent 
upon  approval  of  the  governing  bodies  of  both  groups. 

The  Board  voted  to  accept  the  report  of  the  Joint 
Committee  of  Lawyers  and  Doctors  regarding  the  fixing 
of  fees  of  expert  witnesses  empaneled  at  the  request  of 
Superior  Court  Judges  and  to  so  notify  The  Honorable 
Albert  J.  Stiftel,  President  Judge  of  Superior  Court.  It 
was  noted  that  the  setting  of  such  court  costs  does  not 
limit  the  patients  and  physicians  in  their  right  to  agree 
upon  a larger  or  lesser  fee  than  that  allowed  by  the 
Court. 

Nurse  Practice  Act 

Dr.  Joseph  F.  Kestner,  Jr.,  spoke  on  behalf  of  the 
Society  at  the  public  hearing  that  was  held  on  the  Nurse 
Practice  Act  the  evening  of  February  10th  at  Wilmington 
High  School. 

Subsequently  Dr.  Tikellis  reviewed  the  Society’s  areas 
of  concern  with  regard  to  S.B.  2,  the  Nurse  Practice  Act. 
Representatives  of  medicine  and  nursing  met  with  Sena- 
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To  learn  about  our  performance  and  how  we  may 
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management,  just  give  us  a call.  One  of  our  senior 
officers  will  be  glad  to  meet  with  you  at  your  con- 
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tor  David  B.  McBride  and  Representative  Ada  Soles. 
At  that  time  Senator  McBride  asked  the  Society’s  legal 
counsel,  Mr.  Victor  F.  Battaglia,  to  meet  with  Ms.  Amy 
Hecht  of  the  nursing  faction  to  work  toward  a com- 
promise, which  they  did. 

The  Board  of  Medical  Practice  is  now  working  on  the 
development  of  appropriate  regulations  following  enact- 
ment of  the  new  Nurse  Practice  Act.  The  Board  has 
met  with  a group  from  the  anesthesiologists  and  with 
Dr.  Lyman  J.  Olsen,  Director  of  the  Division  of  Public 
Health  in  Delaware,  to  get  their  input,  and  now  a sub- 
committee consisting  of  Dr.  Tikellis,  Dr.  Leroy  B.  Buck- 
ler, and  Dr.  Emanuel  M.  Renzi  will  draft  regulations  for 
the  Board’s  consideration. 

Health  Services  Foundation 

Dr.  Robert  E.  Heckman  stated  that  the  Society’s  re- 
quest for  appointment  of  a representative  on  the  Board 
of  Directors  of  Health  Services  Foundation,  Inc.,  had 
been  discussed  at  the  Board’s  most  recent  meeting.  Dr. 
Heckman  noted  that  Directors  are  elected  at  the  annual 
meeting  and  serve  a term  of  three  years.  As  several 
physicians  currently  serve  on  the  Health  Services  Foun- 
dation, the  question  was  raised  as  to  why  the  Society  is 
requesting  representation. 

Health  Services  Foundation,  Inc.,  is  a relatively  new 
organization  whose  impact  is  not  yet  known  and  the 
Board  felt  that  it  might  be  advantageous  to  have  a phy- 
sician on  the  Board  as  a representative  of  the  Society 
rather  than  as  an  individual  doctor.  A meeting  with 
the  organization’s  President,  Dr.  Robert  J.  Beattie,  and 
Executive  Director,  Ms.  Carolyn  Lipp,  was  also  sug- 
gested. 

The  following  motion  was  adopted  by  the  Board  in 
February: 

That  the  Society  invite  representatives  from  the 
Health  Services  Foundation  to  meet  with  the  So- 
ciety’s Board  of  Trustees  to  explain  the  impact  of 
the  organization  and  to  explore  ways  in  which  the 
Society  can  get  representation  on  the  Health  Services 
Foundation’s  Board  of  Directors. 

In  May  representatives  of  the  Health  Services  Founda- 
tion were  invited  to  meet  with  the  Board  of  Trustees  to 
discuss  the  impaot  of  the  new  private  review  organization 
and  to  explore  ways  in  which  the  state  medical  society 
can  get  representation  on  the  Health  Services  Founda- 
tion Board  of  Directors. 

From  the  Board’s  point  of  view,  utilization  review 
per  se  was  not  the  issue.  There  was  concern,  however, 
that  quality  of  care  might  possibly  be  affected  as  a con- 
sequence of  decisions  by  those  for  whom  utilization 
review  is  conducted.  Involvement  by  the  Medical  So- 
ciety of  Delaware  was  felt,  for  several  reasons,  to  be 
essential  by  the  Board. 

In  response  to  the  Board’s  concerns,  Mr.  William 
Deans  explained  that  the  Du  Pont  Company,  which  is 
one  of  several  companies  to  contract  with  the  Health 
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Services  Foundation  for  utilization  review  of  inpatient 
records  of  employees  and  their  dependents,  is  attempting 
to  gather  information  for  use  in  its  employee  benefit 
program.  He  stated  that  local  norms  will  be  used  for 
comparison,  that  data  will  not  be  provider  specific,  and 
that  there  is  no  legal  basis  for  sanctions. 

Dr.  Beattie  suggested  that  in  order  to  establish  liaison 
between  the  Health  Services  Foundation  and  the  Medi- 
cal Society  of  Delaware,  the  Society  name  one  of  the 
two  physicians  who  currently  serve  on  the  boards  of 
both  organizations.  Because  members  of  the  Board  of 
Trustees  felt  that  the  state  society  has  not  in  the  past 
had  information  or  input  through  official  channels  insofar 
as  either  DELRO  or  the  Health  Services  Foundation  is 
concerned,  it  was  felt  it  would  be  preferable  to  appoint 
representatives  accountable  to  the  Society  to  the  Health 
Services  Foundation  Board  of  Directors.  At  present  the 
Health  Services  Foundation  Board  has  three  representa- 
tives of  business  and  three  representatives  of  institutional 
health  care  providers. 

No  specific  proposals  were  agreed  upon  as  a result 
of  this  discussion,  but  the  Society  continued  to  pursue 
the  issue. 

The  Board  decided  that  the  Medical  Society  of  Dela- 
ware should  attempt  to  work  within  the  system  to  im- 
prove its  relationship  with  review  organizations.  The 
Society  selected  three  members  to  support  our  position 
from  among  the  Directors  selected  by  DELRO.  These 
physicians  agreed  to  keep  channels  open  between  the 
two  organizations;  all  candidates  supported  by  the  Society 
were  elected. 

Physical  Therapists 

Draft  legislation  prepared  by  the  physical  therapists 
would  have  permitted  them  to  evaluate  without  referral. 
It  also  prohibited  revenue  sharing  by  owners  of  facilities 
providing  physical  therapy  and  for  this  reason  may  be 
in  restraint  of  trade.  Dr.  Anthony  L.  Cucuzzella,  Dr. 
Henri  F.  Wendel,  and  Dr.  Stephen  R.  Permut  met  with 
four  of  the  physical  therapists  and  their  attorney  but 
reported  that  the  therapists  did  not  seem  willing  to 
modify  their  position. 

H.B.  331,  the  physical  therapy  bill,  passed  the  General 
Assembly  with  some  last-minute  modification  after  its 
introduction  in  the  final  week  of  the  session.  This 
legislation  imposes  restrictions  on  the  employment  of 
physical  therapists  by  physicians. 

New  Castle  County  Resolution  on  Definition 
of  Medical  Staff 

The  Board  reviewed  a resolution  submitted  by  New 
Castle  County  asking  the  Medical  Society  of  Delaware 
to  inform  the  American  Medical  Association  of  the 
Society’s  opposition  to  the  JCAH  Proposed  Standards 
Change  Regarding  “Medical  Staff.”  Under  the  pro- 
posed HCFA  rules  for  participation  of  hospitals  in  the 
Medicare  and  Medicaid  programs,  the  definition  of 
“medical  staff”  had  been  expanded  to  include  others 
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beyond  the  present  limitation  to  medical  doctors,  osteo- 
paths, and  in  some  cases  dentists.  The  Board  voted  to 
accept  the  New  Castle  County  resolution  and  to  oppose 
this  change.  The  Society’s  delegates  developed  wording 
for  a resolution  urging  the  American  Medical  Associa- 
tion to  oppose  the  change  in  the  definition  of  “medical 
staff.” 

Tel-Med  Program 

The  Board  voted  to  support  ten  tapes  at  $75  per  tape 
for  the  Tel-Med  Program  of  the  Academy  of  Medicine. 

Seminar  on  Drug  Abuse 

The  Board  voted  to  co-sponsor  a half-day  drug  semi- 
nar on  November  17,  1983,  with  the  Division  of  Public 
Health  and  the  Office  of  Narcotics  and  Dangerous  Drugs. 
A Mock  Trial,  to  be  co-sponsored  by  PHICO,  was  ap- 
proved by  the  Board  for  November  16th.  Both  activi- 
ties will  be  in  conjunction  with  the  Society’s  Annual 
Meeting  November  16-19,  1983. 

Representative,  Board  of  Medical  Practice 

Dr.  Tikellis  reported  that  at  present  there  is  a four- 
term  limitation  for  physicians  serving  on  the  Board 
of  Medical  Practice.  The  Board  has  asked  for  Society 
approval  of  a change  to  permit  a former  member  who 
has  served  four  full  consecutive  terms  on  the  Board  to 
be  eligible  for  re-appointment  after  having  been  off  the 
Board  for  three  years.  A motion  to  support  this  change 
was  adopted,  and  appropriate  wording  has  been  sub- 
mitted to  the  legislature. 

Medical  Economics 

The  Medical  Economics  Committee  reviewed  the  new 
Comprehensive  Major  Medical  plan  with  deductible  and 
co-pay  features  developed  by  Blue  Cross-Blue  Shield  of 
Delaware  in  response  to  the  Society’s  request  for  a 
lower  premium  program.  The  Committee  felt  that  both 
a $1,500  and  a $750  deductible  should  be  offered  in 
addition  to  the  traditional  plans  available  through  the 


Society.  The  Board  accepted  the  recommendation  of 
the  Medical  Economics  Committee. 

Dr.  Ben  C.  Corballis  also  discussed  the  life  insurance 
program  that  the  State  Society  will  be  administering  in 
the  future.  The  Board  voted  to  grandfather  in  all  those 
persons  already  participating  in  the  plan  and  to  have 
Dr.  Corballis  and  the  Medical  Economics  Committee 
investigate  options  for  a new  plan. 

H.B.  143 

H.B.  143,  which  would  have  required  health  insurance 
plans  with  coverage  for  mental  health  services  to  in- 
clude licensed  social  workers,  was  vetoed  by  the  Gov- 
ernor July  11th.  Opponents  of  the  bill  included  the 
newly  formed  Delaware  Health  Care  Coalition,  which 
objected  to  the  loss  of  flexibility  such  a law  would 
impose  on  employee  benefit  plans. 

Business  Coalition  Meeting  on  Social  Workers 

The  Delaware  Business  Coalition,  comprised  of  27 
organizations  (providers  are  not  represented  in  the 
coalition),  held  a meeting  September  30th,  to  receive 
testimony  from  interested  groups  on  reimbursement 
for  licensed  clinical  social  workers.  Dr.  Tikellis,  Mr. 
Battaglia,  and  Dr.  Robert  N.  Dumin  represented  the 
Medical  Society  of  Delaware  and  will  continue  to  do 
so  until  the  situation  is  resolved. 

United  Way 

Anne  Shane  Bader,  Chairman  for  the  New  Castle 
County  physicians’  United  Way  campaign,  reports  that 
the  physician  community  has  contributed  over  $40,000 
to  the  campaign  so  far  this  year. 

Request  from  Delaware  Academy  of  Medicine 
for  Donation  of  $500. 

The  Board  supported  a $500  contribution  to  the  Dela- 
ware Academy  of  Medicine  for  its  monthly  calendar  of 
medical,  dental,  and  scientific  meetings. 
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Delaware  Medical  Journal 

The  Board  discussed  the  liability  of  the  Society  in 
situations  like  the  recently  filed  suit  in  which  the  vul- 
nerability of  Journal  reviewers  became  an  issue.  The 
consensus  of  the  Board  was  that  the  Society’s  insurance 
will  be  reviewed  pending  the  outcome  of  the  court  case. 

Medical  Society  of  Delaware  Insurance 
Services,  Incorporated 

In  follow-up  of  the  Board’s  directive  in  February 
regarding  formation  of  an  insurance  brokerage  sub- 
sidiary, the  Committee  surveyed  available  resources  and 
recommended  that  Glenn,  Nyhan  & Associates  be  re- 
tained to  assist  the  Society  with  this  project.  A letter 
from  Deputy  Attorney  General  Catherine  S.  Mulholland 
on  behalf  of  the  State  Department  of  Insurance  indi- 
cated that  there  was  no  obstacle  to  the  Society’s  establish- 
ing a subsidiary  for  this  purpose.  Preliminary  meetings 
were  held  with  Victor  E.  Battaglia,  Esq.,  the  Society’s 
legal  counsel,  who  will  have  an  ongoing  involvement  in 
the  formation  of  a subsidiary,  and  with  PHICO  repre- 
sentatives, who  voiced  no  objections  to  the  Society’s  be- 
coming the  broker  for  the  malpractice  program. 

There  was  also  a meeting  with  Blue  Cross  and  Blue 
Shield  of  Delaware  to  discuss  a similar  arrangement  with 
the  Society’s  health  insurance  program. 

The  Board  agreed  to  pay  $15,000  to  Glenn,  Nyhan  & 
Associates  to  provide  project  management  services  to 
assist  the  Medical  Society  of  Delaware  in  establishing 
the  insurance  division.  Once  the  new  organization  is 
established,  Glenn,  Nyhan  & Associates  will  continue 
in  an  advisory  capacity  for  a period  of  three  years 
at  a fee  to  be  negotiated. 

The  Medical  Society  of  Delaware  Insurance  Services, 
Inc.  ( MSDIS ) is  the  result  of  a five-year  effort  on  the 
part  of  the  Medical  Society  of  Delaware.  It  was  felt 
that  creation  of  an  insurance  subsidiary  by  the  Society 
would  provide  a service.  The  stock  of  MSDIS  is  owned 
100%  by  the  Society,  and  the  Board  of  Directors  of 
MSDIS  is  elected  by  the  Society’s  Board  of  Trustees 
according  to  the  bylaws  of  the  new  company.  The  by- 
laws for  MSDIS  are  available  in  the  Society’s  office  for 
perusal  by  interested  physicians. 

Initially,  MSDIS  will  be  brokering  physicians’  pro- 
fessional liability  and  office  property/liability  coverages 
through  Pennsylvania  Casualty  Company,  a member  of 
the  PHICO  group.  The  Blue  Cross-Blue  Shield  health 
plan  will  also  be  marketed  by  MSDIS.  Discussions 
with  Blue  Cross-Blue  Shield  of  Delaware  have  been 
initiated  to  discuss  program  enhancements.  It  is  also 
anticipated  that  an  improved  life  insurance  program  will 
be  made  available  December  1983.  Additional  insur- 
ance programs  will  be  offered  as  insurance  needs  are 
determined  and  insurance  programs  can  be  designed 
to  meet  those  needs. 

Anne  Shane  Bader 
Executive  Director 


(The  report  was  adopted  with  the  Reference  Com- 
mittee’s recommendation  that  no  financial  remuneration 
be  offered  to  any  officer  or  director  of  MSDIS  who  is  a 
member  of  the  Medical  Society  of  Delaware  until  such 
time  that  the  financial  success  of  MSDIS  is  established, 
and  until  such  remuneration  is  specifically  approved  by 
the  House  of  Delegates. ) 

THE  AMA  DELEGATE 

1982  INTERIM  MEETING 

(This  report  was  published  in  the  January  1983  issue 
of  the  Delaware  Medical  Journal.  The  report  was  filed. ) 

THE  AMA  DELEGATE 

1983  ANNUAL  MEETINC 

(This  report  was  published  in  the  August  1983  issue 
of  the  Delaware  Medical  Journal.  The  report  was  filed.) 

REPORT  OF  THE  PRESIDENT  OF  THE 
KENT  COUNTY  MEDICAL  SOCIETY 

The  Kent  County  Medical  Society  has  had  three 
dinner  meetings  thus  far  in  1983.  The  final  meeting 
for  the  year  is  scheduled  to  be  held  on  November  16th. 

At  our  February  meeting.  Dr.  Harlan  Stone,  Chief  of 
Surgery  of  the  University  of  Maryland,  spoke  on  the  use 
of  Cephalosporins.  Our  State  President,  Dr.  Ignatius 
J.  Tikellis,  also  joined  us  to  talk  about  medical  society 
business.  Pharmacists  from  Kent  General  Hospital  and 
several  physicians  from  Sussex  County  also  attended 
the  Scientific  Meeting. 

For  our  May  meeting,  Dr.  Alan  Marks  of  Temple  Uni- 
versity delivered  a paper  on  Beta-Blockers. 

The  guest  speaker  for  our  November  meeting  is  Dr. 
Donald  Lauria  of  the  New  Jersey  College  of  Medicine, 
who  will  speak  on  “The  Management  of  the  Critically 
111,  Septic  Patient.”  This  program  is  being  sponsored 
by  Upjohn. 

The  Professional  Conduct  Committee  is  chaired  by 
Dr.  Jeffrey  Chait.  There  was  one  complaint  against  a 
physician  that  was  settled  amicably  without  the  necessity 
of  review  by  this  Committee. 

Venerando  J.  Maximo,  M.D. 

President 

( The  report  was  filed. ) 

REPORT  OF  THE  PRESIDENT  OF  THE 
NEW  CASTLE  COUNTY  MEDICAL  SOCIETY 

The  New  Castle  County  Medical  Society  held  three 
general  membership  meetings  this  year.  The  speakers 
were:  Dr.  Peggy  Sanday,  a University  of  Pennsylvania 
anthropologist  who  spoke  on  cannibalism;  Mr.  Bill  Bergey, 
former  Philadelphia  Eagles  football  player;  and  former 
Congressman  Thomas  B.  Evans. 

The  Board  of  Directors  held  regular  monthly  meetings. 
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Topics  discussed  included: 

Proposed  changes  in  JCAH  Standards 
The  paramedic-physician  interaction  ( a report 
to  the  membership  was  issued  on  this  subject) 
The  FTC  challenge  of  the  AMA’s  ethical  restric- 
tions on  advertising  and  solicitation 
Senior  Centers  operations  in  New  Castle  County 
Bylaws  changes— 

A ) Associate  membership 

B)  Dues  delinquency  date  change 


Bulimia,  Phobic  Disorders 
Dr.  William  Johnson— Menopause 
Dr.  Andrew  Weinstein— Allergies/Asthma 

A public  forum  was  held  in  June  on  AIDS  with  a 
panel  consisting  of  Drs.  Leroy  B.  Buckler,  Philip  M.  Blatt, 
Dean  L.  Winslow,  and  Andrew  G.  Weinstein,  and  mod- 
erated by  Dr.  Stephen  R.  Permut. 

The  Society  purchased  a Tel-Med  tape  on  AIDS  that 
is  now  a part  of  the  collection  available  to  the  com- 
munity. 


The  NCCMS  Committees  also  held  regular  meetings. 
The  Community  Affairs  Committee  continued  to  schedule 
regular  news  media  conferences.  Some  of  the  topics 
discussed  were: 

Physicians’  Involvement  in  Politics 

Cost  Effectiveness  of  Geriatric  Care  With  Humaneness 

Medical  Malpractice 

The  Doctor/Patient  Relationship 

AIDS 

Monthly  radio  interview  programs  on  WILM  were 
sponsored  by  the  Society.  Topics  and  physicians  inter- 
viewed were: 

Dr.  Jerome  Kay— Holiday  Depression 

Dr.  James  H.  Newman— Arthritis 

Dr.  Parviz  Sorouri—  Ulcers  and  Other  G.I.  Problems 

Dr.  Floyd  S.  Cornelison,  Jr.— Anorexia  Nervosa/ 


The  Peer  Review  Committee,  chaired  by  Dr.  Gustave 
K.  Berger,  and  the  Professional  Conduct  Committee, 
chaired  by  Dr.  Richard  Winkelmayer,  were  both  active 
throughout  the  year. 

Four  meetings  were  held  by  the  Judicial  Board;  26 
new  members  were  interviewed  and  accepted  into  the 
Society  since  the  last  report. 

A breakfast  meeting  for  delegates  to  the  1982  Annual 
Meeting  of  the  Medical  Society  of  Delaware  was  hosted 
by  the  NCCMS.  Robert  Zelten,  Ph.D.,  Associate  Pro- 
fessor of  Insurance  at  the  Wharton  School  of  the  Uni- 
versity of  Pennsylvania,  discussed  the  planning  and 
formation  of  IPA’s. 

Jane  C.  Straughn,  M.D. 

President 

(The  report  was  filed.) 
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The  Sussex  County  Medical  Society  has  had  good 
participation  at  our  quarterly  business  meetings  during 
the  past  year. 

Dr.  Ignatius  J.  Tikellis  was  guest  of  honor  at  the 
March  meeting.  Topics  of  discussion  included  the  State 
Society’s  voluntary  fee  restraint  program,  legislation  to 
revise  the  Nurse  Practice  Act,  and  investigation  by  the 
State  Society  of  the  feasibility  of  forming  an  independent 
practice  association  to  provide  medical  care  for  state 
employees. 

The  June  meeting  included  a presentation  by  Dr. 
Michael  Deeb  and  Dr.  Jack  Kolff  on  the  artificial  heart 
program  and  the  heart  transplant  program  being  de- 
veloped at  Temple  University  Hospital. 

The  most  recent  meeting  of  the  Sussex  County  Medical 
Society  was  held  September  29,  1983.  Dr.  James  Richard 
Bowen  of  the  A.  I.  du  Pont  Institute  spoke  about  the 
new  facilities  at  the  Institute. 

Officers  for  the  year  are  Dr.  Martin  J.  Cosgrove,  Presi- 
dent; Dr.  Richard  B.  Crabb,  Vice-President;  and  Dr. 
James  P.  Marvel,  Jr.,  Secretary-Treasurer. 

Present  membership  in  the  Sussex  County  Medical 
Society  includes  124  regular  members  and  17  dues 
exempt  members,  for  a total  of  141  members. 

Martin  J.  Cosgrove,  M.D. 

President 


( The  report  was  filed. ) 

REPORT  OF  THE  REPRESENTATIVE  TO  THE 
DELAWARE  ACADEMY  OF  MEDICINE 

The  full  Committee  has  met  on  two  occasions  since 
I assumed  the  representative’s  position. 

The  first  meeting  was  taken  up  by  in-house  discussion 
concerning  repair,  expenses,  and  future  liabilities.  Also 
presented  was  the  refusal  of  some  physicians  to  repay 
the  educational  loans  made  by  the  Academy.  It  was 
agreed  that  those  grossly  in  default  would  be  contacted 
through  legal  channels  and  brought  into  court  for  judg- 
ment. Discussion  concerning  the  annual  dinner  led  to 
a fixed  date  and  the  charge  for  Dr.  Ruben  A.  Teixido 
to  arrange  the  final  details. 

The  second  meeting  saw  a summary  of  the  attempts  to 
collect  delinquent  loans.  Also  discussed  was  the  pos- 
sibility and  feasibility  of  moving  Academy  operations 
to  an  alternate  site.  A pictorial  presentation  outlined 
the  possibility  of  its  being  on  the  site  of  the  present 
Wilmington  Medical  Center  at  its  Southwest  Campus. 

John  H.  Benge,  M.D. 

Representative 

(The  report  was  filed. ) 
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The  outstanding  success  of  The  HMO  of 
Delaware  has  created  a need  for  additional 
Physicians  on  staff.  Our  current  needs  through 
1984  will  be  primarily  in  the  family  practice 


specialty. 


Our  unique  method  of  health  care  delivery 
requires  Physicians,  who  are  oriented  toward 
preventative  medicine,  health  education,  man- 
aged health  care,  peer  review/consultation, 
working  in  a team  setting,  effective  patient 
relations  and  above  all  a commitment  and 
capability  to  deliver  the  highest  quality  of  care 
in  a cost  effective  manner. 


We  are  proud  of  our  initial  team  of  professionals, 
ancilliary  and  support  staff  and  we  desire  to 
grow  by  adding  the  same  high  quality.  Our 
Physicians,  of  course,  are  the  key. 

If  you  are  board  certified,  possess  the  above 
orientation  and  skills  and  want  to  practice 
medicine  without  the  frustration  of  managing  a 
business,  or  would  like  to  change  from  a 
traditional  primary  health  care  delivery,  we 
would  like  to  hear  from  you.  Please  contact  in 
confidence:  R.  Walter  Powell,  M.D  . Medical 
Director,  P.O.  Box  6008,  Newark,  DE  19714  An 
Equal  Opportunity  Employer  n/f. 
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REPORTS  OF  THE 
STANDING  COMMITTEES 

BUDGET  COMMITTEE 

The  full  Budget  Committee  met  on  October  10,  1983, 
for  the  purpose  of  reviewing  expenditures  for  the  pre- 
vious nine  months  and  considering  a proposed  1983- 
1984  expenditure  program  for  the  Society. 

It  is  anticipated  that  receipts  will  total  $230,000,  with 
the  expectation  of  20  new  members  for  a direct  dues 
revenue  of  $160,000;  $25,000  from  PHICO  Insurance 
Company  for  risk  management  services  and  programs 
in  connection  with  the  Society-sponsored  malpractice 
insurance  program;  and  $45,000  from  dividends  and 
interest. 

Minimal  or  no  budgetary  increases  are  planned  in  the 
following  categories:  Academy  rent,  printing,  postage, 
telephone  and  supplies,  audit,  subscriptions,  contributions, 
legal  counsel,  public  relations,  and  committees  and  con- 
tingencies. 

The  committee  voted  the  following  increases  in  the 
1983-1984  budget: 

$10,150— Salary  increase— excluding  Executive  Director 
who  elected  not  to  take  an  increase  in  salary 

$ 2,200— Insurance 

$ 2,000— Kelly  Service 

$ 2,000— Travel  and  Contingency 

It  is  anticipated  that  there  will  be  a surplus  of  $8,162 
so  that  no  change  in  dues  structure  will  be  required. 

The  Budget  Committee  also  elected  to  meet  on  a semi- 
annual basis  to  review  any  changes  in  anticipated  receipts 
and  disbursement  liabilities  of  the  Society  including 
salary  review. 

The  chairman  wishes  to  thank  the  committee  members 
for  their  interest  in  this  effort. 

Peter  R.  Coggins,  M.D. 

Chairman 

(The  report  was  adopted.) 


MEDICAL  SOCIETY  OF  DELAWARE 
BUDGET-1983-1984 

RECEIPTS 

Dues  

Services  

Claims  Review 

Dividends  and  Interest  . 

Rosters  

AMA  Rebate  

TOTAL  RECEIPTS 


DISBURSEMENTS 

Office  Personnel 

Employee  Benefits 

$ 14,000.00 

Salaries  

106,750.00 

Employer  Tax  

6,500.00 

Office 

Contribution  to  Academy  . . . 

10,200.00 

Printing,  Postage,  Stationery, 

Telephone,  Supplies,  etc.  . . 

20,200.00 

Service  Contracts/Xerox,  etc. 

7,820.00 

Audit 

3,100.00 

Insurance  

4,500.00 

Kelly  Services  

4,000.00 

Travel  and  Contingency  .... 

10,500.00 

Subscriptions  

300.00 

Contributions /Dues  

500.00 

Legal  Counsel  

12,000.00 

Public  Relations  

13,200.00 

Committees  and  Contingency 

10,900.00 

Newsletter  

2,400.00 

Impaired  Physician  Phone  . . 

500.00 

DM]  Subscription 

Dues-Exempt  

1,290.00 

TOTAL  DISBURSEMENTS  $228,660.00 

Surplus  6,012.00 

Peter  R.  Coggins,  M.D. 

Chairman 

( The  report  was  adopted. ) 


$160,000.00 

25.000. 00 
1,000.00 

45.000. 00 
3,000.00 

672.00 

$234,672.00 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

R.N. 

ElECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 

46 


Del  Med  Jrl,  Jan  1984 — Vol  56,  No  1 


Proceedings  of  the  House  of  Delegates,  1983 


BYLAWS  COMMITTEE 

The  Bylaws  Committee  has  not  met  during  the  past 
year,  as  no  changes  have  been  proposed  in  the  Society’s 
Bylaws. 

Bylaws  changes  pertaining  to  activities  of  the  Medical 
Review  Committee  and  to  the  method  of  officer  succes- 
sion that  were  approved  by  last  year’s  House  of  Delegates 
have  been  incorporated  in  the  Bylaws  Section  of  the 
1983-1984  Pictorial  Poster  of  the  Medical  Society  of 
Delaware. 

Dene  T.  Walters,  M.D. 

Chairman 

( The  report  was  filed. ) 


JUDICIAL  COUNCIL 

As  chairman  of  the  Judicial  Council,  I am  pleased 
to  announce  that  we  were  not  referred  any  cases  for 
review  or  decision  in  the  past  year. 

Marvin  H.  Dorph,  M.D. 

Chairman 

( The  report  was  filed. ) 


MEDICAL  ECONOMICS  COMMITTEE 

The  Medical  Economics  Committee  had  a very  busy 
year.  The  Committee  met  several  times  in  December 
and  January,  interviewing  insurance  brokers  and  a con- 
sulting firm  from  California.  By  the  end  of  January 
the  Committee  made  a unanimous  recommendation  to 
the  Board  that  the  Medical  Society  hire  Glenn,  Nyhan 
and  Associates  of  San  Francisco,  California,  to  assist 
the  Society  and  develop  an  insurance  brokerage  sub- 
sidiary as  a means  of  accomplishing  the  goals  set  out 
by  the  Trustees.  This  recommendation  was  accepted 
by  the  Board  of  Trustees,  and  at  a subsequent  meeting 
Mr.  Bart  Nyhan  of  Glenn,  Nyhan  and  Associates  ad- 
dressed the  Trustees  with  an  overall  proposal  for  the 
development  of  such  a subsidiary.  The  Trustees  then 
committed  funds  to  begin  phase  one  of  the  develop- 
ment program. 

Following  this,  the  Medical  Economics  Committee 
turned  its  attention  to  the  question  of  health  insurance 
for  the  Society.  Previous  survey  of  the  market  had 
shown  that  there  was  little  interest  by  any  of  the  com- 
mercial carriers  in  association  health  insurance,  especially 
with  a society  as  small  as  ours.  The  Committee  met 
several  times  with  representatives  of  Blue  Cross/Blue 
Shield  of  Delaware  in  an  attempt  to  develop  an  attractive 
package  that  would  be  competitive  in  price  with  other 
alternatives  available.  As  a result,  the  Committee  de- 
cided that  Blue  Cross/Blue  Shield  should  offer  the 


physicians  a comprehensive  major  medical  plan  with  a 
choice  of  either-a  $750  or  $1500  deductible  and  a co- 
insurance  feature.  It  was  clearly  recognized  that  time 
was  short  and  that  this  was  to  be  considered  the  phas- 
ing-in of  a more  comprehensive  program  of  health  in- 
surance. The  establishment  of  an  insurance  subsidiary 
would  enable  the  Society  to  negotiate  from  a much 
better  position  and  to  work  on  the  development  of  a 
health  insurance  package  that  would  attract  physicians 
back  into  the  Society  program. 

With  the  approval  of  the  Board  of  Trustees  of  the 
recommendation  to  establish  an  insurance  subsidiary, 
an  ad  hoc  committee  was  appointed  to  begin  negotia- 
tions and  developmental  plans  with  Glenn,  Nyhan  and 
Associates.  These  negotiations  culminated  in  the  de- 
velopment of  a game  plan  in  mid-September,  with  the 
establishment  of  “Medical  Society  of  Delaware  Insurance 
Services  Incorporated’’  in  late  September.  The  new 
directors  of  this  new  company,  a wholly  owned  subsidi- 
ary of  the  Medical  Society  of  Delaware,  had  to  be 
elected  by  the  Board  of  Trustees.  Therefore,  at  its 
meeting  on  October  13,  1983,  the  Board  of  Trustees 
elected  Drs.  Philip  L.  Rothbart,  Olin  S.  Allen,  II,  Bobert 
E.  Heckman,  Peter  R.  Coggins,  Ben  C.  Corballis,  Anne 
Shane  Bader,  and  a representative  of  the  President  of 
the  Society  to  form  the  Board  of  Directors  for  this  new 
company.  The  new  company  has  a licensed  agent,  Mr. 
James  McKelvey. 

Ben  C.  Corballis,  M.D. 

Chairman 

(The  report  was  filed  with  a note  of  commendation 
to  Dr.  Corballis  and  his  committee  for  their  many  hours 
of  work. ) 

MEDICAL  LIABILITY  INSURANCE  COMMITTEE 

The  Medical  Liability  Insurance  Committee  met  twice 
during  the  past  year.  At  the  first  meeting,  on  January 
24,  1983,  the  Committee  had  as  its  guests  Mr.  Don 
Steffes,  President  of  PHICO;  Mr.  Dan  Morgan,  Vice-Presi- 
dent of  PHICO;  and  Dr.  Robert  Lambert,  Medical  Director 
of  PHICO.  Since  the  Society  was  in  its  earliest  months 
with  PHICO  as  the  carrier  for  its  Society-sponsored  Medi- 
cal Liability  Insurance  Program,  the  January  meeting 
served  as  an  introduction  and  a “get  to  know  one  an- 
other.” Mr.  Steffes  described  PHICO,  its  philosophy,  and 
its  present  and  future  relationship  with  the  Medical 
Society  of  Delaware.  Mr.  Morgan  described  PHICO’s 
philosophy  with  regard  to  handling  medical  malpractice 
claims.  PHICO  believes  that  in  those  cases  where  a pa- 
tient has  been  injured  and  there  seems  to  be  clear  liabil- 
ity the  case  should  be  settled  as  quickly  as  possible;  but 
when  there  is  no  evidence  of  liability,  the  claim  should 
not  be  settled  but  pursued  vigorously  in  defense.  Dr. 
Lambert  then  reviewed  his  function  with  PHICO,  describ- 
ing the  risk  management  programs,  various  studies  that 
have  been  done,  and  research  being  carried  out  on 
methods  to  prevent  future  malpractice  claims. 
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Dr.  Ali  Z.  Hameli  has  been  selected  as  chairman  of 
the  Risk  Management  Subcommittee  of  the  Medical 
Liability  Committee.  He,  along  with  Dr.  Lambert  and 
Mr.  Morgan,  will  begin  planning  risk  management  pro- 
grams for  the  Medical  Society  of  Delaware. 

As  a result  of  various  meetings  between  Dr.  Hameli 
and  members  of  the  leadership  of  PHICO,  it  was  decided 
to  have  a risk  management  portion  of  the  Medical  So- 
ciety of  Delaware’s  annual  meeting.  There  will  be  a 
mock  trial  held  on  the  evening  of  November  16th,  at 
6:30  p.m.,  which,  it  is  hoped,  will  demonstrate  to  mem- 
bers of  the  Society  what  an  actual  malpractice  case  is  like 
in  court,  how  doctors  should  comport  themselves,  and 
what  pitfalls  should  be  avoided. 

The  Committee  met  again  on  September  27,  1983. 
Present  as  guests  were  Mr.  Maynard  Stulft,  Vice-Presi- 
dent of  PHICO;  Dr.  Robert  Lambert,  Medical  Director 
of  PHICO;  and  Mr.  David  Windsor,  Supervisor  of  the 
Claims  Department  of  PHICO.  Mr.  Stufft  addressed  the 
fact  that  PHICO’s  penetration  into  the  Delaware  market 
had  been  excellent  and  at  the  time  of  the  meeting  413 
policies  had  been  written.  This  triggered  the  beginning  of 
the  dividend  program  for  Delaware,  which  will  mean  a 
return  of  premium  dollars  to  the  physicians  should  the 
claims  experience  be  favorable.  Mr.  Stufft  also  stated 
that  PHICO  is  introducing  increased  limits  as  well  as  an 
office  package. 

Mr.  Stufft  also  gave  us  the  “good  news”  that  there 
had  been  a development  of  a new  class  listed  as  Class 
1A.  This  new  class  comprised  all  the  present  Class  I 
specialities  except  pediatrics,  family  practice,  and  in- 
ternal medicine.  The  premium  for  the  new  class  would 
be  25%  less  than  the  present  Class  1.  He  also  an- 
nounced that  there  would  be  a significant  reduction  in 
the  premiums  of  classes  7 and  8.  The  only  bad  news 
in  the  report  was  that  classes  5 and  6 would  have  a 
5.9%  increase  in  their  rates.  (These  percentages  refer 
to  the  occurrence  rates  on  a policy  with  1 million/3 
million  limits. ) The  percentage  changes  for  the  claims 


made  have  to  be  calculated  using  the  relativity  factors 
in  the  basic  contract. 

A lively  discussion  followed  Mr.  Stufft’s  report,  with 
input  from  Dr.  Lambert  and  Mr.  Windsor  as  well  as 
from  many  members  of  the  Committee.  It  was  generally 
concluded  that  the  relationship  developing  between  the 
Medical  Society  of  Delaware  and  PHICO  is  excellent  and 
that  present  indications  bode  well  for  the  future  of  our 
program. 

Ben  C.  Corballis,  M.D. 

Chairman 

(The  report  was  filed  with  a note  of  commendation 
to  Dr.  Corballis  and  his  committee  for  their  many  hours 
of  work.) 


MEDICAL  REVIEW  COMMITTEE 

The  Medical  Review  Committee  met  on  two  occasions 
in  1983.  The  meetings  were  held  under  the  revised  by- 
laws for  the  Medical  Review  Committee.  These  bylaw 
revisions  state  that  each  of  the  disputants  participate  on 
a voluntary  basis;  all  determinations  are  advisory  in  na- 
ture; the  decision  in  each  case  will  be  based  solely  on  the 
facts  and  circumstances  of  that  particular  case;  and  the 
Medical  Society  will  not  collect  information  on  medical 
fees  nor  conduct  survey  of  fees.  These  bylaw  changes,  par- 
ticularly the  restraint  on  collection  of  medical  information 
and  fee  surveys,  have  made  the  resolution  of  differences 
in  regards  to  professional  fees  extremely  difficult. 

In  May,  1983,  a meeting  was  held  with  the  Executive 
Committee  of  the  Medical  Society;  Mr.  Victor  F.  Bat- 
taglia, the  Society’s  counsel;  and  representatives  of  the 
New  Castle  County  Medical  Society  to  discuss  the  func- 
tions of  the  Medical  Review  Committee.  Mr.  Battaglia  pre- 
sented the  position  of  Miss  B.  J.  Anderson,  General 
Counsel  to  the  American  Medical  Association,  that  the 
Antitrust  Enforcement  Division  of  the  Justice  Department 
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takes  the  position  that  the  Maricopa  case  forbids  the 
Medical  Society  from  reviewing  fee  disputes.  The  Medi- 
cal Society  runs  the  risk  of  exposure  from  disgruntled 
members  and  potential  action  from  the  Justice  Depart- 
ment. 

The  Committee  could  possibly  elect  to  act  as  a Peer 
Review  Committee  for  Blue  Cross-Blue  Shield,  and  as 
such,  would  be  exempted  from  antitrust  provisions.  It 
was  the  general  opinion  that,  at  this  time,  the  Committee 
should  not  act  in  that  manner. 

Therefore,  the  Committee  continues  to  act  under  the 
revised  bylaws  and,  in  the  opinion  of  a majority  of  the 
members  of  the  Committee,  in  a reduced  and  less  viable 
manner  than  it  has  in  the  past. 

It  is  the  recommendation  of  the  Chairman  that  the 
Medical  Society  continue  to  support  the  Medical  Review 
Committee  and  that  attention  be  paid  to  future  legal  de- 
cisions that  would  enable  it  to  again  function  in  an 
effective  manner. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

( The  report  was  filed. ) 


PEER  REVIEW  AND  PROFESSIONAL 
EVALUATION  COMMITTEE 

The  Peer  Review  and  Professional  Evaluation  Com- 
mittee, comprised  of  members  representing  each  of  the 
counties,  met  on  two  occasions  this  year.  Problems  from 
each  county  were  discussed,  both  ongoing  problems 
and  the  ones  that  had  been  resolved. 

In  New  Castle  County  the  major  considerations  this 
year  involved  the  philosophy  of  peer  review  itself  and 
the  county’s  bylaws  pertaining  to  peer  review.  It  was 
decided  that  the  present  bylaws  had  not  anticipated  the 
expansive  role  that  peer  review  might  have.  It  was  felt, 
therefore,  that  the  New  Castle  County  Medical  Society 
should  examine  its  bylaws  in  order  to  update  them  to 
meet  the  present  situation.  Another  problem  addressed 
by  the  county  peer  review  committee  was  the  method  of 
fifing  information  so  that  in  the  future  the  committee  can 
have  access  to  cases  examined  in  the  past. 

Because  it  felt  that  peer  review  has  become  more  ex- 
tensive and  more  involved,  the  New  Castle  County  Medi- 
cal Society  has  sought  legal  advice.  It  is  the  feeling  of  the 
chairman  that  the  counties  must  become  more  legally 
oriented  in  the  running  of  their  peer  review  committees 
in  order  to  comply  with  legal  restrictions  and  take  into 
account  the  civil  and  legal  rights  of  the  physicians  and 
their  associates  who  are  investigated.  Several  members 
of  the  New  Castle  County  Medical  Society  met  with 
legal  counsel  concerning  the  machinery  for  conducting 
peer  review.  Questions  concerning  Maricopa  and  other 
cases  arose.  Both  the  county  and  the  state  societies 


are  seeking  to  be  well  informed  on  the  various  legal  situa- 
tions that  may  or  may  not  arise  during  the  peer  review 
process,  and  varied  methods  are  being  examined  to  help 
the  peer  review  committees  to  review  cases  without  run- 
ning into  legal  and  FTC  problems. 

The  Board  of  Medical  Practice  had  a representative 
at  one  of  the  New  Castle  County  meetings  to  discuss 
follow-up  information  on  cases  that  have  been  referred 
to  the  Board  so  that  the  peer  review  committee  members 
would  not  feel  frustrated  about  never  finding  results  of 
their  investigations.  It  was  felt  that  an  agreeable  accom- 
modation had  been  achieved  between  the  two  bodies. 

The  various  county  peer  review  committees  for  the 
most  part  quickly  and  properly  took  care  of  the  cases 
that  were  presented  to  them.  There  are  still  a few  on- 
going problems,  mostly  in  New  Castle  County,  which 
are  most  involved  legally  and  therefore  are  moving  along 
very  slowly. 

Overall,  this  past  year  has  been  a most  active  year 
in  peer  review.  The  future  for  these  committees  appears 
to  involve  more  and  more  activity  as  peer  review  be- 
comes an  even  greater  mainstay  of  the  practice  of  medi- 
cine in  order  to  continue  the  high  standards  for  which 
medicine  is  known.  Peer  review  is  now  a more  ex- 
pansive subject,  involving  many  areas  for  which  we  are 
just  now  setting  standards  and  devising  approaches.  Ex- 
amples include  sports  medicine,  the  question  of  large 
groups  in  regard  to  restraint  of  trade,  and  the  question 
of  predicting  behavior  patterns  by  prior  patterns  of 
practice  of  individuals  and  groups.  This  committee  is 
becoming  more  involved,  and  changes  in  our  approach 
as  well  as  legal  help  will  be  required  to  continue  our 
work.  I feel  the  future  of  peer  review  will  be  an 
ongoing  process  to  improve  the  practice  of  medicine. 

Gustave  K.  Berger,  M.D. 

Chaiman 

( The  report  was  filed. ) 


PROGRAM  COMMITTEE 

The  Program  Committee  hereby  records  for  the  official 
record  the  program  arranged  for  the  Annual  Meeting 
of  the  Medical  Society  of  Delaware  on  November  19, 
1983. 

9:15  “MICROSURGICAL  REPLANTATION  OF  AM- 
a.m.  PUTATED  HANDS  AND  FINGERS" 

James  R.  Urbaniak,  M.D.,  Professor  of  Ortho- 
paedic Surgery,  Duke  University  Medical  Center 

10:00  “POSITRON-EMISSION  TOMOGRAPHY: 

FUNCTIONAL  IMAGING  OF  THE  BRAIN” 

Abass  Alavi,  M.D.,  Professor  of  Radiology  and 
Neurology  and  Chief,  Division  of  Nuclear  Medi- 
cine, Hospital  of  the  University  of  Pennsylvania 


Del  Med  Jrl,  Jan  1984 — Vol  56,  No  1 


49 


Proceedings  of  the  House  of  Delegates,  1 983 


11:15  “COMPUTER-AIDED  MEDICAL  DECISION- 
MAKING” 

James  A.  Reggia,  M.D.,  Assistant  Professor,  De- 
partment of  Neurology,  University  of  Maryland 
Hospital 

12:30  “ARE  DOCTORS  IN  OVERSUPPLY?” 
p.m.  Harry  Schwartz,  Ph.D.,  Editor,  Private  Practice 
Former  Editor,  The  New  York  Times 

2:00  “THE  PUBLIC’S  INTEREST:  PROLONGING 
LIFE” 

Norman  Fost,  M.D.,  M.P.H.,  Professor  of  Pedi- 
atrics and  Director,  Program  in  Medical  Ethics, 
University  of  Wisconsin  School  of  Medicine 

2:45  “LIFE  SCIENCES  RESEARCH  AND  BIOTECH- 
NOLOGY” 

R.  W.  F.  Hardy,  Ph.D.,  Director,  Life  Sciences, 
Central  Research  and  Development  Department, 
E.  I.  duPont  de  Nemours  and  Company,  Inc. 

Suggestions  for  topics  for  next  year’s  meeting  will  be 
welcomed  by  the  incoming  President. 

William  L.  Sprout,  M.D. 

Chairman 

( The  report  was  filed  with  commendation  to  the 
Program  Committee  for  its  outstanding  effort. ) 


PUBLIC  AND  PROFESSIONAL 
EDUCATION  COMMITTEE 

Continuing  Medical  Education  seminars  were  con- 
ducted monthly  from  September  to  June  in  Beebe  Hos- 
pital, Kent  General  Hospital,  Milford  Memorial  Hospital, 
Nanticoke  Hospital,  and  Riverside  Hospital.  St.  Francis 
Hospital  had  previously  withdrawn  from  this  program 
because  of  its  association  with  Temple  University.  Union 
Hospital  in  Elkton  had  previously  withdrawn  for  reasons 
that  are  not  clear. 

In  February  and  March  of  1983,  when  planning  be- 
gan for  the  1983-84  program,  complaints  were  received 
from  the  five  hospitals  involved  regarding  the  high  costs 
of  the  program.  Therefore,  at  the  request  of  the  medical 
staffs  of  these  hospitals  the  Medical  Society  of  Delaware 
agreed  to  take  over  the  conduct  of  these  programs  from 
the  University  of  Delaware.  Although  this  is  extra  work 
for  the  staff,  they  felt  they  could  handle  it  at  less  ex- 
pense; and  indeed  the  tuition  for  the  nine  seminars  has 
been  reduced  from  $125  per  person  to  $70  per  person. 
The  program  was  developed  in  cooperation  with  Jeffer- 
son Medical  College,  using  approximately  40%  Jefferson 
speakers,  55%  Delaware  speakers,  and  for  the  first  time, 


5%  speakers  from  the  University  of  Maryland.  Pre- 
liminary reports  suggest  that  the  program  is  progressing 
satisfactorily. 

After  repeated  requests  from  the  Accreditation  Council 
for  Continuing  Medical  Education  (ACCME),  the  Chair- 
man of  the  Public  and  Professional  Education  Committee 
attended  a meeting  of  the  ACCME  in  Chicago.  The 
gist  of  the  two-day  meeting  was  that  all  accreditation 
requirements  and  procedures  are  being  tightened.  State 
medical  societies  are  charged  with  the  responsibility  of 
accrediting  only  institutions  which  fully  meet  seven  strict 
criteria  for  conducting  Category  I programs.  These  cri- 
teria are: 

1 ) A written  statement  of  the  mission  of  the  organi- 
zation; 

2)  A procedure  for  identifying  educational  needs  of 
prospective  participants  in  CME  programs; 

3)  Written  objectives  for  each  program; 

4)  Committee  planning  of  all  programs; 

5)  Evaluation  of  each  program  finked  to  the  stated 
objectives; 

6)  Organizational  resources  available  for  the  pro- 
grams planned;  and 

7)  Co-sponsorship  only  under  strict  regulation. 

The  Medical  Society  of  Delaware  accredits  only  one 
institution,  the  VA  Hospital,  and  this  is  due  for  another 
site  visit  this  fall.  A meeting  of  the  Public  and  Pro- 
fessional Education  Committee  was  held  August  2,  1983, 
to  arrange  for  this  site  visit. 

E.  Wayne  Martz,  M.D. 

Chairman 

( The  report  was  adopted. ) 


PUBLIC  LAWS  COMMITTEE 

The  Public  Laws  Committee  held  six  meetings  from 
February  2 through  June  15,  1983.  It  considered  a total 
of  40  bills  and  resolutions  (compared  to  a total  of  72 
last  year)  and  made  recommendations  to  the  Board  of 
Trustees  concerning  most  of  them.  It  is  anticipated  that 
the  volume  of  bills  to  be  reviewed  will  increase  next 
year  during  the  second  session  of  the  132nd  General  As- 
sembly. 

Following  this  report  is  a fisting  of  some  of  the  legis- 
lation with  significance  for  medicine  that  was  reviewed 
by  the  Public  Laws  Committee.  Legislation  to  revise 
the  Nurse  Practice  Act  was  reviewed  by  a subcommittee 
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BILL  NO. 
SB  10 

SB  19 
w/HA  1 


SS  1 to 
SB  49 
w/SA  1 

SB  84 

SB  134 
w/HA  1 


SB  140 


SB  220 

w/SA  1,  2 

& HA  1 
SB  228 


SB  255 
w/SA  1,  2 
Sc  HA  3 


SENATE  BILLS 
January- June  1983 


SOCIETY 


DESCRIPTION-SPONSOR 

POSITION 

STATUS 

To  prohibit  motorcycle,  motor  bike,  or  bicycle  riders  from 
wearing  headphones  ( Holloway ) 

Supported 

Deferred  by 
Senate 

To  allow  the  donation  of  bodily  organs  by  a minor  with 
parental  consent  (Cordrey) 

Supported 

Signed  by 
Governor 
4/21/83 

To  adopt  a new  Foster  Child  Review  Act  ( Holloway) 

Tabled 

Signed  by 
Governor 
6/19/83 

Professional  Counselor  Licensure  Act(  Holloway) 

Opposed 

Stricken 

To  add  amphetamine  and  phencyclidine  to  drug  trafficking 
penalty  list  ( Marshall ) 

Supported 

Signed  by 
Governor 
6/29/83 

To  provide  for  safety  inspection  of  carnivals  (Connor) 

Supported 

Awaiting 
Senate  action 

To  amend  the  Death  with  Dignity  Act  including  removing 
10-year  limitation  for  declaration  (McBride) 

Supported 

Signed  by 
Governor 
7/19/83 

To  establish  new  procedures  for  disciplinary  action  before 
the  Board  of  Medical  Practice  ( Holloway ) 

Supported 

Passed  Senate; 
awaiting  House 
action 

To  consolidate  services  to  children,  youth,  and  their  families 
( McDowell ) 

No 

position 

Signed  by 
Governor 
7/6/83 

HOUSE  BILLS 
January- June  1983 

SOCIETY 


BILL  NO. 

DESCRIPTION-SPONSOR 

POSITION 

STATUS 

HB  5 

iv/HA  1,  2 

To  change  the  method  of  execution  from  hanging  to  lethal 
injection  (Roy) 

Supported  AMA 
position  of  7/80 
on  capital 
punishment 

Passed  House; 
awaiting 
Senate  action 

HB  10 

To  lower  the  alcohol  limit  for  drunken  driving  convictions 
from  .10  to  .08  (Oberle) 

Supported 

Awaiting 
Senate  action 

HB  71 
w/HA  1 
Sc  SA  1 

To  amend  the  law  relating  to  transportation  of  hazardous 
materials  (Ennis) 

Supported 

Signed  by 
Governor 
5/16/83 

HB  82 
w/HA  1 
kSAl 

To  change  the  drinking  age  to  21  ( Spence ) 

Supported 

Signed  by 
Governor 
7/20/83 

HB  132 
w/HA  1 

To  give  the  Board  of  Health  the  authority  to  regulate  the 
eye  care  of  newborns  ( VanSant) 

Supported 

Signed  by 
Governor 
7/11/83 
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HB  134 

To  require  that  motorcycle  riders  wear  safety  helmets  and 
have  eye  protection  ( Ennis ) 

Supported 

Awaiting  House 
action 

HB  143 

To  require  payment  for  services  of  licensed  clinical  social 
workers  as  mental  health  providers  (VanSant) 

Opposed 

Vetoed  by 

Governor 

7/11/83 

HB  236 

To  provide  for  certification  of  myotherapists,  people  who 
treat  muscle  problems  (Meconi) 

Opposed 

Awaiting  House 
action 

( The  report  was  filed. ) 


Allston  J.  Morris,  M.D. 

Chairman 


chaired  by  Drs.  Vincent  G.  J.  Lobo  and  Joseph  F.  Kest- 
ner,  Jr.  For  further  information  or  copies  of  any  of  the 
bills  listed,  you  may  contact  the  office  of  the  State  Society. 


J.  Courter,  M.D.,  Maurice  Liebesman,  M.D.,  and  John 
M.  Yindra,  M.D.  Their  help  is  also  gratefully  acknowl- 
edged. 


The  committee  was  provided  excellent  support  by  the 
staff  of  the  Medical  Society  of  Delaware. 

PUBLICATION  COMMITTEE 

Volume  54  of  the  Delaware  Medical  Journal  con- 
tained 44  original  papers,  44  editorials,  and  59  book 
reviews.  Nineteen  of  the  papers  were  written  by  Medical 
Society  members,  and  most  of  the  remaining  papers  were 
adapted  from  presentations  at  various  Delaware  medical 
institutions.  Thirty-five  of  the  editorials  were  written 
by  Society  members,  as  were  48  of  the  book  reviews. 

Production  of  a new  Delaware  Medical  Journal  each 
month  is  the  result  of  hard  work  by  many  people  in- 
cluding the  members  of  the  Publication  Committee  and 
the  Editorial  Board  and  the  staff  of  the  Medical  Society 
of  Delaware.  Dr.  Martz  is  book  review  editor;  Dr. 
Wills  edits  the  View  Box. 

At  the  present  time,  the  Publication  Committee  consists 
of  Stephen  H.  Franklin,  M.D.,  William  J.  Holloway, 
M.D.,  Joseph  F.  Kestner,  Jr.,  M.D.,  Robert  C.  Knowles, 
M.D.,  E.  Wayne  Martz,  M.D.,  James  P.  Marvel,  Jr., 
M.D.,  James  H.  Newman,  M.D.,  P.  John  Pegg,  M.D., 
William  A.  Taylor,  M.D.,  and  John  S.  Wills,  M.D. 

The  members  of  the  Editorial  Board  are:  Robert  Abel, 
Jr.,  M.D.,  James  R.  Bowen,  M.D.,  Alan  J.  Fink,  M.D., 
Sandra  C.  Foote,  M.D.,  Carl  I.  Glassman,  M.D.,  O. 
Keith  Hamilton,  M.D.,  John  E.  Hocutt,  Jr.,  M.D.,  William 

L.  Jaffee,  M.D.,  Warren  R.  Johnson,  M.D.,  Jeffry  I. 
Komins,  M.D.,  James  H.  Newman,  M.D.,  David  V. 
Pecora,  M.D.,  Mansour  Saberi,  M.D.,  William  L.  Sprout, 

M. D.,  Ruben  A.  Teixido,  M.D.,  Marguerite  D.  Thew, 
M.D.,  Roger  B.  Thomas,  Jr.,  M.D.,  and  Timothy  F.  Woz- 
niak,  M.D. 

Numerous  Society  members  and  others  reviewed  manu- 
scripts and  otherwise  aided  us,  including:  Anthony  H. 
Labrum,  M.D.,  Emmeline  L.  Kitchen  Diener,  Esq., 
Allston  J.  Morris,  M.D.,  William  A.  Hohman,  M.D., 
Patrick  F.  Ashley,  M.D.,  George  Bender,  M.D.,  Evelyn 
Parker  Ivey-Davis,  M.D..  John  M.  Levinson,  M.D.,  Arlo 


During  the  past  year.  Miss  Lynda  Kolski  became  Edi- 
torial Assistant.  Her  work  and  that  of  the  administra- 
tive staff  of  the  Medical  Society  is  invaluable. 

Bernadine  Z.  Paulshock,  M.D. 

Chairman 

Editor,  Delaware  Medical  Journal 
(The  report  was  adopted.) 


DELAWARE  MEDICAL  JOURNAL 


State  of  Receipts  and  Disbursements 


1/1/82- 

10/31/82 

Balance  in  Checking  Account  . $ 1,371.89 


Total  Receipts  25,029.10 

Total  Disbursements  26,179.81 

Excess  Revenue  over 

Expenditure  221.18 


1/1/83- 
10/31/83 
$ 1,624.23 
32,165.29 
31,510.11 

2,279.41 


( The  report  was  filed. ) 


Anne  Shane  Bader 
Business  Manager 


V£ 


The  remainder  of  the  reports  and  resolutions  con- 
sidered at  the  House  of  Delegates  Meeting  will  be  pub- 
lished in  the  February  1984  issue  of  the  Delaware  Medi- 
cal Journal. 


^ K 


The  complete  report  of  the  Proceedings  of  the  House 
of  Delegates  is  on  file  in  the  Medical  Society  office  and 
is  available  to  members  for  reference. 


52 


Del  Med  Jrl,  Jan  1984 — Vol  56,  No  1 


In  Brief 


Impaired  Physician 
Program 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302  ) 654- 
1001.  The  anonymity  of  the  oaller  is  assured. 


Colleagues  Catherine  P.  Johnson,  M.D.,  of  Wilmington,  will  celebrate  her  80th  birthday  on 
in  the  News  January  20th.  Dr.  Johnson  currently  resides  at  Foulk  Manor  Retirement  Home. 

Robert  C.  Knowles,  M.D.,  of  Wilmington,  has  published  the  fourth  in  a series  of 
articles  presenting  antimicrobial  susceptibility  quality  control  test  data  in  the 
October  1983  supplement  to  the  American  Journal  of  Clinical  Pathology. 


John  S.  Wills,  M.D.,  and  John  T.  Oglesby,  M.D.,  both  of  Wilmington,  co-authored 
“Percutaneous  Gastrostomy,”  which  appeared  in  the  November  1983  Radiology. 


Vidya  V.  Sagar,  M.D.,  and  Robert  L.  Meckelnburg,  M.D.,  both  of  Wilmington, 
were  the  co-authors  of  an  article  entitled  “Gallium-67  Citrate  Imaging  in  Sub- 
cutaneous Absoess”  that  appeared  in  the  November  1983  Clinical  Nuclear 
Medicine. 


Vidya  V.  Sagar,  M.D.,  and  Nabil  F.  Warsal,  M.D.,  were  co-authors  for  the  article 
“Rapid  Resolution  of  Spleen  Scan  Changes  after  Trauma”  that  appeared  in  the 
September  1983  Clinical  Nuclear  Medicine. 


CLINICAL  MEETINGS  AND  NOTICES 

The  New  Economics  The  Long  Island  Jewish-Hillside  Medical  Center  is  sponsoring  a symposium  entitled  THE 
of  Medical  Care  NEW  ECONOMICS  OF  MEDICAL  CARE:  PROSPECTIVES  ON  CHANGING  REIM- 
BURSEMENTS on  February  22,  1984,  in  New  Hyde  Park,  New  York.  The  course  will  explain 
the  development  of  health  economics,  the  reasons  for  the  changes  that  are  taking  place  and 
strategies  for  physicians  and  hospitals  to  maximize  their  revenues.  Participants  will  be 
eligible  for  seven  credit  hours.  Contact:  Ann  J.  Boehme,  Continuing  Medical  Education  Co- 
ordinator, Long  Island  Jewish-Hillside  Medical  Center,  New  Hyde  Park,  New  York  11042. 
Telephone:  (212)  470-2114. 


Cardiac  Disease  The  American  College  of  Cardiology  is  sponsoring  a continuing  education  program  entitled 
and  Aging  CARDIAC  DISEASE  AND  ITS  THERAPY:  THE  ROLE  OF  DEVELOPMENT  AND 
AGING  from  February  29-Maroh  2,  1984,  in  Bethesda,  Maryland.  The  program  will  em- 
phasize the  changes  that  occur  in  cardiac  rhythm,  arrhythmias  and  inotropy  with  growth, 
development,  and  aging.  The  program  will  consider  how  the  normal  electrophysiologic  and 
autonomic  controls  of  cardiac  rhythm  change  with  the  age  of  the  individual,  how  the  mani- 
festations of  cardiac  arrhythmias  and  congestive  failure  change  contend  with  age-related 
changes  in  drug  effect  and  drug  disposition.  Registration  fee  for  the  program  is  $375  for 
ACC  members  and  $435  for  nonmembers.  Participants  in  the  program  will  be  eligible  for 
17  Category  I credits.  Contact:  American  College  of  Cardiology,  Learning  Center  Pro- 
gram Registrar,  9111  Old  Georgetown  Road,  Bethesda,  Maryland  20814.  Telephone:  (301) 
897-5400,  ext.  241. 


Cardiac  A program  designed  for  cardiologists  with  an  interest  in  cardiac  catheterization  and  angi- 
Catheterization  ography  is  scheduled  for  March  8-10,  1984,  in  Bethesda,  Maryland.  The  program,  UPDATE 
Seminar  ON  CARDIAC  CATHETERIZATION— 1984,  is  being  sponsored  by  the  American  College 
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of  Cardiology.  Emphasis  will  be  placed  on  updates  in  imaging  technology  in  the  catheter- 
ization laboratory,  approaches  to  the  patient  with  coronary  artery  disease,  catheterization 
as  both  a diagnostic  tool  and  therapeutic  intervention,  and  catheterization  complications. 
Several  workshops,  including  case  presentations,  have  been  scheduled.  Participants  will  have 
the  opportunity  to  submit  their  own  cases  for  review  during  the  workshops.  Registration 
fee  for  the  program  is  $375  for  ACC  members  and  $435  for  nonmembers.  This  program 
meets  the  criteria  for  20  Category  I credit  hours.  Contact:  American  College  of  Cardiology, 
Learning  Center  Program  Registrar,  9111  Old  Georgetown  Road,  Bethesda,  Maryland  20814. 
Telephone:  (301)  897-5400,  ext.  241. 


Human  Values  The  American  Cancer  Society  will  sponsor  the  FOURTH  NATIONAL  CONFERENCE 
and  Cancer  ON  HUMAN  VALUES  AND  CANCER  from  March  15-17,  1984,  in  New  York  City.  The 
objective  of  this  conference  is  to  increase  the  knowledge  of  health  professionals  about  the 
hopeful  side  of  cancer.  Progress  in  cancer  management,  the  humanitarian  side  of  cancer, 
and  personal  needs  of  the  cancer  patient  and  family  will  be  considered.  The  role  of  the 
health  professional  in  supporting  the  patient  and  family  through  the  stages  of  detection, 
treatment,  and  adaptation  will  be  discussed  and  developed  into  strategies  for  the  future. 
This  program  meets  the  criteria  for  15/2  hours  in  Category  I of  the  Physicians’  Recognition 
Award  of  the  American  Medical  Association.  Contact:  Diane  J.  Fink,  M.D.,  American 
Cancer  Society,  National  Conference  on  Human  Values  and  Cancer,  777  Third  Avenue, 
New  York,  New  York  10017.  Telephone:  (212)  371-2900. 


US-Canada  IAP  The  United  States-Canadian  Division  of  the  International  Academy  of  Pathology  will  hold 
Annual  Meeting  its  ANNUAL  MEETING  in  San  Francisco  March  12-16,  1984.  The  program  will  include 
scientific  papers,  poster  sessions,  12  specialty  conferences,  and  44  short  courses.  Two  special 
courses  will  be  offered  on  “Immunopathologic  Techniques  in  Diagnostic  Pathology"  and 
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“Electron  Microscopy  in  Surgical  Pathology.”  There  will  also  be  special  sessions  on  the 
formaldehyde  controversy  and  geographic  pathology.  Contact:  Nathan  Kaufman,  M.D., 
Secretary-Treasurer,  United  States-Canadian  Division  of  the  International  Academy  of  Path- 
ology, 1003  Chafee  Avenue,  Augusta,  Georgia  30904.  Telephone:  (404)  724-2973. 

Palm  Springs,  California,  will  be  the  setting  for  the  FAMILY  PRACTICE  REFRESHER 
COURSE— 1984  from  March  26-30,  1984.  The  program,  cosponsored  by  the  University  of 
California,  San  Diego,  School  of  Medicine  and  the  San  Diego  Academy  of  Family  Physicians, 
was  developed  in  response  to  requests  for  a comprehensive  course  dealing  with  recent  clinical 
advances  in  the  field  of  family  practice.  It  is  designed  to  serve  as  a refresher  on  clinical 
topics  of  relevance  to  the  day-in  and  day-out  practice  of  medicine.  The  course  has  also 
been  developed  as  a family  practice  board  review,  addressing  many  of  the  important  areas 
of  the  specialty.  Registration  fee  for  the  program  is  $395  for  physicians  and  $275  for 
residents.  Participants  in  the  program  are  eligible  for  30.5  credit  hours  in  Category  I of 
the  Physicians’  Recognition  Award  of  the  AMA  and  30.5  Prescribed  hours  by  the  American 
Academy  of  Family  Physicians.  Contact:  Janice  A.  Parr,  Office  of  Continuing  Medical  Edu- 
cation, UCSD  School  of  Medicine  (M-017),  La  Jolla,  California  92093.  Telephone:  (619) 
452-3940. 

The  American  College  of  Cardiology  will  hold  its  33rd  ANNUAL  SCIENTIFIC  SESSION 
in  Dallas,  March  25-29,  1984.  Eighteen  symposia  topics  designed  to  offer  “state  of  the  art” 
or  “future  trends”  presentations  of  major  areas  of  contemporary  clinical  interest  are  planned 
for  the  meeting.  Approximately  16,000  participants  are  expected  to  attend  the  meeting. 
Contact:  American  College  of  Cardiology,  9111  Old  Georgetown  Road,  Bethesda,  Maryland 
20814.  Telephone:  (301)  897-5400. 

The  Massachusetts  Medical  Society  and  the  American  Medical  Women’s  Association  will 
sponsor  a program  entitled  DECISION-MAKING  AND  WOMEN’S  HEALTH:  TOWARD 
COLLABORATION  BETWEEN  PHYSICIANS  AND  PATIENTS  March  30-April  1,  1984, 
in  Boston.  The  program  will  focus  on  how  patients  and  physicians  can  arrive  together  at 
medical  care  decisions,  given  medical  options  as  well  as  psychological  and  lifestyle  con- 
siderations. Topics  to  be  discussed  include:  the  effect  of  work  stress  on  women,  pregnancy 
planning,  various  physiological  and  psychological  aspects  of  breast  disease,  fitness  and 
fertility,  contraceptives,  and  alternative  options  for  menopausal  and  postmenopausal  women. 
Registration  fee  for  physicians  is  $225,  $150  for  residents,  and  $50  for  medical  students. 
Participants  in  the  program  will  receive  13  hours  of  Category  I credit  for  the  Physicians’ 
Recognition  Award  of  the  AMA.  Contact:  Massachusetts  Medical  Society*  1440  Main 
Street,  Waltham,  Massachusetts  02254.  Telephone:  (617)  893-4610. 

A Consensus  Development  Conference  on  OSTEOPOROSIS  is  being  sponsored  by  the  National 
Institutes  of  Arthritis,  Diabetes,  and  Digestive  and  Kidney  Diseases  and  the  NIH  Office  of 
Medical  Applications  of  Research  on  April  2-4,  1984,  at  the  National  Institutes  of  Health 
in  Bethesda,  Maryland.  The  conference  will  address  specific  issues,  such  as  calcium  intake, 
vitamin  D,  hormones,  and  exercise  that  are  currently  considered  to  be  important  in  the 
prevention  and  treatment  of  osteoporosis.  A Consensus  Panel  will  weigh  the  scientific  evidence 
and  formulate  a draft  statement  responding  to  key  questions  concerning  osteoporosis.  There 
is  no  registration  charge  for  this  conference.  Those  attending  the  meeting  will  receive  Category 
I credit  hours  applicable  toward  the  Physicians’  Recognition  Award  of  the  AMA.  Contact: 
Mr.  Peter  Murphy,  Prospect  Associates,  2115  East  Jefferson  Street,  Suite  401,  Rockville,  Mary- 
land 20852.  Telephone:  (301)  468-6555. 

The  first  annual  symposium  NEW  DRUG  THERAPY-1984  will  be  held  April  6,  1984,  in 
New  York  City.  The  program  will  feature  clinically-directed  reports  on  more  than  35 
therapeutic  agents  approved  for  US  prescription  usage  during  the  past  or  the  coming  year. 
There  will  also  be  a presentation  on  the  development  of  new  drugs  in  the  US.  The  sym- 
posium is  being  sponsored  by  the  publishers  of  Today’s  Therapeutic  Trends.  Registration  fee 
is  $250.  Contact:  Communications  Media  for  Education,  P.O.  Box  712,  Princeton  Jet.,  New 
Jersey  08550.  Telephone:  (609)  799-2300. 
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Cardiovascular 
Disease  Seminar 


The  topic  for  the  1984  Tampa  Bay  Cardiovascular  Seminar  will  be  CARDIOVASCULAR 
DISEASE  IN  THE  ELDERLY  PATIENT.  The  program  will  be  held  April  6-7,  1984,  in 
Tampa,  Florida,  and  is  being  sponsored  by  the  Hillsborough  County  Chapter  of  the  American 
Heart  Association  and  the  University  of  South  Florida  College  of  Medicine.  Topics  to  be 
discussed  include:  coronary  artery  disease,  syncope  and  arrhythmias,  heart  block  and 

pacemakers,  hypertension,  valvular  and  congenital  heart  disease,  pharmacology,  and  cardiac 
and  noncardiac  surgery.  Registration  fee  is  $75  for  physician  members  of  the  AHA,  and 
S100  for  nonmembers.  Participants  in  this  program  are  eligible  for  10  hours  of  Category 
I credit  for  the  Physicians’  Recognition  Award  and  10  Prescribed  hours  of  credit  for  the 
American  Academy  of  Family  Physicians.  Contact:  Dixon  E.  Smith,  Executive  Director, 
American  Heart  Association,  Hillsborough  County  Chapter,  P.O.  Box  4835,  Tampa,  Florida 
33677-4835. 


Endocrinology  Health  Science  Seminars  and  the  University  of  California  at  San  Francisco  are  the  sponsors 
Seminar  of  a continuing  education  program  entitled  ENDOCRINOLOGY  IN  PRIMARY  CARE 
CLINICAL  PRACTICE.  The  seminar  will  take  place  in  London,  England,  May  5-13,  1984. 
Contact:  Cynthia  Vaughan,  Health  Science  Seminars,  P.O.  Box  22023,  San  Francisco,  Cali- 
fornia 94122.  Telephone:  (415)  861-2713. 


Grants  for 
Diabetes  Research 


The  Juvenile  Diabetes  Foundation  announces  the  availability  of  grants  in  diabetes  research 
for  the  funding  year  September  1,  1984-August  30,  1985.  Each  grant  is  subject  to  scientific 
peer  review  by  the  Medical  Science  Advisory  Board  and  approval  by  the  International 
Board  of  Directors.  These  boards  will  evaluate:  the  scientific  and  medical  merit  of  the 
application;  the  qualifications,  experience,  and  productivity  of  the  investigators;  the  facilities 
available;  and  the  relationship  of  research  to  the  cause,  prevention,  and  cure  of  diabetes 
and  its  complications.  Applications  can  be  obtained  from  Grant  Administrator,  Juvenile 
Diabetes  Foundation,  23  East  26th  Street,  New  York,  New  York  10010;  or  telephone: 
(212)  889-7575.  Completed  applications  must  be  postmarked  no  later  than  March  1,  1984. 
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NEW  THREAT  ON  THE  HORIZON? 


There  is  a strong  possibility  that  Delaware’s  seven-year-old  malpractice 
review  panel  system  may  come  up  for  discussion  in  the  session  of  the  General 
Assembly  that  commenced  January  9. 

The  review  panel  legislation  was  implemented  in  1976  during  the  administra- 
tion of  former  Governor  Sherman  W.  Tribbitt  and  has  had  mixed  reviews  ever 
since.  Many  contend  it  has  worked  to  prevent  frivolous  or  unsound  lawsuits 
and  therefore  has  helped  hold  down  the  cost  of  malpractice  insurance.  On  the 
other  hand  there  are  attorneys  who  claim  that  it  has  prevented  litigants  from 
adequate  recovery  in  cases  where  they  were  negligently  treated.  There  is  no 
question  that  the  story  is  many-sided.  The  problem  of  treating  litigants  fairly 
while  discouraging  unwarranted  or  frivolous  actions,  simultaneously  protecting 
consumers  from  the  inevitable  high  costs  of  unreasonable  malpractice  insurance 
rates  will  be  with  us  for  some  time,  whether  the  current  system  is  revised  or  left 
unchanged.  The  problem  of  escalating  malpractice  suits  and  burgeoning  insurance 
rates  to  protect  physicians  is  of  interest  not  only  to  businessmen  and  professionals 
but  to  every  citizen  of  the  state. 

I thought  it  a good  time  for  our  members  to  get  several  points  of  view  on 
the  subject,  and  I present  herewith  three  articles  reprinted  with  permission 
from  the  Summer  1983  issue  of  Delaware  Lawyer.  Please  read  and  review  the 
three  articles  in  this  journal  anu.  become  aware  of  the  issues  involved. 


I.  Favel  Ciiavin,  M.D. 
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How  can  you  cut  the  cost 
of  your  health  insurance 
without  sacrificing 
your  benefits? 


COMPREHENSIVE 
MAJOR  MEDICAL. 


Comprehensive  Major  Medical  (CMM)  is  a new  product  from 
Blue  Cross  & Blue  Shield  of  Delaware  designed  to  meet  the 
cost-containment  needs  of  the  members  of  the  Medical  Society 
of  Delaware. 

CMM  combines  a front-end  deductible  with  an  80/20 
coinsurance  corridor,  an  out-of-pocket  maximum,  and  a lifetime 
maximum  that  offers  incentives  for  lower  utilization  rates  and, 
most  importantly,  lower  premiums.  CMM  offers  either  a $1,500 
or  a $750  deductible.  The  higher  the  deductible,  of  course,  the 
lower  the  premium. 

Comprehensive  Major  Medical  is  available  to  new  members  of 
the  Medical  Society  at  anytime.  Existing  members,  however, 
may  switch  on  the  anniversary  date  — June  1.  For  those  who 
prefer  first-dollar  coverage,  Blue  Cross  & Blue  Shield  of 
Delaware  continues  to  offer  the  fine  Comprehensive  100  and 
Coop  80  products. 

Blue  Cross  & Blue  Shield  of  Delaware  can  provide  you  with 
health  insurance  coverage,  whatever  your  needs  are.  By  offering 
such  a variety  of  products,  we  reinforce  our  commitment  to 
providing  the  finest  services  to  the  members  of  the  Medical 
Society  of  Delaware. 

For  more  information  about  Comprehensive  Major  Medical, 
Comprehensive  100  and  Coop  80,  contact  Mrs.  Katie  Newell  of 
the  Medical  Society  of  Delaware  at  652-6512. 
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EPIDEMIOLOGY  OF  BREAST  CANCER 
AT  KENT  GENERAL  HOSPITAL 


John  Ford,  Jr.,  M.D. 


This  paper  is  an  analysis  of  187  cases  of 
breast  cancer  at  Kent  General  Hospital  in  Dover, 
Delaware. 

Materials  and  Methods 

There  were  209  cases  of  breast  cancer  re- 
corded by  the  Medical  Records  Department 
(Tumor  Registry)  during  the  years  1969-1980. 
Because  of  a change  in  methods  of  recording 
medical  data,  1973  was  excluded.  Twenty-two 
patients  were  excluded  either  because  of  in- 
sufficient data,  their  records  being  at  another 
hospital,  or  because  the  patient  first  appeared 
at  Kent  General  Hospital  in  the  terminal  stage 
of  metastasizing  breast  cancer. 

The  remaining  187  patients  were  originally 
diagnosed  by  surgical  biopsy,  x-ray  mammogra- 
phy, and  xero-mammography.  Therapeutic  mea- 
sures were  not  tabulated,  but  by  and  large  there 
were  no  significant  differences  in  treatment  mo- 
dalities, which  consisted  of  radical  or  modified 
radical  surgery  followed  by  chemotherapy.  The 
patients’  hospital  records  were  amplified  by 
visiting  and  calling  their  various  local  physicians 
to  obtain  any  information  not  recorded. 

The  number  of  risk  factors  involved  in  defin- 
ing the  high  risk  group  of  women  is  extensive 
at  this  time.  Among  the  risk  factors  that  have 
been  noted  are  age  at  menarche,  marital  status, 
fertility,  age  at  childbearing,  parity,  family  his- 
tory of  breast  cancer,  history  of  benign  breast 

Dr.  Ford  is  a first-year  resident  at  Bowman  Gray  Medical  School 
in  Baltimore.  This  paper  was  written  in  conjunction  with  the 
Summer  Program  offered  by  the  Delaware  Division  of  the  American 
Cancer  Society,  Kent  General  Hospital,  Inc.,  and  the  staff  of 
Kent  General  Hospital. 


pathology,  previous  breast  cancer,  environmental 
influences,  the  quantity  of  saturated  fat  in  the 
diet,  the  prolonged  ingestion  of  reserpine,  histo- 
logical cell  type  of  the  cancer,  and  race.  Only 
the  following  factors  were  reviewed:  (1)  age 
at  initial  diagnosis,  (2)  family  history  of  breast 
cancer  or  other  types  of  cancer,  (3)  race,  (4) 
staging  (using  the  TNM  classification),  (5)  size 
of  the  tumor  at  presentation,  (6)  location  of  the 
original  tumor,  using  the  four  quadrant  division 
of  the  breast,  (7)  histological  cell  type  of  the 
original  tumor,  (8)  laterality  (left  versus  right), 
and  (9)  whether  or  not  metastases  occurred 
within  the  time  period  of  this  study. 

Results 

Age  The  patients’  age  at  initial  diagnosis 
ranged  from  29  to  97,  with  a mean  age  of  61.6 
years.  In  this  series,  the  largest  incidence  of 
breast  cancer  occurred  between  the  ages  of  58 
to  68,  with  26.7%  (54  patients)  of  the  total  pa- 
tients included  in  this  group.  The  next  largest 
incidence  was  25.4%  ( 51  patients ) in  the  47  to  57 
year  age  range.  The  69  to  79  year  age  range 
consisted  of  21.4%  (43  patients)  of  the  records 
reviewed.  The  80  plus  age  group  had  11.9%  (24 
patients),  followed  by  the  36  to  46  age  group 
with  10.4%  (21  patients).  The  25  to  35  year 
age  group  was  lowest  with  4.0%  ( 8 patients ) of 
the  total  number  of  patients  reported. 

The  actual  cancer  “lump”  may  have  been  pres- 
ent longer,  but  the  records  often  did  not  allow 
firm  dating  of  when  the  patient  first  noted  the 
lump,  especially  with  some  of  the  older,  often 
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indigent,  women  who  presented  with  ulcerating, 
necrotic  masses  involving  the  entire  breast. 

Family  History  Ten  percent  (19  patients) 
had  a positive  family  history  of  other  types  of 
cancer,  and  1.6%  (3  patients)  had  a positive 
family  history  of  breast  cancer  and  also  other 
forms  of  cancer.  These  other  cancers  included: 
two  gall  bladder,  two  pancreatic,  one  oral,  two 
laryngeal,  two  bowel,  two  lung,  two  stomach, 
two  renal,  one  cervical,  one  uterine,  and  one 
brain  tumor. 

Of  the  three  patients  with  a positive  family  his- 
tory of  breast  cancer  plus  another  type  of  cancer, 
one  woman  had  a sister  with  breast  cancer  and  a 
sister  with  cancer  of  the  cervix,  one  woman  had 
a great  aunt  with  breast  cancer  and  a maternal 
uncle  with  cancer  of  the  larynx,  and  one  woman 
had  a sister  with  breast  cancer  and  a father 
with  cancer  of  the  prostate.  There  were  also 
two  patients  who  had  family  histories  of  multi- 
ple types  of  cancer  other  than  breast  cancer. 
One  of  these  patients  had  a positive  family  history 
for  stomach  cancer,  colon  cancer,  and  cancer  in- 
volving the  eye.  The  other  patient  had  a mother 
with  cancer  of  the  uterus  and  also  a sister  with 
carcinomatosis  of  unspecified  origin. 

Race  Fourteen  black  women,  or  7.5%  of  the 
total  patients,  had  breast  cancer;  one  oriental 
woman  (0.5%)  was  also  diagnosed  during  this 
period  of  time. 

Staging  The  TNM  system  of  classification  pro- 
posed by  the  professional  education  committee 
of  the  International  Union  Against  Cancer  was 
used  to  stage  the  breast  tumors.  Of  all  the  pa- 
tients, 40.6%  ( 76  patients ) presented  with  clinical 
stage  I disease,  31.6%  (59  patients)  presented 
with  stage  II  disease,  20.9%  (39  patients)  pre- 
sented with  stage  III  disease,  and  7.0%  (13  pa- 
tients) presented  with  stage  IV  disease. 

Size  of  Tumor  The  recording  of  tumor  sizes 
was  based  largely  on  measurements  of  the  path- 
ology specimens  from  surgical  biopsy.  There 
were  a few  instances  where  a physician’s  clinical 
assessment  was  used  to  define  the  size  of  the 
tumor  mass.  In  patients  for  whom  there  was 
both  a clinical  assessment  of  tumor  and  size  and 
a pathology  specimen,  the  two  sizes  correlated 
well  in  most  cases.  When  surgical  measurement 


was  not  available,  clinical  evaluation  was  used 
for  the  tumor  size. 

The  mean  size  of  the  tumors  at  the  time  of 
presentation  was  2.7  cm.  Tumor  size  of  0 to  1 
cm  was  found  in  10.2%  (19  patients)  of  the  total 
patients;  24.6%  (46  patients)  presented  with  a 
tumor  size  of  from  1.1  to  2.0  cm;  27.8 % (52  pa- 
tients) presented  with  a tumor  size  of  from  2.1 
to  3.0  cm;  17.7%  (33  patients)  presented  with  a 
tumor  size  from  3.1  to  4.0  cm;  and  in  9.6%  (18  pa- 
tients) the  tumor  size  was  larger  than  5.0  cm. 
The  last  group  includes  the  patients  who  pre- 
sented with  large  ulcerating  masses  involving 
the  chest  wall  in  which  no  clear  tumor  margin 
was  delineable. 

Location  The  breast  was  divided  into  four 
quadrants  ( upper  inner,  upper  outer,  lower  in- 
ner, and  lower  outer),  with  the  nipple  as  the 
center  point.  The  initial  lesion  was  in  the  upper 
outer  quadrant  in  65.2%  (122  patients),  while 
10.2%  ( 19  patients ) presented  with  initial  lesions 
in  the  upper  inner  quadrant,  9.6%  ( 18  patients ) 
presented  with  initial  lesions  in  the  lower  outer 
quadrant,  and  6.4%  (12  patients)  presented  with 
initial  lesions  in  the  lower  inner  quadrant.  Of 
the  total  number  of  patients,  3.2%  (6  patients) 
presented  with  initial  lesions  involving  the  nip- 
ple, hence,  a part  of  all  four  quadrants.  Involve- 
ment of  less  than  one  quadrant  was  found  in 
5.4%  ( 10  patients ) of  the  patients  seen. 

Histological  Cell  Type  of  Tumor  Infiltrating 
ductal  carcinomas  made  up  50.8%  (95  patients) 
of  the  total  187.  Scirrhous  type  tumors  made  up 
15.5%  (29  patients);  13.9%  (26  patients)  pre- 
sented with  infiltrating  adenocarcinoma;  6.4% 
(12  patients)  had  lobular  carcinoma;  and  3.2% 
(6  patients)  had  infiltrating  medullary  carci- 
noma. In  3.2%  (6  patients)  the  hospital  records 
did  not  specify  cell  type;  2.7%  (5  patients)  had 
anaplastic  ductal  cell  carcinoma;  1.1%  (2  patients) 
had  infiltrating  papillary  carcinoma,  1.1%  (2  pa- 
tients) had  comedocarcinoma,  0.5%  (1  patient) 
had  cytosarcoma  phylloides,  and  0.5%  (1  patient) 
had  colloid  mucinous  carcinoma. 

Laterality  In  51.3%  (96  patients)  the  initial 
lesion  was  in  the  left  breast.  The  initial  lesion 
was  in  the  right  breast  in  46.0%  (86  patients). 
Cancer  was  found  in  both  breasts  in  2.7%  (5 
patients)  of  the  cases. 
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Metastases  Metastases  occurred  within  the  ten 
year  period  of  this  study  in  31%  (57  patients) 
of  the  cases.  Within  one  year  of  their  original 
diagnosis,  22  patients  had  metastases;  91%  (20 
patients)  of  these  were  diagnosed  at  clinical 
stages  III  and  IV.  Metastases  occurred  within 
two  years  in  18%  ( 10  patients ) ; in  16%  ( 9 pa- 
tients) metastases  occurred  within  three  years 
after  their  original  diagnosis;  none  occurred  at 
four  years;  3.5%  (2  patients)  at  five  years;  1.8% 
(1  patient)  at  six  years;  and  3.5%  (3  patients)  at 
longer  than  six  years.  The  patients’  records  were 
nonconclusive  in  18%  ( 10  patients ) as  far  as 
dates  of  metastases  were  concerned. 

Discussion 

Kent  General  Hospital  serves  Kent  County, 
one  of  three  counties  in  Delaware.  Kent  County 
had  a population  of  98,219  in  1981  according 
to  data  supplied  by  the  Kent  County  office  of 
planning  and  zoning.  Based  on  these  data,  the 
annual  incidence  of  breast  cancer  in  white 
women  in  Kent  County  is  19.8  per  100,000.  This 
compares  to  a statewide  incidence  of  97.5  per 
100,000  and  a national  average  incidence  of  85 
per  100,000. 

The  mean  age  at  initial  diagnosis  was  61.6 
years  in  this  study.  This  compares  to  a mean  age 
of  about  59  years  in  Delaware,  and  60  to  61 
years  nationally. 

This  study  supports  the  findings  of  various 
investigators  with  regard  to  the  significance  of 
a family  history  of  breast  cancer,  for  it  does 
appear  that  a positive  family  history  of  breast 
cancer  increases  the  risk  of  developing  breast 
cancer.1’2  It  is  interesting  to  note  that  a com- 
parable number  of  these  patients  had  a history 
of  other  forms  of  cancer  in  their  families. 

The  data  regarding  race  support  the  known 
data  which  find  that  the  black  female  population 
has  a lower  incidence  of  breast  cancer  compared 
to  the  white  female  population.3'4 

In  this  study,  40.6%  of  the  women  presented 
with  Stage  I disease,  which  is  consistent  with 
the  latest  data  that  indicate  women  are  becom- 
ing more  aware  of  the  problem  of  breast  cancer 
and  are  seeking  more  information  and  help  earlier 
in  the  course  of  the  disease.5  One  distressing 


aspect  of  this  study  is  that  the  black  females 
tended  to  present  at  a much  later  clinical  stage 
of  disease,  a finding  verified  by  Dr.  Leffall.3 

The  average  size  of  the  presenting  tumor  in 
this  study  was  smaller,  (2.7  cm),  than  the  3.5 
cm  noted  by  McDivitt  et  al.6  The  area  of  the 
initial  lesion  in  this  group  of  patients  duplicated 
the  experience  of  others;  the  upper  outer  quad- 
rant of  the  left  breast  had  the  highest  frequency 
of  primary  presenting  involvement.  This  loca- 
tion in  our  study  had  an  incidence  of  65.2%  com- 
pared to  45%  in  other  studies. 

The  percentage  of  the  various  histologic  types 
of  breast  cancer  was  consistent  with  the  findings 
of  McDivitt  et  al,  and  correlates  fairly  closely 
with  other  studies.6’7 

The  percentage  of  metastases  in  this  study  was 
higher  than  reported  in  other  studies.4’6  The 
organs  involved  in  the  metastases  conform  to 
what  has  been  found  in  previous  studies. 

Conclusion 

An  analysis  of  breast  cancer  patients  at  Kent 
General  Hospital  in  relation  to  certain  high  risk 
factors  that  predispose  to  cancer  (ie,  age,  family 
history,  family  history  of  other  types  of  cancer, 
race,  etc.)  seems  to  correlate  for  the  most  part 
with  national  and  statewide  studies.  The  most 
significant  variation  in  this  data  was  a suggested 
lower  overall  incidence  of  breast  cancer  in  Kent 
County.  Whether  this  is  a true  decrease  or 
whether  it  is  due  to  other  factors  (such  as  sig- 
nificant numbers  of  patients  being  treated  else- 
where than  in  their  home  county  or  some  un- 
known environmental  factor  such  as  the  transient 
population  of  the  Air  Force  base)  cannot  be 
ascertained  from  this  study. 
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An  added  complication... 
i the  treatment  of  bacterial  bronchitis* 


imary.  Consult  the  package  literature  for  prescribing 
on. 

is  and  Usage:  Ceclor*  (cefaclor,  Lilly)  is  indicated  in  the 
of  the  following  infections  when  caused  by  susceptible 
the  designated  microorganisms: 
espiratory  infections,  including  pneumonia  caused  by 
ecus  pneumoniae  (Diplococcus  pneumoniae).  Haemophilus 
. andS,  pyogenes  (group  A beta-hemolytic  streptococci) 
iriate  culture  and  susceptibility  studies  should  be  performed 
ine  susceptibility  of  the  causative  organism  to  Ceclor 
lication:  Ceclor  is  contraindicated  in  patients  with  known 
the  cephalosporin  group  of  antibiotics 
: IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
i AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
NICITY  OFTHE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
3E  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
MS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 

tics,  including  Ceclor,  should  be  administered  cautiously  to 
it  who  has  demonstrated  some  form  of  allergy,  particularly 

(membranous  colitis  has  been  reported  with  virtually  all 
ictrum  antibiotics  (including  macrolides.  semisynthetic 
i.  and  cephalosporins);  therefore,  it  is  important  to  consider 
sis  in  patients  who  develop  diarrhea  in  association  with  the 
ibiotics.  Such  colitis  may  range  in  severity  from  mild  to 
enmg 

lent  with  broad-spectrum  antibiotics  alters  the  normal  flora 
an  and  may  permit  overgrowth  of  Clostridia  Studies 
pat  a toxin  produced  by  Clostridium  difficile  is  one  primary 
intibiotic-associated  colitis. 

ses  of  pseudomembranous  colitis  usually  respond  to  drug 
uance  alone  In  moderate  to  severe  cases,  management 
elude  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
trolyte.  and  protein  supplementation  When  the  colitis  does 
)ve  after  the  drug  has  been  discontinued,  or  when  it  is 
ral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
d pseudomembranous  colitis  produced  by  C difficile.  Other 
colitis  should  be  ruled  out 

ins:  General  Precautions — If  an  allergic  reaction  to  Ceclor 
he  drug  should  be  discontinued,  and.  if  necessary,  the 
lould  be  treated  with  appropriate  agents,  e g . pressor 
intihistamines.  or  corticosteroids 
ged  use  of  Ceclor  may  result  in  the  overgrowth  of 
iptible  organisms  Careful  observation  of  the  patient  is 
If  superinfection  occurs  during  therapy,  appropriate 
| should  betaken 

e direct  Coombs'  tests  have  been  reported  during  treatment 
|ephalosporm  antibiotics.  In  hematologic  studies  or  in 
on  cross-matching  procedures  when  antiglobulin  tests  are 
d on  the  minor  side  or  in  Coombs'  testing  of  newborns 
others  have  received  cephalosporin  antibiotics  before 
n,  it  should  be  recognized  that  a positive  Coombs'  test  may 
the  drug 

should  be  administered  with  caution  in  the  presence  ol 
impaired  renal  function  Linder  such  conditions,  careful 
bservation  and  laboratory  studies  should  be  made  because 
jge  may  be  lower  than  that  usually  recommendad. 
suit  of  administration  of  Ceclor,  a false-positive  reaction  for 
i the  urine  may  occur  This  has  been  observed  with 
fs  and  Fehling's  solutions  and  also  with  Clinitest*  tablets  but 
■'es-Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly), 
'spectrum  antibiotics  should  be  prescribed  with  caution  in 
s with  a history  of  gastrointestinal  disease,  particularly 


Hn  Pregnancy— Pregnancy  Category  B — Reproduction 
ave  been  performed  in  mice  and  rats  at  doses  up  to  1 2 times 
n dose  and  in  ferrets  given  three  times  the  maximum  human 
have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
xlue  to  Ceclor  There  are.  however,  no  adequate  and 
rolled  studies  in  pregnant  women  Because  animal 
ion  studies  are  not  always  predictive  of  human  response, 

I 'Should  be  used  during  pregnancy  only  if  clearly  needed 
UQ  Mothers — Small  amounts  of  Ceclor  have  been  detected  in 
i.  milk  following  administration  of  single  500-mg  doses 
3 revels  were  0 18,  0.20,  0 21.  and  0.16  mcg/ml  at  two.  three. 
|five  hours  respectively  Trace  amounts  were  detected  at  one 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


hour  The  effect  on  nursing  infants  is  not  known.  Caution  should  be 
exercised  when  Ceclor'  (cefaclor,  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Children — Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established. 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely. 

Hypersensitivity  reactions  have  been  reported  in  about  1.5  percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients.  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and,  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor. 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults.  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophiha 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients). 

Causal  Relationship  Uncertain — Transitory  abnormalities  in  clinical 
laboratory  test  results  nave  been  reported.  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic— Slight  elevations  of  SGOT.  SGPT,  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic — Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782R) 


■ Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  or  H influenzae  ’ 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


AN  OVERDUE  STATUTE: 

A BRAIN  DEATH  LAW  FOR  DELAWARE 

This  month  will  mark  the  annual  reintroduc- 
tion into  the  Delaware  legislature  of  the  Dela- 
ware brain  death  law.  The  bill  would  define 
death  as  either:  a)  irreversible  cessation  of  cir- 
culatory and  respiratory  functions,  or  b)  irre- 
versible cessation  of  all  functions  of  the  brain, 
including  the  brain  stem.  Specific  criteria  for 
establishing  the  above  would  be  left  to  the  medi- 
cal profession. 

This  law  is  very  similar  to  laws  currently  in 
effect  in  36  states,  including  New  Jersey  and 
Maryland.  The  lack  of  such  a law  in  Delaware 
has  resulted  in  an  unbelievable  amount  of  suf- 
fering on  the  part  of  families,  and  hundreds  of 
thousands  of  dollars  spent  to  prolong  life  long  af- 
ter all  hope  for  meaningful  neurological  recovery 
has  been  lost.  In  the  absence  of  a law  defining 
brain  death,  doctors  in  Delaware  still  have  to 
deal  with  the  question  of  terminating  life  support 
systems,  but  with  no  legal  backup  for  these  fre- 
quent and  difficult  decisions.  The  passage  of 
this  law  would  benefit  all  of  us. 

In  the  past,  the  degree  of  opposition  to  this 
bill  in  Delaware  has  been  surprising,  since  among 
the  36  states  that  have  passed  such  a law  are 
many  that  have  been  far  less  progressive  than 
Delaware  on  virtually  every  other  issue.  To 
express  support  for  this  important  bill,  please 
write: 

Senator  Robert  Berndt 
or  Representative  Vincent  Meconi 
Legislative  Hall 
Dover,  Delaware  19901 

Daniel  L.  DePietropaolo,  M.D. 

Dr.  DePietropaolo  is  a third-year  resident  in  the  Department  of 
Family  Practice  at  The  Wilmington  Medical  Center. 


THE  PSYCHIATRIC  WORKUP  OF  PATIENTS 
Classification 

Psychiatric  diagnoses  are  now  based  on  de- 
scriptive data  as  outlined  in  DSM-III  (Diagnos- 
tic and  Statistical  Manual  of  Mental  Disorders 
put  out  by  the  American  Psychiatric  Association). 
The  DSM-III  system  provides  guidelines  for 
assessment  of  every  patient  along  separate  axes. 

Axis  I is  the  diagnosis  of  a particular  psychi- 
atric disorder.  Axis  II  describes  personality 
traits  or  a personality  disorder.  Medical  or  sur- 
gical illness  that  assists  in  the  understanding  of 
or  management  of  the  patient  constitutes  Axis 
III.  Axis  IV  involves  assessment  of  psychosocial 
stressors  in  the  patient’s  life.  In  Axis  V the  pa- 
tient’s level  of  function  is  assessed  by  evaluating 
the  quality  of  his  or  her  social  relationships,  oc- 
cupational function,  and  leisure  time  activities. 
Correct  psychiatric  assessment  involves,  if  pos- 
sible, all  five  of  these  axes. 

Clear  criteria  for  each  diagnosis  are  specified 
in  DSM-III.  For  example,  the  diagnosis  of 
panic  disorder  requires  three  panic  episodes  in  a 
three-week  period.  Panic  is  characterized  by  the 
apprehension  of  fear  and  at  least  four  of  the  fol- 
lowing symptoms:  dyspnea;  palpitations;  chest 
pain  or  discomfort;  choking  or  smothering;  diz- 
ziness, vertigo,  or  unsteady  feelings;  feelings  of 
unreality;  paresthesias;  hot  and  cold  flashes; 
sweating;  faintness;  trembling  or  stuttering;  fear 
of  dying,  going  crazy,  or  doing  something  un- 
controlled. Panic  must  not  be  due  to  a physical 
disorder  or  another  mental  disorder. 

Panic  must  not  be  associated  with  agoraphobia. 
If  agoraphobia  ( fear  of  open  spaces ) is  present, 
a different  diagnosis,  ie,  agoraphobia  with  panic 
episodes  is  made. 
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The  data  base  for  diagnosis  includes  subjec- 
tive symptoms,  objective  observations  of  appear- 
ance, attitude,  behavior,  speech,  affect,  thought 
content,  and  sensorium,  (including  orientation, 
memory,  calculations,  fund  of  knowledge,  ca- 
pacity for  abstraction,  insight,  and  judgment). 
This  data  base  is  called  the  mental  status  exam 
and  represents  a systematic  objective  descrip- 
tion of  the  psychiatric  interview. 

Information  from  the  patient’s  family  about 
a patient’s  symptoms  and  degree  of  function  is 
also  important,  particularly  with  psychotic  pa- 
tients. 

Biological  Testing 

For  the  past  two  to  three  years,  there  has 
been  considerable  excitement  about  dexametha- 
sone  suppression  tests,  thyrotropin  releasing 
hormone  stimulation,  and  rapid  eye  movement 
sleep  latency  as  possible  markers  for  depressive 
traits  and  states.  We  have  evaluated  these  bio- 
logical markers  in  numerous  depressed  patients, 
but  our  experience,  like  others,  is  that  they  are 


neither  sufficiently  specific  or  sensitive  to  really 
assist  in  the  clinical  situation.  While  lactate 
stimulation  of  panic  attacks  is  another  interest- 
ing area,  it  also  is  not  yet  adequately  researched 
in  regard  to  sensitivity  and  specificity. 
Psychological  Testing 

Psychological  testing  is  often  of  benefit,  par- 
ticularly in  obtaining  a rapid  assessment  of  per- 
sonality. The  Minnesota  Multiphasic  Personal- 
ity Index  (MMPI)  is  a test  with  considerable 
reliability  that  can  help  the  practitioner  deter- 
mine a patient’s  credibility,  his  potential  for 
developing  medication  side  effects,  and  his  com- 
pliance with  treatment. 

Personality  variables  that  will  either  facilitate 
or  inhibit  the  physician/patient  relationship  are 
also  assessed.  Projective  testing,  in  particular 
the  Rorschach  Test,  can  smoke  out  psychopath- 
ology in  seriously  disturbed  patients  who  are 
pretending  to  have  no  psychiatric  problems. 

A number  of  other  psychological  tests,  such 
as  the  Wechsler  Adult  Intelligence  scale,  can 
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also  be  helpful  in  assessing  dementia  and  follow- 
ing the  course  of  such  patients. 

Special  Considerations 

Evaluation  of  children  and  adolescents  re- 
quires a working  knowledge  of  developmental 
psychology.  Especially  in  adolescents,  it  is  often 
difficult  to  obtain  information  and  a diagnostic 
evaluation  can  often  take  several  hours. 

Geriatric  patients  often  suffer  from  many 
chronic  diseases  and  require  careful  assessment 
of  cognitive  functioning.  The  mini-mental  status 
exam  is  one  means  of  assessing  elderly  patients. 
Orientation,  registration,  attention  and  calcula- 
tion, recall,  naming  and  drawing,  are  all  assessed 
in  an  examination  that  takes  about  five  minutes. 
Elderly  patients  are  also  often  candidates  for 
drug-induced  delirium  and  dementia.  There- 
fore, dementia  should  not  be  considered  to  be 
of  the  Alzheimer  type  until  all  treatable  causes 
are  ruled  out. 

Summary 

Psychiatric  evaluation,  if  carefully  performed, 
is  a product  of  data  generated  by  the  clinical 
exam,  family  interview,  and  psychological  testing. 
In  the  future,  biological  markers  will  probably 
be  another  means  of  diagnosing.  If  the  data 
base  is  sufficient,  diagnoses  should  be  both  re- 
liable and  clinically  useful. 

David  E.  Raskin,  M.D. 
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A GOOD  IDEA:  STATE  LICENSING  FOR 
NUTRITIONISTS/DIETITIANS 

The  increasing  interest  in  nutrition  as  it  im- 
pacts on  health  and  disease  is  evidenced  by 
frequent  patient  inquiries,  the  medical  literature, 
and  reports  in  the  popular  lay  press.  The  Ameri- 
can Journal  of  Clinical  Nutrition  has  recently 
stated,  “While  the  public  must  be  kept  abreast 
of  scientific  advances  in  the  field  and  be  party 
to  genuine  nutritional  controversies,  the  nutri- 
tional field  has  suffered  more  than  most  from 
the  damaging  impact  of  self-styled  experts.”1 
It  is  time  to  provide  a means  for  distinguishing 


qualified  nutritional  professionals  from  self-styled, 
untrained  persons  in  order  to  facilitate  patient 
care  and  protect  the  public. 

Cases  of  nutritional  malpractice  are  well  docu- 
mented. Fifty  deaths  were  reported  to  be  asso- 
ciated with  the  “Last  Chance  Diet”  and  other 
liquid  protein  reducing  cures.2  The  Cambridge 
Diet,  which  was  criticized  by  the  American 
Dietetic  Association,  was  implicated  in  128  re- 
ports of  consumer  illness.3  In  1976  and  1979, 
lawsuits  were  brought  against  Adelle  Davis’s 
estate  for  nutritional  misinformation  that  stunted 
the  growth  of  one  child  due  to  an  overdose  of 
Vitamin  A and  led  to  the  death  of  a two-year- 
old  child  from  large  doses  of  potassium  chloride 
recommended  for  colic.4 

Although  there  have  been  no  known  serious 
medical  problems  reported  in  Delaware  due  to 
nutritional  malpractice,  the  Delaware  Dietetic 
Association,  the  state  affiliate  of  the  American 
Dietetic  Association,  is  interested  in  preventing 
such  problems  from  occurring  locally.  This  or- 
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ganization  is  seeking  licensure  for  dietitians  and 
nutritionists  by  initiating  a bill  through  the  Del- 
aware Legislature.  This  bill  will  define  practices 
of  dietitians  and/or  nutritionists  and  the  proper 
nutritional  assessment,  nutritional  counseling, 
and  nutritional  education.  It  will  also  provide 
guidelines  of  what  would  constitute  proper  edu- 
cational background. 

I see  the  legislation  as  being  advantageous  to 
physicians,  their  patients,  and  the  population 
as  a whole.  It  will  provide  the  means  to  identify 
licensed  nutritionists  and  dietitians  for  appropri- 
ate referral  and  consultation,  and,  hopefully,  will 
stem  the  tide  of  exaggerated  and  unsubstanti- 
ated nutritional  cures. 

S.  Charles  Bean,  M.D. 
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FAR  OUT  COLLEAGUES 

Dr.  Howard  Wilk  has  kindly  called  our  atten- 
tion to  the  physicians  below,  none  of  whom 
practice  in  Delaware,  but  whose  specialty  is  very 
apropos  to  their  name.  The  list  has  actually 
been  reprinted  with  permission  from  Diversion. 

Dr.  Royal  Payne — Surgeon  and  general  bane 
of  staff 

Dr.  Ophelia  Interspace — Spinal  blocking  anes- 
thesiologist 

Dr.  Gill  T.  Carver — Forensic  pathologist  and 
peanut  expert 

Dr.  Sue  Perego — Conscience-stricken  psychol- 
ogist 

Dr.  Frank  Necrosis — Terrible  surgeon 

Dr.  Maury  Bund — Coma  specialist 

Dr.  Aldo  Sterone — Italian  endocrinologist 

Dr.  Don  E.  Brook — Specialist  in  traumatic 
surgery  and  aggressive  hockey  forward. 

Bernadine  Z.  Paulshock,  M.D. 
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MEDICAL  COMMUNITY  SUFFERS  GREAT 
LOSS  WITH  DEATH  OF  O'BRIENS 


FRANK  T.  O'BRIEN,  M.D. 

Frank  T.  O’Brien,  M.D.,  of  Wilmington,  a 
crusader  against  air  pollution  and  smoking,  died 
at  the  age  of  68  on  January  24,  1984,  after  a 
short  illness. 

Born  in  Scranton,  Pennsylvania,  Dr.  O’Brien 
graduated  from  St.  Thomas  University  in  Scran- 
ton, and  then  from  Jefferson  Medical  College  in 
1942.  After  serving  his  internship  at  Robert 
Packer  Hospital  in  Savre,  Pennsylvania,  Dr. 
O’Brien  entered  the  Army  Air  Corps.  He  served 
almost  three  years  during  World  War  II  in 
China,  Burma,  and  India.  At  the  time  of  his 
discharge,  he  had  attained  the  rank  of  captain. 

Dr.  O’Brien  became  a resident  surgeon  at 
St.  Mary’s  Hospital  in  Philadelphia  after  the 
war.  In  1949,  he  came  to  Wilmington  and 
worked  at  St.  Francis  Hospital,  but  a year  later 
went  to  Baker  Veteran’s  Hospital  to  complete 
his  training  as  a chest  surgeon. 

In  1953,  Dr.  O’Brien  returned  to  Delaware  and 
began  the  practice  in  which  he  was  active  until 
his  retirement  in  1982.  During  that  time  he 
served  as  resident  surgeon  and  chief  thoracic 
surgeon  at  the  old  Delaware  Hospital,  chief 
thoracic  surgeon  at  St.  Francis  Hospital,  senior 
attending  thoracic  surgeon  at  the  former  Wil- 
mington General  Hospital,  and  consulting  thor- 
acic surgeon  at  Emily  P.  Bissell  Hospital,  the 
Alfred  I.  du  Pont  Institute,  and  Beebe  Hospital 
in  Lewes. 

Dr.  O’Brien  was  a past  president  of  the  New 
Castle  County  Unit  of  the  American  Cancer  So- 
ciety, a fellow  of  the  American  College  of  Sur- 
geons, a founding  member  of  the  Society  of 
Thoracic  Surgeons,  a member  of  the  American 
Board  of  Surgery,  and  a member  of  the  Board 
of  Thoracic  Surgeons.  He  was  also  a member 
of  the  New  Castle  County  Medical  Society  and 
the  Medical  Society  of  Delaware. 


M.  MARGARET  SMITH  O'BRIEN,  M.D. 

M.  Margaret  Smith  O’Brien,  M.D.,  a promi- 
nent Wilmington  pediatrician  and  public  health 
physician,  died  February  13,  1984,  of  cancer.  She 
was  60  years  old. 

Born  in  Wilmington,  Dr.  O’Brien  graduated 
from  Ursuline  Academy  in  1941,  and  from  the 
University  of  Delaware  with  a degree  in  chemis- 
try in  1944.  After  receiving  her  medical  degree 
in  1948  from  the  Women’s  Medical  College  of 
Pennsylvania  in  Philadelphia,  she  became  the 
first  woman  intern  at  the  former  Delaware  Hos- 
pital, now  The  Wilmington  Medical  Center.  In 
1950,  Dr.  O’Brien  began  her  pediatric  residency 
at  the  same  hospital. 

Dr.  O’Brien  studied  pediatric  oardiology  at  the 
Children’s  Hospital  of  Philadelphia  under  a one- 
year  fellowship  with  the  National  Institutes  of 
Health.  Upon  completion  of  her  fellowship,  she 
did  a residency  in  internal  medicine  at  the  New- 
ton D.  Baker  Veterans  Administration  Hospital 
in  Martinsburg,  West  Virginia. 

In  1952,  Dr.  O’Brien  returned  to  Delaware 
and  opened  a private  practice  while  also  work- 
ing part-time  in  the  Division  of  Public  Health’s 
well-baby  clinics.  Four  years  later,  she  with- 
drew from  private  practice  and  served  in  public 
and  school  health  clinics  until  1966  when  she 
was  named  director  of  the  pediatric  out-patient 
department  at  the  Delaware  Hospital. 

In  1972,  Dr.  O’Brien  was  appointed  medical 
director  for  the  Porter  State  Service  Center 
(formerly  the  Model  Cities  Health  Center,  a 
public  health  clinic  in  Wilmington)  a position 
she  held  until  her  death.  Dr.  O’Brien  also  tem- 
porarily served  as  acting  deputy  state  health 
officer  for  New  Castle  County  and  the  City  of 
Wilmington  in  1977. 

Besides  her  full  and  active  medical  career. 
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Dr.  O’Brien  raised  six  children  and  was  active 
in  the  Friends  School  which  they  attended. 

Dr.  O’Brien  was  the  1983  recipient  of  the 
Society’s  Distinguished  Service  Award,  which  is 
considered  to  be  the  Society’s  top  honor. 

The  O’Briens  are  survived  by  a daughter,  M. 
Margaret  O’Brien  of  Mobile,  Alabama;  five  sons, 
F.  Thomas,  Jr.  and  James  J.,  both  of  Washington, 
D.C.,  Dr.  John  S.  of  Baltimore,  and  Edward  T. 
and  Matthew  M.  of  New  York  City.  Mrs.  O’Brien 
is  survived  by  four  brothers,  John  F.  Smith,  Jr., 
Hugh  J.  Smith,  Francis  X.  Smith,  and  Thomas 
A.  Smith,  all  in  Wilmington;  and  a sister,  Julia 
C.  Williams  of  Wilmington. 

Vi  Vi  'Vi 


CHARLES  M.  BANCROFT,  MD. 

Charles  M.  Bancroft,  M.D.,  retired  Wilming- 
ton allergy  specialist,  died  January  28,  1984,  at 
the  age  of  72,  in  Falmouth,  Massachusetts. 

After  graduating  from  Haverford  College  in 
Ardmore,  Pennsylvania,  and  Jefferson  Medical 
College  in  Philadelphia,  Dr.  Bancroft  served 
his  medical  residency  at  the  former  Delaware 
Hospital,  now  The  Wilmington  Medical  Center. 

During  World  War  II,  he  served  as  a captain 
in  the  US  Army  Medical  Corps,  which  may  have 
been  the  stimulus  for  his  lifelong  interest  in 
military  history.  He  tried  to  find  out  whether 
the  British  physician  whose  medical  books  were 
captured  along  with  his  brig  near  Wilmington 
ever  got  them  back  ( Del  Med  J,  1982;  9:513); 
and  he  also  stimulated  the  editorial  on  Dr.  Don- 
ald Cheff  ( Del  Med  J,  1983;  12:701-703)  by  ob- 
taining from  Delaware’s  military  archives  the 
citation  that  details  Cheff’s  heroism. 

An  active  member  of  the  Medical  Society  of 
Delaware,  Dr.  Bancroft  served  as  Chairman  of 
the  Society’s  Medicine  and  Beligion  Committee. 
He  was  also  instrumental  in  forming  the  Depart- 
ment of  Pastoral  Care  at  The  Wilmington  Medi- 
cal Center  and  several  hospitals  in  southern 
Delaware.  In  1971,  he  helped  organize  the  first 
Physicians’  Prayer  Breakfast  for  the  Society’s 
Annual  Meeting,  an  event  which  has  since  be- 


come a part  of  each  year’s  meeting.  When  the 
AMA  decided  to  discontinue  its  Department  of 
Medicine  and  Religion,  Dr.  Bancroft  wrote  a 
well-reasoned  editorial  of  protest,  which  included 
a sample  of  his  typically  humorous  prose,  even 
when  discussing  serious  subjects.  “Today  one 
can  say  Herbal  dominates  Verbal”  ( Del  Med  J, 
1975;  2:90-91). 

Dr.  Bancroft  was  a frequent  writer  of  letters 
to  the  editor  that  appeared  in  the  News- Journal. 
When  their  reporter  chose  to  mention  only  a 
chic  speaker  in  her  report  of  the  Society’s  An- 
nual Meeting,  Dr.  Bancroft  wrote  to  inform  the 
paper’s  readers  of  the  two  physicians,  Marvin 
Dorph  and  Calvin  Hearne,  whose  awards  for 
service  had  been  overlooked  in  favor  of  more 
trivial  reporting  ( Del  Med  J,  1978;  11:625). 

His  penultimate  letter  to  the  Delaware  Medi- 
cal Journal  (1983;  11:643-644)  was  to  praise  not 
only  Dr.  Frelick  but  also  Dr.  Frelick’s  wife,  Mrs. 
Bancroft,  and  it  seems  women  in  general — 
“mothers,  sisters,  teachers  . . . nurses.” 

After  39  years  of  private  practice.  Dr.  Ban- 
croft retired  in  1979,  at  which  time  he  moved 
to  Massachusetts.  However,  he  continued  to 
provide  obituaries  of  Society  members  as  he  had 
for  many  years.  In  doing  so,  it  was  his  habit  to 
write  to  the  deceased’s  spouse  and  children  in 
order  to  make  sure  that  some  of  the  personality 
of  each  physician  was  in  his  obituary. 

Dr.  Bancroft’s  last  contribution  to  this  journal 
was  a letter  endorsing  the  concept  of  “Preobitu- 
aries” for  physicians  ( Del  Med  J,  1983;  6:367). 
He  would  probably  not  have  approved  of  this 
one  because  he  was  the  kind  of  person  who  took 
pains  to  talk  about  your  life  and  affairs  rather 
than  his  own. 

Dr.  Bancroft  is  survived  by  his  wife,  Helen 
E.  Bancroft;  and  his  sister,  Elnor  F.  Bancroft  of 
Claymont,  Delaware. 

Vi  Vi  Vi 

WILLIAM  H.  KRATKA,  M.D. 

William  H.  Kratka,  M.D.,  retired  Wilmington 
ophthalmologist  and  noted  artist,  died  of  cancer 
at  the  age  of  73  in  West  Palm  Beach,  Florida. 

Dr.  Kratka  graduated  from  Temple  University 
and  Temple  Medical  School  in  Philadelphia  and 


80 


Del  Med  Jrl,  Feb  1984— Vol  56,  No  2 


Deaths 


then  went  on  to  the  University  of  Pennsylvania 
and  the  Wills  Eye  Hospital  where  he  received 
his  ophthalmological  training.  In  1956,  he  was 
the  recipient  of  a master  of  science  degree  from 
the  University  of  Pennsylvania  graduate  school 
for  research  on  ocular  tuberculosis  that  he  did 
during  his  residency.  During  World  War  II,  Dr. 
Kratka  served  as  a US  Army  surgeon  in  Africa 
and  Italy. 

Dr.  Kratka  founded  and  served  as  the  first 
president  of  the  Delaware  Aoademy  of  Ophthal- 
mology and  otolaryngology.  He  was  also  a 
fellow  of  the  American  College  of  Surgeons,  a 
board  member  of  the  National  Academy  of  Oph- 
thalmology, a member  of  the  American  Medical 
Association,  and  the  Medical  Society  of  Dela- 
ware. 

Dr.  Kratka  was  also  a skilled  painter.  Most 
of  his  work  was  done  in  oils  and  acrylics.  He 
had  traveled  to  New  England,  New  York,  and 
as  far  away  as  Mexico,  Italy,  and  Majorca  to 
paint.  He  frequently  exhibited  his  paintings  in 
both  juried  and  unjuried  shows  in  Delaware, 
Pennsylvania,  and  southern  Florida.  In  1958, 


Dr.  Kratka  received  the  award  for  the  best  land- 
scape in  the  annual  Delaware  Art  Show;  and  in 
1962,  he  received  another  award  for  landscape 
painting  at  the  Delaware  Art  Museum. 

Dr.  Kratka  felt  his  artistic  talents  were  an  out- 
growth of  his  concern  for  the  relationship  be- 
tween man  and  the  environment.  He  had  a spe- 
cial interest  in  interpreting  the  influence  of  the 
modern  age  on  nature. 

The  Wilmington  Medical  Center  has  obtained 
33  of  his  paintings  to  be  hung  in  the  Christiana 
Division  currently  under  construction  near  Stan- 
ton. More  than  a dozen  of  Dr.  Kratka’s  paint- 
ings are  hanging  at  the  Kutz  Home,  Inc.,  in  Wil- 
mington, and  many  others  are  part  of  private 
collections  around  the  country. 

Dr.  Kratka  was  a member  of  the  Council  of 
Delaware  Artists  and  the  Artists  Guild  of  the 
Norton  Gallery,  West  Palm  Beach,  Florida. 

Dr.  Kratka  is  survived  by  his  wife,  Zelda;  two 
daughters,  Suzanne  Birrel  of  London  and  Ilene 
Kratka  of  Maui,  Hawaii;  and  a son  Jeffrey,  of 
Felton,  California. 
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THE  IMPAIRMENT  OF  PATIENT'S  TORT 


RIGHTS  IN  DELAWARE 


The  enlarging  rights  of  the  sick  to  know  about 
their  ailments,  to  receive  competent  treatment 
reasonably  priced,  and  to  engage  in  useful  dia- 
logue with  those  who  would  cure  them  has  made 
an  anachronism  of  Delaware’s  relatively  new 
procedures  for  medical  negligence.  Only  seven 
years  ago,  in  April,  1976,  Governor  Tribbitt 
signed  into  law  a statute  establishing  special 
judicial  procedures  for  medical  malpractice,  pro- 
cedures that  materially  altered  long-established 
legal  remedies.  The  Health  Care  Malpractice 
Insurance  and  Litigation  Act,  18  Delaware  Code 
Chapter  68,  affords  special  protection  for  phy- 
sicians, nurses  and  hospitals.  Enactment  occur- 
red under  the  shadow  of  a purported  national 
‘malpractice  crisis”  in  the  mid-seventies,  and  Del- 
aware was  not  alone  in  prescribing  specialized 
procedures  for  medical  negligence  cases. 

I want  to  tell  you  about  the  procedural  and 
financial  impediments  created  for  victims  of 
medical  negligence  by  this  special  interest  legis- 
lation and  to  challenge  the  continued  existence 
of  an  anomalous  legal  straitjacket. 

My  point  is  best  made  bv  comparing  the  legal 
treatment  given  a surgeon  who  is  rear-ended  by 
a housewife  and  sustains  a serious  back  injury 
with  the  treatment  afforded  the  same  housewife 
who  suffers  the  same  injury  through  a botched 

Mr.  Castle,  a graduate  of  the  University  of  Pennsylvania  and 
of  the  Georgetown  University  Law  Outer,  is  a member  of  the 
firm  of  Young.  Conway,  Stargatt  & Taylor. 

This  article  is  reprinted  with  permission  from  Delaware  Lau'ycr, 
Summer  1983. 
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laminectomy  at  the  hands  of  the  same  surgeon. 
No  one  would  deny  that  the  surgeon  is  entitled 
to  redress  for  the  paralysis  he  sustained  at  the 
hands  of  the  housewife  or  that  he  is  entitled  to 
a fair,  reasonably  priced,  prompt  and  predict- 
able judicial  procedure  to  secure  just  compen- 
sation. Surely  the  surgeon  has  a right  to  be 
heard  by  a disinterested  jury.  A sense  of  rudi- 
mentary fairness  demands  that  the  negligently 
treated  housewife  get  similar,  if  not  identical, 
judicial  treatment.  This  is  not  the  case.  The 
housewife  must  first  submit  her  claim  to  expen- 
sive and  cumbersome  screening  by  a panel  of 
volunteers,  whose  composition  is  weighted  in 
favor  of  the  surgeon,  and  whose  findings  could 
affect  the  disposition  of  her  case.  If  she  ever 
gets  her  day  in  court  before  an  unbiased  jury, 
it  is  virtually  certain  that  it  will  be  long  after 
the  injured  surgeon  has  been  compensated  for 
his  back  injury. 

The  Malpractice  Review 
Panel  and  Its  Makeup 

If  you  manage  to  persuade  an  attorney  to  press 
your  medical  malpractice  claim  (not  so  easy  as 
popular  misconception  would  suggest)  you  are 
at  liberty  to  file  a complaint,  like  anyone  else 
who  suffers  injury  by  another’s  fault.  Your  case 
will  proceed  like  any  other  personal  injury  case. 
The  defendant  will  file  an  answer  and  the  parties 
will  amass  their  evidence  under  well-established 
rules  of  discovery.  Depending  on  the  state  of 
the  Court’s  docket,  a trial  may  be  scheduled  a 


Del  Med  Jrl,  Feb  1984 — Vol  56,  No  2 


83 


The  Impairment  of  Patient’s  Tort  Rights  in  Delaware- 

year  to  eighteen  months  after  the  filing  of  your 
complaint. 

However,  for  medical  malpractice  claims  there 
are  significantly  different  rules.  At  any  time 
after  the  answer  is  filed,  either  party  may  con- 
vene a malpractice  review  panel  on  notice  to 
the  State  Insurance  Commissioner.  The  statute 
directs  the  Insurance  Commissioner  to  “promptly 
convene  such  panel.”  While  this  sounds  innocu- 
ous, the  mere  mechanics  of  convening  a panel 
can  consume  many  months.  I recently  experi- 
enced a delay  of  more  than  fifteen  months  be- 
tween demand  and  the  convening  of  a panel. 
The  delay  is  understandable:  assembling  a group 
of  busy  volunteers  and  coordinating  their  sched- 
ules with  those  of  the  attorneys  and  the  witnesses 
can  be  difficult  and  frustrating.  Furthermore, 
when  the  case  is  in  the  Federal  District  Court 
each  panelist  must  be  paid  $100.00  a day. 

There  are  five  panelists.  Two  must  be  health 
care  providers,  at  least  one  of  them  a physician. 
The  other  three  are  a lawyer  ( who  presides ) and 
two  laypersons.  Majority  rule  controls.  It  is 
apparent  that  on  a review  panel  so  constituted, 
the  odds  are  tilted  in  favor  of  a defendant  phy- 
sician, since  at  least  one  (and  most  often  two) 
of  his  professional  brethren  are  sitting  in  con- 
sideration of  his  case.  No  matter  how  objective 
and  conscientious  the  panel,  it  is  only  natural 
that  the  doctor  members  will  filter  the  evidence 
through  personal  experience.  This  is  especially 
true  where  the  claim  involves  a solitary  lapse 
by  a physician  of  otherwise  unblemished  record. 
The  doctors  on  the  panel  would  be  less  than 
human  if  they  did  not  think  “There  but  for  the 
grace  of  God  . . .”  One  physician  who  cast  the 
lone  vote  for  the  defendant  stated  in  his  minority 
opinion  that  both  the  patient  and  the  doctor 
“were,  in  essence,  victims  of  an  insidious  and 
vicious  disease.”  Natural  bias,  coupled  with 
the  heavy  influence  that  the  physician  members 
can  exert  on  non-medically  trained  members, 
affords  a starting  advantage  to  defendants.  To 
date  their  success  rate  before  panels  has  been 
79%. 

The  Review  Panel  Hearing 
And  Its  Aftermath 

Although  the  statute  contemplates  a summary 
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proceeding,  panel  procedure  has  in  practice  be- 
come so  cumbersome  that  plaintiffs’  lawyers  refer 
to  it  as  the  “first  trial.”  The  parties  generally 
submit  their  evidence  in  writing  before  the 
hearing.  The  statute  allows  the  panel  to  review 
deposition  transcripts,  medical  records,  treatises, 
and  “any  other  form  of  evidence  allowable  by 
the  malpractice  review  panel.”  Despite  the 
apparent  breadth  of  this  evidentiary  standard,  it 
is  routine  for  one  party  to  challenge  the  other’s 
proffers  of  evidence.  Are  medical  reports  ad- 
missible? Are  affidavits  admissible?  The  chair- 
man, a lawyer,  must  review  briefs  and  issue  rul- 
ings before  convening  the  panel.  Here  again, 
the  practice  has  developed  a built-in  mechanism 
for  delay  and  infliction  of  expense  upon  one’s 
opponent.  At  all  of  its  stages  this  two-step  pro- 
cedure created  to  screen  out  non-meritorious 
claims  and  promote  settlement  of  valid  ones  has 
done  little  more  than  enable  the  defendant’s  in- 
surer, who  benefits  from  avoidance  of  the  day  of 
reckoning,  to  prolong  litigation. 

When  the  formal  hearing  is  held,  the  patient 
plaintiff  is  put  to  his  entire  proof,  aside  from 
pecuniary  loss.  Although  the  statutory  standard 
which  the  panel  applies  is  not  especially  severe 
from  the  patient’s  point  of  view — viz.,  that  the 
panel  shall  have  the  duty  “of  making  a finding 
as  to  whether  or  not  in  its  opinion  the  evidence 
supports  the  conclusion  that  the  defendant  . . . 
acted  or  failed  to  act  within  the  applicable 
standards  of  care” — in  practice  the  plaintiff  is 
virtually  required  to  prove  by  a preponderance 
of  the  evidence  his  entitlement  to  relief  in  order 
to  secure  a supportive  opinion  from  the  panel. 

After  the  hearing,  the  panel  chairman  must 
issue  a written  opinion  within  30  days,  an  opinion 
subject  to  review  by  the  Superior  Court.  Each 
opinion  that  has  favored  the  patient  (and  there 
have  only  been  eight  since  1976)  has  been  taken 
up  for  review  by  the  defendant.  The  review 
consists  of  examining  the  opinion  and  striking 
those  portions  founded  in  errors  of  law  or  un- 
supported by  substantial  evidence.  Review  keeps 
the  clock  ticking  for  another  year.  A full  tran- 
script of  the  panel  hearing  must  be  prepared, 
briefs  are  written  and  the  matter  is  argued  be- 
fore the  Court  issues  its  opinion.  Meanwhile, 
the  injured  (and  perhaps  disabled)  patient  waits, 
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and  the  insurance  carrier  continues  to  earn  in- 
vestment income  on  the  premiums  it  has  col- 
lected. 

After  the  review  is  completed,  the  case  can 
be  set  down  for  jury  trial.  At  the  trial,  the  panel 
opinion  can  be  introduced  as  prima  facie,  but 
not  conclusive,  evidence  of  what  it  discusses. 
This  is  the  sole  product  of  the  panel  procedure. 

Medical  Negligence  And 
The  Expert  Witness 

The  statute  reaches  its  pinnacle  of  concern 
for  malpractice  defendants  in  its  treatment  of 
expert  testimony.  While  broad  general  guide- 
lines, for  the  most  part  liberal,  have  been  laid 
down  for  the  use  of  expert  testimony  in  the  re- 
cently adopted  Uniform  Rules  of  Evidence,  a 
special  set  of  arcane  practices  applies  when  the 
subject  matter  is  the  alleged  negligence  of  a 
health  care  defendant.  First,  the  statute  pro- 
vides that  there  can  be  no  finding  of  negligence, 
“unless  expert  medical  testimony  is  presented 
as  to  the  alleged  deviation  from  the  applicable 
standard  of  care  in  the  specific  circumstances 
of  the  case  and  as  to  the  causation  of  the  alleged 
personal  injury  or  death  . . .”.  A finding  of  negli- 
gence by  a malpractice  review  panel  may,  how- 
ever, be  used  to  satisfy  this  requirement. 

The  statute  further  hobbles  the  plaintiff  in 
his  selection  of  an  expert.  It  states  that  no  per- 
son “shall  be  competent”  to  give  expert  medical 
testimony  regarding  applicable  “standards  of  skill 
and  care  unless  such  person  is  familiar  with  that 
degree  of  skill  ordinarily  employed  in  the  com- 
munity or  locality  where  the  malpractice  oc- 
curred.” Delaware  thus  lines  up  with  the  dying 
breed  of  jurisdictions  that  maintains  allegiance 
to  the  so-called  “locality  rule”,  which,  in  con- 
junction with  the  understandable  reluctance  of 
physicians  to  testify  against  their  brethren  in 
the  same  medical  communitv,  further  jeopardizes 
the  effective  presentation  of  the  patient’s  claim. 

Defendants  have  already  used  the  statute  to  bar 
physicians  licensed  in  Delaware,  certified  by  a na- 
tional organization  in  a particular  specialty,  and 
actively  engaged  in  the  practice  of  that  specialty  in 
one  part  of  this  State,  from  testifying  to  the  stan- 
dard of  care  applicable  to  a fellow  of  the  same  spe- 
cialty and  the  same  certification,  who  practices  in 


another  part  of  Delaware.  To  date  these  efforts  to 
cut  off  testimony  by  Delaware  physicians  on  Dela- 
ware claims  have  been  unsuccessful,  but  in  the 
process  the  statutory  word  “familiar”  has  been 
judicially  tightened  to  mean  “thoroughly  con- 
versant”, “well  acquainted”  and  possessing  “ac- 
tual knowledge”.  This  holds  out  the  possibility 
that  such  efforts  mav  eventually  succeed.  A 
liberalizing  amendment  adopted  in  1980  does 
provide  that  any  physician  in  active  practice 
for  the  five  immediately  preceding  years  and  in 
practice  in  Delaware  or  in  a contiguous  state 
within  a radius  of  seventv-five  miles  of  Dover 
shall  be  presumed  competent  to  testify  about 
standards  of  skill  and  care  in  Delaware,  if  it 
shall  be  established  that  the  degree  of  skill  and 
care  required  of  the  expert  in  the  locality  where 
the  expert  practices  or  teaches  is  equivalent  to 
that  prevailing  where  the  claimed  malpractice 
occurred.  This  means,  for  example,  that  an 
orthopedic  surgeon  practicing  in  Baltimore  or 
Philadelphia  will  be  permitted  to  testify  in 
Delaware  if  it  can  be  shown,  presumably  by  still 
another  expert,  that  the  degree  of  skill  and  care 
that  he  exercises  is  the  same  expected  in  Wilming- 
ton or  Dover.  Where  the  seventy-five  mile  idea 
originated  is  anybody’s  guess,  but  it  makes  no 
sense  whatever  for  Delaware  to  take  the  posi- 
tion that  a Baltimore  surgeon  is  qualified  to 
testify  while  a practitioner  from  Washington, 
D.C.  or  Pittsburgh  or  Newark,  New  Jersey  is  not. 

What  with  increased  medical  specialization, 
the  establishment  of  national  academic  standards 
for  medical  schools  and  board  certification  of 
specialists,  the  availability  of  national  medical 
journals  and  standard  textbooks,  and  the  frequent 
attendance  by  Delaware  doctors  at  national  and 
international  seminars,  it  is  odd  of  the  Delaware 
medical  community  to  argue  that  standards  of 
care  in  Wilmington  are  somehow  different  from 
( i.e .,  lower  than)  those  in  Cleveland  and  Albu- 
querque. Yet  that  is  precisely  what  the  defense 
argues  whenever  it  tries — and  try  it  will  in  every 
case — to  prevent  testimony  by  an  expert  from 
outside  the  local  community. 

What  is  really  aimed  at  is  the  so-called 
“traveling  hired  gun”  or  “wandering  expert”  who 
combines  minimum  credentials  with  a lack  of  in- 
hibition about  coming  into  Delaware  to  criticize 


Del  Med  Jrl,  Feb  1984— Vol  56,  No  2 


85 


The  Impairment  of  Patient’s  Tort  Rights  in  Delaware- 

a physician  unknown  to  him.  Why  the  medical 
profession  deserves  such  a special  protection  un- 
available to  professionals  in  other  fields  is  open 
to  debate,  but  there  is  no  practical  reason  for 
the  Delaware  medical  community  to  fear  the 
traveling  troubadour.  If  there  is  no  underlying 
merit  to  the  position  taken  by  the  hired  gun, 
why  worry?  It  should  be  no  problem  for  a de- 
fendant to  do  substantial  and  perhaps  irrep- 
arable damage  to  the  “expert’s”  credibility  under 
cross-examination  and  to  overwhelm  his  testi- 
mony with  that  of  a competent  Delaware  prac- 
titioner in  support  of  the  defendant’s  actions, 
if  they  warrant  it.  The  enormous  amount  of 
time  and  expense  consumed  in  deciding  whether 
a witness  may  testify  makes  you  wonder  what 
possible  statutory  objective  is  served  by  appli- 
cation of  these  arbitrary  rules.  This  particular 
provision  highlights  the  apparent  purpose  of 
the  entire  statute — to  make  pursuing  a claim  ar- 
duous and  expensive  for  the  injured  patient. 

Other  Statutory  Hurdles  For 
The  Negligently  Maimed 

Another  serious  impediment  is  the  statutory 
excision  of  the  common  law  doctrine  of  res  ipsa 
loquitur.  While  the  physician  walking  along 
the  street  who  is  struck  by  a sack  of  flour  tumb- 
ling out  of  a warehouse  window  can  establish 
his  right  to  recovery  merely  by  proving  the 
occurrence,  the  anesthetized  victim  of  a surgical 
mishap  has  no  such  advantage,  even  in  the  case 
of  an  incident  that  would  not  ordinarily  have 
occurred  without  some  negligence  by  someone. 
There  are  some  exceptions  to  this  anomaly;  the 
statute  does  permit  an  inference  of  negligence 
in  the  bizarre  circumstances  of  ( a ) explosions 
or  fire  originating  in  a substance  used  in  treat- 
ment; (b)  a foreign  object  left  in  the  patient’s 
body  following  surgery;  and  (c)  a surgical  pro- 
cedure performed  on  the  wrong  patient  or  the 
wrong  limb.  But,  in  the  more  likely  situations, 
for  example,  that  of  a hysterectomy  patient  who 
emerges  from  surgery  with  a lacerated  and  in- 
fected bladder,  it  is  incumbent  upon  the  victim 
to  establish  through  expert  testimony  the  pre- 
cise act  of  substandard  care  or  skill  that  caused 
her  damage. 

There  are  other  nuggets  of  discrimination;  a 
special  statute  of  limitations,  a liberalized  col- 


-Castle 

lateral  source  doctrine,  which  permits  the  intro- 
duction of  certain  types  of  evidence  of  third- 
party  payment,  and  authority  in  the  court  (1) 
to  reduce  the  amount  of  an  award  if  and  when 
a judgment  is  ever  obtained,  (2)  to  provide  for 
periodic  payments  of  a judgment,  and,  (3)  that 
ultimate  incentive  to  a lawyer  to  undertake  so 
difficult  a representation,  the  power  to  limit  an 
attorney’s  fees  for  representing  the  patient — but 
not  the  doctor. 

The  Panel  Record  To  Date 

The  history  of  the  panel  proceedings  to  date 
discloses  statistical  proof  that  they  have  led  to 
unnecessary  expense,  delay,  and  peculiar  hard- 
ship for  plaintiffs.  Of  a total  of  94  demands 
for  medical  malpractice  review  panels  since  1976, 
7 are  currently  pending  and  39  have  been  de- 
cided. Of  the  cases  decided,  31  favored  the 
defendant  and  8,  the  plaintiff.  Of  the  remaining 
48  cases,  8 demands  were  either  withdrawn  or 
dismissed,  and  40  resulted  in  a settlement  before 
a panel  convened.  Presumably,  these  last-men- 
tioned cases  would  have  been  disposed  of  in  like 
fashion  had  jury  trials  rather  than  panel  hearings 
been  imminent.  It  is  accordingly  difficult  to  see 
what  purpose  was  served  by  the  panel  procedure 
in  those  48  cases.  While  the  statistical  sample 
of  decided  cases,  39,  may  be  too  small  to  draw 
firm  conclusions  about  the  fairness  of  the  process, 
there  is  nothing  in  the  win-loss  ratio  to  per- 
suade patients  that  their  evidence  will  be  fairly 
evaluated  according  to  that  minimum  criterion 
of  “supporting  the  conclusion”  that  their  doctors 
failed  to  meet  the  applicable  standard  of  care. 

The  language  of  the  statute  and  its  operation 
to  date  strongly  suggest  that  the  victim  of  medi- 
cal negligence  is  further  victimized  by  a justice- 
delayed  and  justice-denied  system.  Although 
the  statute  has  thus  far  survived  constitutional 
attack,  I hope  that  a Delaware  court  may  even- 
tually, share  Michigan’s  assessment  of  its  “mal- 
practice crisis”  counterpart: 

“The  present  malpractice  arbitration  system 
does  not  lend  itself  to  public  confidence  but  to 
public  criticism.  The  present  system  does  a dis- 
service not  only  to  the  medical  community  but 
also  the  legal  process  of  this  state.”  Strong  v. 
Oakwood  Hospital  Corp.,  325  N.W.  2d  435,  437 
(1982). 
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“We  believe  the  malpractice  picture  CAN 
change— if  we  first  help  each  other  understand 
the  problems  and  then  tighten  our  controls.” 


Pennsylvania  Casualty  Company’s  physician  executives  discuss  their  roles 
in  the  company’s  ongoing  effort  to  reduce  and  control  malpractice  risks. 


Robert  L.  Lambert,  M.D. 

Medical  Director 

“Our  Medical  Department  focuses 
on  the  clinical  aspects  of  malpractice 
claims  and  suits  the  company 
receives  and  tries  to  point  out  ways 
for  doctors  to  avoid  similar  situations 
in  the  future.  Through  our  reviews, 
we’ve  been  able  to  spot  recurring 
problems  or  emerging  trends  and 
warn  policyholders.  We  don’t  try  to 
serve  as  amateur  attorneys’  or  judge 
the  actions  or  decisions  of  a 
colleague.” 


Joseph  A.  Ricd,  M.D. 

Associate  Medical  Director 

“One  of  the  reasons  I joined 
Pennsylvania  Casualty  Company  is 
because  of  its  true  commitment  to 
help  physicians  curb  losses,  and  more 
importantly,  prevent  malpractice.  That 
commitment  goes  beyond  merely 
worrying  about  lost  dollars;  there  is  a 
genuine  interest  in  improving  the 
quality  of  care  being  rendered. 
Education— something  I believe  in 
strongly— is  the  cornerstone  of  the 
company’s  service  to  policyholders.” 


Clinton  H.  Lowery,  M.D. 

Vice  President,  RiskManagement/GLA. 

“We’re  now  devoting  more  of  our 
risk  management  efforts— already 
extremely  strong  on  the  hospital 
level— to  our  individual  physician 
policyholders.  We’re  here  to  help  you 
deal  with  the  malpractice  assault  on 
our  profession,  and  to  increase  your 
sense  of  security.  Obviously,  we 
cannot  do  this  for  you.  It  must  be 
done  with  you.” 
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PEERING  DOWN  THE  RETROSPECTROSCOPE 


Jane  R.  Roth 


In  the  early  spring  of  1974,  I was  dining  at  the 
Hotel  Intourist  in  Moscow.  The  orchestra  was 
placing  and  manv  diners  were  dancing  to  the 
music.  Someone  bumped  a table,  knocking  a 
wine  glass  to  the  floor.  The  shattered  glass  lay 
in  the  path  to  the  dance  floor,  lending  a crunch- 
ing sound  to  the  footsteps  of  those  passing  by. 
A waiter,  noticing  this,  kicked  the  largest  hunk 
of  glass  under  a nearby  table,  but  left  the  rest. 

I remarked  to  our  Russian  host  that  in  an 
American  restaurant,  the  waiters  would  have 
swept  up  the  glass  as  soon  as  possible  for  fear 
a patron  would  slip  on  the  pieces  and  injure 
himself.  Viktor  replied  “Oh,  but  that  would  be 
his  fault  for  not  looking  where  he  was  walking.” 

The  lesson  I learned  that  evening  was,  of 
course,  a simple  one:  the  American  legal  system 
can  be  effective  in  reducing  the  hazards  we  en- 
counter in  our  daily  lives. 

I now  spend  a great  deal  of  my  professional 
life  defending  physicians  and  hospitals  in  medi- 
cal malpractice  actions.  From  this  experience, 
I have  had  occasion  to  ponder  whether  malprac- 
tice litigation  has  served  any  beneficial  purpose 
in  promoting  better  medical  care  in  our  com- 
munity and  in  our  country7 — whether  it  has 
helped  to  clear  the  broken  glass  from  the  floor 
of  the  phvsician’s  office. 

The  physicians  do  not  seem  to  think  that  it 
has.  I have  discussed  medical  malpractice  with 
many  doctors.  At  a round  table  session  on 
malpractice,  I threw  out  the  question:  “What 
benefits  or  increase  in  quality  of  medical  care 
do  you  think  malpractice  litigation,  or  its  threat, 

i 

Mrs.  Roth,  a grauuate  0f  Smith  and  Harvard  Law  School,  is 
i a member  of  the  firm  of  Richards,  Layton  & Finger. 

This  article  is  reprinted  with  permission  from  Delaware  Lawyer, 
i Summer  1983. 
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has  produced?”  The  doctors  had  a great  deal 
to  sav  about  malpractice  litigation  and  their  dis- 
like of  it,  but  my  question  wasn’t  answered. 

I think  that  this  apparent  belief  of  physicians, 
that  malpractice  litigation  has  served  no  bene- 
ficial purpose,  arises  from  the  fact  that  every 
physician  knows  that  he  may  exercise  his  pro- 
fessional skill  and  experience  according  to  the 
highest  standard  of  care,  but  if  the  patient 
isn’t  cured,  he  may  still  be  sued  and  his  pro- 
fessional reputation  attacked.  This  ever  present 
menace  of  suit  has  caused  physicians  to  treat 
patients  as  potential  adversaries  and  has  de- 
stroyed between  some  physicians  and  patients  the 
personal  relationship  that  may  work,  along  with 
medical  science,  to  help  cure  the  ill. 

Certainly  the  threat  of  being  sued  has  had 
some  tangible  effects  on  the  practice  of  medicine. 
Without  doubt,  the  number  of  x-rays  taken  and 
other  diagnostic  tests  performed  has  been  in- 
flated by  the  malpractice  specter.  Many  of  these 
tests  have  been  needless.  A few  have  turned  up 
unsuspected  problems  or  injuries.  The  fear  that, 
if  the  unsuspected  is  not  discovered,  the  phy- 
sician will  be  accused  of  malpractice,  has  led 
to  the  practice  of  defensive  medicine — to  the 
performance  of  many  tests  that  a physician,  in 
the  exercise  of  his  best  professional  judgment, 
really  doesn’t  think  are  necessary. 

Few  patients  will  protest  that  an  x-ray  isn’t 
needed.  I have  found  myself  in  just  this  situa- 
tion when  I brought  my  son  to  an  emergency 
room  with  a cut  finger.  As  Bud  was  led  off  to 
have  his  finger  x-rayed,  I realized  that  there  was 
no  need  for  the  x-ray.  However,  rather  than 
jumping  up  to  protest,  I sat  back  and  relaxed 
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again,  with  the  reassuring  thought  that  the  cost 
of  the  x-ray  was  covered  by  my  medical  insur- 
ance. 

An  obvious  result  is  that  defensive  medicine 
is  increasing  the  cost  of  our  medical  care  and  of 
our  medical  insurance.  In  addition,  the  cost  of 
the  malpractice  insurance,  necessary  to  protect 
the  physician  and  the  hospital  from  the  conse- 
quences of  being  sued,  is  playing  a significant 
and  increasing  role  in  the  price  we  pay  for  medi- 
cal care.  Here  in  Delaware,  where  malpractice 
premiums  are  considerably  lower  than  in  some 
other  areas  of  the  country,  surgical  specialists  still 
have  a premium  to  pay  that  averages  out  to  a $100 
cost  every  day  the  office  is  opened — a cost  that 
will  ultimately  be  born  by  the  patients.  If  such 
a surgeon  sees  20  patients  a day,  that  is  $5  a 
head  to  cover  the  malpractice  premium. 

Another  example  of  the  cost  to  the  community 
of  high  malpractice  premiums  is  the  growing  im- 
praoticality  of  a semi-active  practice.  Many 
physicians,  as  they  grow  older,  would  like  to 
partially  withdraw  from  practice,  treat  a few 
selected  patients,  and  provide  advice  and  con- 
sultation to  their  colleagues.  However,  such  a 
physician’s  malpractice  premium  will  remain  the 
same  even  though  his  patients  are  fewer.  It 
becomes  economically  impossible  to  practice  at 
less  than  full  patient  load.  The  community  loses 
the  wisdom  and  experience  of  an  elder  physician 
who  can’t  afford  to  cut  down  his  practice  but 
must  cut  it  off  competely. 

I do  not  pretend  that  in  my  defense  of  mal- 
practice cases  I have  not  encountered  instances 
of  negligent  or  incompetent  physicians.  There 
are  physicians  who  attempt  procedures  they  are 
not  capable  of  doing.  There  are  physicians  who, 
although  competent,  have  through  poor  judg- 
ment or  a momentary  lack  of  attention,  com- 
mitted errors.  There  are  also  physicians  who, 
using  all  their  skill,  training  and  experience, 
make  a judgment  that,  with  hind  sight,  is  not 
the  best  decision  for  that  particular  patient. 

A disturbing  aspect  of  medical  malpractice 
is  that,  when  a case  comes  to  trial,  the  point 
that  is  emphasized  to  the  jury  often  is  the  poor 
result  to  the  patient.  Lost  in  a forest  of  scientific 
jargon  is  the  deliberative  process  that  the  phy- 


sician went  through  in  order  to  decide  on  the 
course  of  treatment  he  chose  for  the  patient. 
For  this  reason,  because  of  the  focus  that  the 
plaintiff  will  place  on  result,  the  question  of 
whether  or  not  the  physician  conformed  to  the 
appropriate  standard  of  care  may  lose  its  im- 
portance in  the  eyes  of  a lay  jury.  Yet  this  same 
potential  of  failing  to  distinguish  a well-reasoned 
that  is  emphasized  to  the  jury  often  is  the  poor 
result  from  negligent  treatment  is  what  creates 
the  situation  physicians  find  so  oppressive. 

In  preparing  the  defense  of  a malpractice  suit, 
it  is  particularly  important  to  find  an  expert 
witness  who  not  only  can  support  the  conduct 
of  the  defendant  physician  but  can  do  so  in 
language  which  is  convincing  and  comprehen- 
sible to  the  jury. 

Medical  malpractice  litigation  is,  perhaps  as 
much  as  any  type  of  litigation,  the  arena  of  the 
expert.  It  has  been  recognized  for  years  that  a 
jury  of  laymen  cannot  establish  the  standard 
of  care  required  of  physicians.  The  burden  in 
a malpractice  case  is  on  the  plaintiff  to  demon- 
strate by  expert  testimony  what  is  the  standard 
of  care  required  of  the  defendant  and  how  the 
defendant  failed  to  meet  that  standard.  When 
a plaintiff  has  made  such  a showing,  the  defen- 
dant must  then  produce  testimony  on  the  stan- 
dard of  care,  defendant’s  version,  and  on  the 
fact  that  the  defendant  met  that  standard. 

The  fear  of  the  defense,  when  plaintiff  has 
produced  an  expert,  is  that  the  jury  will  listen 
to  the  evidence  of  injury  to  the  plaintiff,  sup- 
ported by  plaintiff’s  expert’s  testimony  on  viola- 
tion by  the  defendant  of  his  duty  of  care  to 
plaintiff,  and  that  the  jury  will  decide  for  plain- 
tiff on  that  basis,  without  giving  sufficient  cre- 
dence to  the  testimony  of  defendant’s  expert. 

This  apprehension  of  the  defense  is  particu- 
larly heightened  when  plaintiffs  bring  in  a “travel- 
ing expert” — a physician  whose  primary  occu- 
pation is  not  practicing  medicine  but  testifying 
in  court  on  the  practice  of  medicine.  Such 
“traveling  experts”  seem  to  testify  primarily  on 
behalf  of  plaintiffs.  The  credentials  of  many 
of  them  do  not  bear  up  their  qualifications  to 
testify  on  the  aspect  of  medical  care  that  may 
be  in  litigation. 
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During  the  first  half  of  the  1970s,  certain  such 
“traveling  experts”  showed  up  in  Delaware.  A 
surgeon,  partially  crippled  by  polio  and  no  longer 
able  to  endure  the  physical  demands  of  major 
surgery,  joined  the  ranks  of  the  “traveling  ex- 
perts" and  came  to  Wilmington  to  testify  on  the 
standard  of  care  required  in  performing  vasec- 
tomies for  sterilization.  It  became  apparent 
that  this  physician  had  not  performed  a vasec- 
tomy in  15  to  20  years,  and  then  not  for  steriliza- 
tion but  as  part  of  surgery  to  remove  the  pros- 
tate. In  the  ensuing  years  the  technique  of 
vasectomies  had  changed  considerable  in  view 
of  the  increasing  demand  for  sterilizations. 
However,  the  jury,  hearing  the  expert’s  testimony 
that  just  because  the  vasectomy  had  not  been 
successful,  it  must  have  been  negligently  done, 
found  in  favor  of  plaintiffs. 

In  the  above  case,  the  Court  did,  after  the 
verdict,  rule  that  plaintiffs’  expert  was  not  quali- 
fied and  ordered  a new  trial.  Peters  v.  Gelb, 
Del.  Super.,  303  A.2d  685  (1973),  (iff cl  314  A.2d 
901.  Nevertheless,  this  is  an  example  of  the 
persuasive  power  of  an  unqualified  expert  wit- 
ness to  sway  a lay  jury. 

In  reaction  to  the  threat  of  such  a peripatetic 
expert,  ready  to  testify  on  the  practice  of  any 
medical  specialty  in  any  part  of  the  country, 
the  Delaware  legislature  did,  in  enacting  the 
Malpractice  Insurance  and  Litigation  Act,  Title 
18,  Chapter  68,  of  the  Delaware  Code,  create 
standards  for  the  qualifications  of  experts.  These 
standards  are  intended  to  limit  experts  to  those 
who  have  actual  knowledge  of  the  standard  of 
medical  care  in  Delaware  or  those  who  come 
from  adjoining  communities,  such  as  Baltimore 
or  Philadelphia,  where  there  is  a contact  and 
communication  between  medical  communities 
that  will  ensure  that  an  expert,  when  testifying 
on  standards  of  care,  is  testifying  on  standards 
applicable  in  Delaware. 

Plaintiffs  have  for  years  complained  of  a con- 
spiracy of  silence  in  the  medical  community. 
The  claim  is  that  one  physician  will  not  testify 
against  a fellow  physician. 

My  experience  has  been  that,  in  a case  of 
physician  malpractice,  there  are  doctors  who 
will  recognize  a responsibility  to  testify  for  the 
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plaintiffs  and  will  do  so.  Nevertheless,  plain- 
tiffs and  their  attorneys  seem  more  concerned 
about  a poor  result  for  plaintiff  rather  than  any 
actual  negligence  which  max-  have  caused  that 
result.  Those  cases  where  plaintiffs  are  unable 
to  find  an  expert  are  frequently  just  those  where 
there  has  been  a poor  result  without  any  negli- 
gence on  the  part  of  the  physician. 

Plaintiffs  have  another  tactic  to  avoid  this 
stumbling  block  of  the  lack  of  an  expert  witness. 
They  plead  lack  of  informed  consent:  “If  the 
doctor  had  told  me  about  the  risk  of  this  com- 
plication, I never  would  have  had  the  surgery.” 
The  doctor  says  he  did  tell  the  patient.  The 
patient  swears  that  he  didn’t.  The  whole  issue 
then  rests  on  the  credibility  of  the  parties.  No 
wonder  the  legal  world  seems  like  madness  to 
the  medical  community  when,  no  matter  how 
careful  or  diligent  a physician  may  have  been, 
his  vindication  in  a lawsuit  rests  on  a swearing 
match  between  him  and  the  patient. 

Studies  have  also  demonstrated  that  a patient 
may  not  recall  what  a surgeon  explained  prior 
to  an  operation.  When  a recording  or  videotape 
of  the  conversation  is  played  back  for  the  pa- 
tient, it  is  met  with  frank  disbelief  that  the  con- 
versation really  did  occur.  A patient  with  a 
serious  illness  facing  major  surgery  may  not  be 
thinking  about  what  the  doctor  is  telling  him. 
Instead  of  hearing  what  is  being  said,  he  is  think- 
ing “will  I live,”  or  “will  I be  disabled,”  or  ’’will 
I be  able  to  bear  the  pain.”  Therefore,  the 
credibility  decision  for  the  jury  may  be  between 
a plaintiff  and  a defendant  who  both  sincerely 
believe  they  are  telling  the  truth. 

From  the  defense  point  of  view,  in  preparing 
such  a case  for  trial,  it  is  important  to  find  any 
scrap  of  evidence  that  corroborates  your  phy- 
sician’s testimony.  This  may  be  the  doctor’s 
office  notes,  plaintiff’s  answers  to  interrogatories, 
statements  made  by  the  plaintiff  to  others,  notes 
in  the  hospital  record,  or  whatever  you  can 
dredge  up. 

Another  tactic  used  by  plaintiffs  to  avoid  the 
necessity  of  an  expert  witness  is  the  claim  that 
the  poor  result  of  the  treatment  in  and  of  itself 
is  evidence  of  negligence,  res  ipsa  loquitur.  Case 
law  has  developed  in  Delaware  that,  if  the  bad 
result  occurred  in  a certain  percentage  of  the 
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cases  of  the  procedure  involved,  the  doctrine  of 
res  ipsa  loquitur  was  not  applicable.  This  could 
lead  to  a barrage  of  statistics:  In  one-half  per- 
cent to  two  percent  of  the  cases  where  a bi- 
lateral tubal  ligation  is  properly  performed,  the 
patient  still  becomes  pregnant.  Coleman  v.  Gar- 
rison, Del.  Super.,  327  A. 2d  757  (1974),  aff’d 
349  A. 2d  8.  In  two  percent  of  properly  per- 
formed thyroidectomies,  the  recurrent  laryngeal 
nerve  is  injured.  DiFilippo  v.  Preston,  Del.  Su- 
pr„  173  A. 2d  333  (1961). 

Again  a physician  could  find  himself  in  an 
anomalous  position — would  he  be  able  to  find 
published  statistics  that  would  force  the  plain- 
tiff to  find  an  expert  and  not  just  make  a lay- 
man’s accusation  in  court  based  on  the  poor 
result. 

In  Delaware  at  the  present,  we  have  statutorily 
defined  the  instances  where  the  negligence  is  so 
blatant  that  no  expert  is  required  of  plaintiffs. 
These  situations  are  1)  where  a foreign  object 
was  unintentionally  left  within  the  body  follow- 
ing surgery;  2)  where  an  explosion  or  fire  origi- 
nating in  a substance  used  in  treatment  occurred 
in  the  course  of  treatment  or  3 ) where  a surgical 
procedure  was  performed  on  the  wrong  patient 
or  the  wrong  organ,  limb  or  part  of  the  patient’s 
body.  18  Del  C.  §6853. 

This  statute,  fortunately,  has  gotten  us  out  of 
the  statistics  game.  But  there  are  still,  I feel, 
too  many  other  games  that  a physician  must 
face  when  he  has  been  sued  for  malpractice: 
Will  it  be  a contest  of  credibility;  is  the  plain- 
tiff’s expert  judging  the  propriety  of  the  defen- 
dant’s conduct  with  an  understanding  of  what 
was  available  to  defendant  under  the  circum- 
stances; is  hindsight — the  retrospectroscope — dis- 
torting an  evaluation  of  what  the  defendant 
should  have  known  and  done  at  the  time  of 
treatment;  has  plaintiff’s  attorney  evaluated  the 
case  to  determine  if  there  was  improper  treat- 
ment or  did  he  file  suit  just  on  the  basis  of  the 
poor  result;  what  does  the  plaintiff  have  to  lose 
because  he  only  has  to  pay  his  attorney  if  he 
wins — why  not  roll  the  dice  and  see  what  hap- 
pens. 

Plaintiffs’  attorneys  proclaim  that  a man  in- 
jured by  a physician  negligently  driving  an  auto- 


mobile should  have  no  greater  burden  to  recovery 
than  a man  injured  by  a physician  negligently 
wielding  a scalpel.  I disagree.  Almost  all  of 
us  drive  and  know  the  rules  of  the  road.  Any 
attorney  filing  suit  based  on  a collision  at  an  in- 
tersection can  understand  the  elements  of  negli- 
gence involved.  This  is  not  so  in  a medical 
malpractice  case — the  plaintiff’s  attorney  rarely 
can  comprehend  whether  or  not  the  physician 
defendant  met  the  appropriate  standard  of  care 
required  of  him.  In  too  many  instances,  the 
plaintiff’s  attorney  will  file  suit  for  a poor  result, 
without  having  made  the  determination  that 
there  was,  in  fact,  malpractice. 

As  long  as  a physician  faces  the  threat  of  losing 
a malpractice  case  to  jury  sympathy  for  the  plain- 
tiff— despite  the  physician’s  conscientious  treat- 
ment of  the  patient  with  all  appropriate  skill 
and  judgment — the  medical  community  will  con- 
tinue to  view  medical  malpractice  litigation  with 
hostility.  Their  professional  reputation  can  be 
attacked  and  their  professional  performance  can 
be  condemned  despite  the  exercise  of  all  proper 
care. 

We  have  gradually  created  safeguards  to  pre- 
vent a physician’s  performance  from  being  judged 
by  persons  unqualified  to  establish  the  standard 
of  care  required  of  physicians.  The  standard 
of  care  must  be  established  for  the  jury  by  expert 
witnesses.  The  Malpractice  Insurance  and  Liti- 
gation Act  provides  for  a panel  of  two  physicians, 
two  laymen  and  an  attorney  to  hear  medical  mal- 
practice cases  and  to  determine  if  the  physician 
defendant  met  the  appropriate  standard  of  care. 
However,  these  safeguards  do  not  prevent  an  un- 
justified suit  from  being  brought. 

Unless  and  until  plaintiffs  can  be  prevented 
from  bringing  suit  on  bad  result  alone — by  hav- 
ing to  find  an  expert  witness  before  suit  is  filed 
or  by  having  to  pay  their  lawyers  if  they  lose 
or  even  by  having  to  pay  defendant’s  lawyers 
if  suit  is  unjustified,  medical  malpractice  litiga- 
tion will  not  be  considered  by  physicians  as  a 
'part  of  the  legal  process  beneficial  to  the  practice 
of  medicine.  They  will  look  upon  it  as  a hazard 
to  their  reputation  that  may  bear  no  relation  to 
their  skill  and  care.  As  such,  it  is  broken  glass 
in  the  physician’s  path  that  may  trip  him  up  no 
matter  how  careful  he  is. 
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YOU  CAN'T  WIN  FOR  LOSIN' 


Carl  I.  Glassman,  M.D. 


I accept  your  invitation  to  publicly  air  my 
views  regarding  malpractice  activities  in  the 
State  of  Delaware.  I write  as  a private  citizen — 
practitioner  of  medicine.  I do  not  purport  to 
represent  the  views  of  the  State  Medical  Society 
of  Delaware,  but  I should  not  be  surprised  if 
my  sentiments  were  shared  by  many  of  my  col- 
leagues. 

A recent  experience  in  the  malpractice  arena 
gave  me  an  opportunity  to  organize  some  of  my 
thoughts  which  had  previously  been  only  theo- 
retical. 

I was  advised  that  I should  look  upon  the 
lawsuit  as  no  more  meaningful  than  an  auto- 
mobile accident  case  or  any  other  case  covered 
by  insurance.  Impossible!  A malpractice  law- 
suit against  me  was  a personal  assault.  A suit 
charging  me  with  negligence  was  an  assault  upon 
my  honor,  my  technical  ability,  my  medical 
judgment,  my  self  respeot.  Such  a suit  was  a 
threat  to  my  security. 

Dr.  Glassman  is  a senior  in  the  Department  of  Surgery  at  The 
Wilmington  Medical  Center. 

This  article  is  reprinted  with  permission  from  Delaware  Lawyer , 
Summer  1983. 


My  counselor  did  a splendid  job  of  represent- 
ing my  best  interests.  The  State  did  a superb 
job  in  providing  me  with  a highly  selected  jury 
of  my  peers.  The  judge,  impeccably  impartial, 
presided  serenely.  But  to  my  dismay,  I found 
myself  an  observer  at  a game,  a game  being  played 
among  the  attorneys  and  the  judge.  I found 
that  the  jury’s  avenue  to  enlightenment  and  truth- 
ful information  was  through  the  advocacy  sys- 
tem only.  It  mattered  little  that  the  jury  might 
not  have  understood  the  information  presented 
to  them.  At  the  request  of  both  attorneys  the 
jury  was  denied  the  opportunity  to  question  any 
of  the  technical  testimony  or  factual  information 
presented.  My  lawyer  explained  to  me  that  per- 
mission to  question  might  lead  the  jury  to  paths 
of  information  unfavorable  to  the  case  being 
made  by  the  lawyer.  The  judge  explained  to 
the  jury  that  the  proceeding  was  an  advocacy 
exercise.  It  was  the  responsibility  of  each  at- 
torney to  make  his  case  as  lucid  as  possible. 
The  implication  was  clear:  if  the  attorney 
couldn’t  make  his  case  clear  enough  to  satisfy 
the  jury,  his  client  would  lose.  Justice,  then, 
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depended  upon  the  skill  of  the  attorneys  and 
not  necessarily  upon  the  truth. 

Even  before  the  trial,  I had  felt  at  a disad- 
vantage, even  impotent,  during  negotiations  over 
the  criteria  for  expert  witnesses.  The  key  wit- 
ness in  the  prosecution’s  case  was  a medical 
man  who  had  never  been  in  an  operating  room 
in  his  life.  Yet  he  was  permitted  bv  the  defense 
counsel,  the  plaintiff’s  counsel,  and  the  court,  to 
render  surgical  opinion  as  an  expert.  This  ac- 
ceptance of  the  non-expert-expert  was  part  of 
the  game  being  played  by  the  participants  in 
the  courtroom.  The  counselors  and  the  judge 
knew  the  man  was  not  an  expert,  but  negotia- 
tions among  the  game  players  established  him 
as  one.  To  me,  a very  interested  observer  at 
the  game,  arose  the  vision  of  the  World  War  I 
dog  fight  between  the  Red  Baron  in  his  Fokker 
and  Sir  Gledhill  Thrashbottom  in  his  Spad  . . . 
both  pilots  careening  wildlv  across  the  sky, 
their  white  scarves  lashing  brilliantly  in  the 
slip  streams  of  their  open  cockpit  airplanes,  their 
combat  rich  with  the  chivalry  of  the  great  knights 
of  medieval  times.  At  the  conclusion  of  their 
wild  encounter,  each  ace,  spent  of  ammunition, 
saluted  the  other  by  dipping  wings  and  gestur- 
ing nobly  with  a wave  of  the  hand  to  a worthy 
opponent,  and  then  flew  off  into  his  separate 
skv.  The  war  thev  fought  was  of  little  conse- 
quence. The  game  of  chivalry  was  all  important. 

From  the  moment  the  suit  was  instituted,  I 
found  myself  in  a cannot-win,  must-lose  position. 
No  matter  who  won  the  case,  I was  to  be  a 
loser.  I was  to  lose  sleep.  I was  to  lose  a degree 
of  privacy  which  I had  previously  enjoyed.  I 
was  to  lose  reputation  bv  accusation.  I was  to 
lose  reputation  vet  again  at  the  hands  of  inac- 
curate journalists.  I was  to  lose  financially  for 
the  many  hours  I spent  away  from  mv  practice 
because  of  the  time  devoted  to  litigation.  And 
I was  to  lose  the  convenience  of  available  and 
economical  insurability.  Even  before  mv  case 
reached  the  courtroom,  and  despite  the  fact  that 
this  was  the  first  case  against  me  in  a twenty-five 
(25)  vear  history  of  surgical  practice,  mv  in- 
surance carrier  summarily  discontinued  mv  cov- 
erage. 

At  the  same  time  that  I was  guaranteed  to  be 
a loser,  the  plaintiff  found  himself  in  the  enviable 


position  of  being  in  a cannot-lose,  mav-win  status. 
He  had  nothing  at  risk.  Indeed,  he  had  every- 
thing to  win  and  a front  row  seat  at  the  best 
show  in  town. 

It  seems  to  me  that  the  law’s  self-satisfied 
claims  of  even-handed  justice  could  be  better 
made  if  the  plaintiff  as  well  as  the  defendant 
were  at  risk.  If  the  plaintiff  be  indigent  and  has 
truly  nothing  to  lose,  then  perhaps  his  counselor 
might  be  put  at  risk.  Duck  hunting  is  not  much 
of  a sport  for  ducks — only  for  the  hunters. 

I believe  that  a partial  solution  to  the  problem 
of  the  mounting  cost  of  medical  insurance  might 
be  found  by  placing  both  parties  at  risk  in  such 
proceedings.0 

The  discomforts,  inconveniences  and  disap- 
pointments which  I have  described  so  far  pale 
into  insignificance  next  to  the  monstrous  concern 
I have  for  the  evolving  distortion  in  the  practice 
of  medicine  in  this  consumer-oriented,  litigious 
society.  I object  to  being  put  into  the  position 
where  mv  first  concern  is  not  for  the  patient’s 
welfare  but  for  those  things  I can  do  for  his 
welfare  within  the  limits  of  what  is  safe  for  my 
tail.  I long  for  the  bygone  dav  when  my  very 
best  efforts  were  dictated  bv  nothing  more  than 
mv  concern  for  mv  patient.  The  great  majority 
of  patients  benefited  from  this  total  dedication 
to  their  welfare.  ( A few  patients  undoubtedly 
suffered  from  mistakes  of  omission  or  commission 
which  I,  as  a human  being,  made  in  the  pursuit 
of  mv  practice  for  their  best  interests.  I make 
no  fewer  mistakes  now  than  I made  then,  but 
now  I am  limited  in  what  I can  do  for  the  pa- 
tient’s best  interest.)  The  patient  doesn’t  realize 
it,  but  he  and  I both  sit  with  the  sword  of 
Damocles  dangerously  poised  above  our  heads. 
The  sword  threatens  the  patient  since  he  is  de- 
prived of  absolute  dedication  on  the  part  of  a 
physician  in  fear  of  litigation.  The  physician, 
of  course,  expects  the  fall  of  the  sword  at  any 
time  a result  does  not  suit  the  patient’s  fancy. 

Some  middle  ground  must  be  found  where 
the  physician  can  practice  without  fear  of  frivo- 
lous attacks  and  where  the  patient  will  be  pro- 
tected under  the  law  against  negligent  medical 
practice.  It  is  lawyers  who  write  the  laws  and 
who  modify  them  and  it  will  have  to  be  lawyers 
who  find  a solution. 
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Although  a physician’s  response  to  a malprac- 
tice action  is  as  predictable  as  sunshine  in  Florida, 
the  reader  should  not  delude  himself  into  believ- 
ing that  malpractice  litigation  is  a disease  limited 
to  the  medical  profession.  “Their  case  may  any 
day  be  yours,  my  dear,  or  mine.”  The  profes- 
sional doctor  suer  will  not  long  limit  his  horizons 
to  the  medical  profession.  Every  professional  will 
eventually  fall  prey  to  his  form  of  bounty  hunt- 
ing. Unless  a drastic  alteration  in  course  of  pro- 
fessional malpractice  litigation  is  effected,  every 
professional  can  confidently  look  forward  to  a 
situation  in  which,  after  a great  deal  of  discom- 
fort, insult,  shame,  and  untold  expense,  a jury 
finds  him  faultless,  the  court  folds  its  tent,  and 
all  the  players  leave.  The  professional  suer  shrugs 
his  shoulders,  sighs  with  regret,  and  mutters  to 
himself,  “Better  luck  next  time”.  No  apologies 
are  offered.  There  is  no  redress  of  the  griev- 
ances of  the  defendant.  There  is  not  even  an 
offer  to  pay  his  expenses. 

You  can’t  win  for  losin’. 


MEDICAL  DIRECTOR 

A multi-national  insurance  company  located 
in  Wilmington,  Delaware,  has  an  opening 
for  a Medical  Director. 

We  are  seeking  an  experienced  physician 
with  five  years'  background  in  Life  Under- 
writing. Areas  of  responsibility  will  include 
employee  physicals  and  underwriting  con- 
sultations. Part-time  hours  would  be  a 
possibility. 

We  offer  a competitive  salary,  a company- 
sponsored  benefits  program  for  full-time 
employees,  and  a challenging  working  en- 
vironment. If  interested,  please  contact  the 
Director  of  Human  Resources. 

ALICO 

BOX  2226 

T 2th  and  Market  Streets 
Wilmington,  DE  19899 

(302)  478-3776 

Equal  Opportunity  Employer 


loin  a 

medical  team 
that  Guards 

your 

community 
and  state. 

As  a physician  in  the  Army 
National  Guard,  you  can  broaden 
your  medical  experience  and  life 
experience.  Youll  start  as  an  officer, 
enjoying  all  the  privileges  and  pres- 
tige rank  can  bring.  And  you  can 
attend  professionally  approved 
courses  at  no  cost.  Best  of  all,  you'll 
be  helping  people  in  your  state 
and  local  community.  People  who 
really  need  your  special  skills.  For 
more  information,  contact  your 
Army  Guard  recruiter. 

MAJ  CAROL  HARRINGTON 
(302)  995-8512 
1-800-292-9608  in  DE 


The  Guard  Is 
America  at  its  best. 


ARMY 


NATIONAL 

GUARD 
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One  Patient  in  Every  Ten  Will 
Contract  a Nosocomial  Infection 


Imagine  how  much  easier  control  of 
nosocomial  infections  would  be  if  you 
could  eliminate  the  major  causes  almost 
effortlessly.  The  Sani-Fresh  handwashing 
system  is  designed  to  do  just  that,  more  ef 
fectively,  more  efficiently,  and  at  less  cost 
than  any  other  method  now  in  use.  How? 
By  ingeniously  dispensing  laboratory-fresh 
hand  cleansers  from  an  untouchable  and 
disposable,  airtight  system  which  not  only 
eliminates  a fertile  breeding  ground  for  ai 
borne  septic  microorganisms,  but  also 
reduces  the  incidence  of  handborne 
person-to-person  infections. 

Equally  important,  the  mild  and  fragram 
Sani-Fresh  cleansers  with  luxurious  lathers 
are  so  simply  dispensed  that  the  all- 
important  hand  washing  procedures 
become  a pleasant  experience  rather  than 
a chore  all  too  often  neglected. 


INTERNATIONAL,  INC. 

IODO-SAN™ 

"Low"  iodine  wash  for  non-surgical  use,  it  compresses  the 
power  of  high  content  iodine  formulas  into  a lower  iodine 
formulation  while  eliminating  problems  of  staining,  odor 
and  skin  harshness.  Biodegradable  and  pH  balanced. 

ULTRA-SILK™  GENTLE  WASH 

Concentrated  yet  exceptionally  gentle  cleanser,  with  syn- 
thetic sebum,  which  replenishes  natural  oils  removed  by  fre 
quent  washing  or  exposure  to  skin-drying  elements. 

Biodegradable  and  pH  balanced 

ALCO-SAN™ 

A new  concept  in  virtually  instant  hand  cleansing  without 
water.  A concentrated  isopropyl  alcohol  gel  formula 
chemically  blended  with  a rich  emollient,  and  pH  balanced 

PARA-SAN™ 

This  preservative  agent  has  been  proven  to  be  effective 
against  gram  positive  and  gram  negative  bacteria,  including 
pseudomonas.  Biodegradable,  pH  balanced 

Gentle  Lotion  Cleanser 

This  concentrated,  pleasantly  scented  lotion  cleans  and 
conditions  with  a luxurious  lather. 

YOUR  ONE  STOP  MEDICAL  CLEANING  SUPPLY  CENTER 

f 


poper&  chemical  co. 


WILMINGTON  DOVER 

(302)  655-7586  (302)  697-3153 


Letters  to  the  Editor 


MORE  ON  ETHICS  OF  DRGs 

To  the  Editor: 

The  “Ethics  of  DRGs”  editorial  in  the  January 
1984  issue  of  Delaware  Medical  Journal  recounts 
a real  horror  story.  Practicing  physicians  are 
in  debt  to  the  Delaware  Medical  Journal  for 
alerting  us  to  the  very  real  problems  in  ethics 
and  common  sense  management  of  our  patients 
which  we  shall  be  encountering  when  DRGs 
are  part  of  our  every  day.  Now  is  the  time 
when  individually  and  via  our  medical  societies 
we  should  start  thinking  of  what  we  can  do 
about  it. 

David  Platt,  M.D. 

DR.  CHEFF  NOT  THE  ONLY  ONE 

To  the  Editor: 

Noting  in  the  December  1983  Delaware  Medi- 


cal Journal  an  editorial  statement  that  Dr.  Cheff 
was,  as  far  as  was  known,  the  only  Delaware 
physician  ever  to  die  on  a battlefield,  I want  to 
tell  you  of  a second.  Colonel  (and  Dr.)  John 
Haslet  was  killed  on  the  field  at  the  battle  of 
Princeton  on  January  3,  1777. 

Haslet,  an  Irish  immigrant,  was  a Kent  County 
doctor  before  he  entered  the  army,  where  he  was 
the  colonel  commanding  the  Delaware  Regiment 
in  several  battles. 

There  is  an  excellent  account  of  him  in  the 
article  “Who  Was  Colonel  John  Haslet  of  Del- 
aware” by  Ernest  J.  Moyne,  in  Delaware  History 
(1969;  4:283-300).  He  was  the  most  famous 
Delaware  battle  casualty  in  the  Revolution. 

John  A.  Munroe,  Ph.D. 

Dr.  Munroe  is  a H.  Rodney  Sharp  Professor  Emeritus  in  the 
Department  of  History,  University  of  Delaware,  Newark,  Dela- 
ware. 


DOCTOR,  PLANNING  TO  RELOCATE? 

If  you  are  moving,  or  planning  to,  please  let  us  know  so  that  you  won’t 
miss  a single  issue  of  the  Journal.  Just  fill  out  the  form  and  mail  it  to: 
Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilmington,  Del- 
aware 19806. 


OLD  ADDRESS: 

NAME 

ADDRESS  

CITY  

STATE ZIP  CODE 

TELEPHONE  

DATE  EFFECTIVE 


NEW  ADDRESS: 

NAME 

ADDRESS  

CITY  

STATE ZIP  CODE 

TELEPHONE  
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Eighteenth  Annual  Main  Line  Conference  

"CURRENT  CONCEPTS  IN  MEDICINE  FOR  THE 

PRACTICING  PHYSICIAN” 

Thursday,  Friday  and  Saturday 
May  3, 4 and  5, 1984 

VALLEY  FORGE  HILTON  • KING  OF  PRUSSIA,  PA. 

Sponsored  by 

THE  BRYN  MAWR  HOSPITAL 

In  affiliation  with  Jefferson  Medical  College 

GUEST  SPEAKERS  INCLUDE: 

Charles  A.  Kallick,  M.D. 

Cook  County  Hospital 

Richard  S.  Rivlin,  M.D. 

Memorial  Sloan-Kettering  Cancer  Center 

Arnold  E.  Andersen,  M.D. 

Johns  Hopkins  Medical  Institutions 

Joseph  N.  DiGiacomo,  M.D. 

University  of  Pennsylvania 

Alvin  F.  Goldfarb,  M.D. 

Jefferson  Medical  College 

J.  Ingram  Walker,  M.D. 

Duke  University  Medical  Center 


PROGRAM  INCLUDES: 

• Unknown  Fever 

• Obesity  and  Anorexia 

• Hypertension 

• Arrhythmias 

• Oliguria 

• Breast  Cancer 

• Hormone  Therapy 

• Diabetes 

• Which  Test? 

• 26  Concurrent  Clinics 


ACCREDITATION: 

AMA 

As  an  organization  accredited  for  continuing  medical 
education,  the  Jefferson  Medical  College  designates  this 
continuing  medical  activity  as  meeting  the  criteria  for  20 
credit  hours  in  Category  I of  the  Physician's  Recognition 
Award  of  the  American  Medical  Association. 

PMS 

AAFP 

This  program  has  been  reviewed  and  is  acceptable  for  20 
Prescribed  hours  by  the  American  Academy  of  Family 
Physicians. 

AO  A and  ACGPOMS  approved 


FOR  INFORMATION  WRITE: 

Harold  J.  Robinson,  M.  D. 

Director,  Main  Line  Conference 
The  Bryn  Mawr  Hospital 
Bryn  Mawr,  Pennsylvania  19010 

Registration  Fee:  $185.00 
(includes  3 luncheons,  cocktails  and  dinner) 
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PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES,  1983 
Part  II 


REPORTS  OF  SPECIAL  COMMITTEES 

COMMITTEE  ON  AGING 

The  Committee  on  Aging  met  once  during  the  year 
of  1983  on  June  23rd  at  the  Academy  of  Medicine. 

The  main  subject  of  discussion  at  that  meeting  was 
a matter  of  concern  to  the  New  Castle  County  Medical 
Society.  It  was  brought  to  the  attention  of  the  Com- 
mittee on  Aging  of  the  Medical  Society  of  Delaware 
that  several  physicians  in  the  community  had  expressed 
concern  about  the  smoking  habits  and  privileges  at  sev- 
eral of  the  Senior  Centers  around  the  Wilmington  area. 
Further  concern  was  expressed  that  meals  may  have 
been  somewhat  inappropriate  for  the  senior  citizens  at 
some  of  these  same  centers. 

As  the  Aging  Committee  we  were  asked  to  discuss 
this  situation  and  make  some  type  of  recommendation. 
It  was  the  consensus  of  the  Committee  that  the  Com- 
mittee had  no  real  authority  in  this  area  and  that  it  would 
be  more  appropriate  for  individual  physicians  who  either 
had  patients  at  these  institutions  or  who  service  these 
institutions  to  initiate  an  educational  process  regarding 
proper  nutrition  and  smoking  habits.  It  was  felt  that 
physicians  with  first-hand  experience  could  probably  be 
identified  to  initiate  an  educational  program,  and  it  was 
further  suggested  that  organizations  such  as  the  Lung 
Association  might  be  willing  to  get  involved  and,  in  fact, 
might  have  educational  materials  available  for  use.  There 
are  a number  of  disjointed  social  service  agencies  and 
facilities  throughout  the  New  Castle  County  area,  none 
of  which  have  a common  avenue  of  communication; 
therefore,  it  has  to  be  done  on  a situation  by  situation 
basis. 

No  other  significant  matters  have  come  to  our  atten- 
tion during  the  course  of  the  year,  and  we  have  had  no 
contact  with  the  Division  of  Aging  for  any  consultation 
or  advice.  The  chairman  continues  to  hope  that  in  the 
future  the  State  of  Delaware  might  consult  us  in  imple- 
menting their  long-term  care  system;  however,  since  the 
publication  of  the  manual  in  that  regard  in  July  of  1982, 
to  our  knowledge  very  little  has  happened  for  which 
we  could  have  had  any  input. 

Stephen  L.  Hershey,  M.D. 

Chairman 

(The  report  was  filed.) 
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COMMITTEE  ON  THE 
ALFRED  I.  du  PONT  INSTITUTE 

The  annual  meeting  of  the  Committee  on  the  Alfred 
I.  du  Pont  Institute  was  hosted  by  the  Alfred  I.  du  Pont 
Institute  on  November  8,  1983.  A tour  of  the  new  out- 
patient facilities  was  conducted,  and  needless  to  say 
the  members  were  quite  impressed. 

Speaking  for  all  those  who  were  there,  there  is  no  ques- 
tion that  under  the  direction  of  Dr.  G.  Dean  MacEwen, 
our  host,  the  Alfred  I.  du  Pont  Institute  is  prepared  to 
continue  to  be  one  of  the  most  renowned  institutions  of 
its  type  in  the  world,  and  that  Delaware  is  fortunate  to 
have  it  so  available  to  its  citizens  and  to  the  local  medi- 
cal community. 

Forty-eight  percent  of  all  patients  referred  to  the  In- 
stitute are  from  Delaware,  and  ninety-two  percent  are 
from  within  a radius  of  100  miles.  Furthermore,  forty 
percent  of  the  cost  of  all  care  given  is  to  patients  unable 
to  contribute  to  their  own  care  either  in  full  or  in  part, 
a practice  that  is  a continuation  of  the  aims  and  desires 
of  the  Institute’s  benefactor. 

Ignatius  J.  Tikellis,  M.D. 

Chairman 

( The  report  was  filed. ) 


COMMITTEE  ON  ALTERNATIVE  METHODS 
OF  HEALTH  CARE  DELIVERY  AND 
HEALTH  PLANNING 

During  the  past  year,  the  Committee  has  been  active 
in  its  investigation  of  Alternative  Methods  of  Health  Care 
Delivery.  The  past  year  has  seen  the  opening  of  a closed 
panel  Health  Maintenance  Organization  by  Blue  Cross- 
Blue  Shield  in  the  Christiana-Stanton  area,  with  an 
initial  goal  of  5,000  patients  and  a projected  goal  of 
35,000  patients. 

The  Committee  has  pursued  an  active  investigation 
of  Health  Maintenance  Organizations  that  would  be 
suitable  for  the  Medical  Society  of  Delaware.  The  initial 
efforts  were  with  the  Martin  E.  Segal  Company  to  form 
an  Independent  Practice  Association  in  conjunction  with 
the  State  of  Delaware  and  its  Employee  Benefit  Program. 
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There  was  further  investigation,  including  an  on-site  visit 
by  Drs.  Anthony  L.  Cucuzzella  and  Henri  F.  Wendel, 
with  a successful  Medical  Society-sponsored  Independent 
Practice  Association  in  Cincinnati,  Ohio. 

At  the  July  5,  1983  meeting  of  the  Committee,  Mr. 
Alfred  E.  Meyer,  President  of  Greater  Delaware  Valley 
Health  Care,  Inc.,  gave  a presentation  regarding  the 
plans  of  the  Greater  Delaware  Valley  Health  Mainte- 
nance Organization  in  Delaware. 

At  the  July  26,  1983  meeting,  three  proposals  were 
made  to  the  entire  Committee:  1)  The  Medical  Society 
of  Delaware  should  not,  itself,  finance  and  start  an 
Independent  Practice  Association;  2)  The  Medical  So- 
ciety of  Delaware  should  investigate  the  possibility  of 
co-sponsoring  an  Independent  Practice  Association  in 
northern  Delaware  with  Greater  Delaware  Valley  Health 
Care;  3)  The  Medical  Society  of  Delaware  should  in- 
vestigate the  possibility  of  Blue  Cross  and  Blue  Shield 
of  Delaware  co-sponsoring  an  Independent  Practice  Asso- 
ciation with  the  Medical  Society  of  Delaware. 

It  was  the  consensus  of  the  Committee  that  proposals 

( 1 ) and  ( 3 ) should  be  adopted  and  the  Medical  Society 
should  approach  Blue  Cross  and  Blue  Shield  and  other 
health  insurance  companies  for  a feasibility  study  regard- 
ing the  co-sponsoring  of  an  Independent  Practice  Asso- 
ciation with  the  Medical  Society  of  Delaware.  Proposal 

(2)  was  rejected,  and  it  was  the  consensus  of  the  Com- 
mittee that  we  do  not  seek  co-sponsorship  of  an  IPA  with 
Greater  Delaware  Valley  Health  Care  at  this  time. 

Blue  Cross  and  Blue  Shield  of  Delaware  is  currently 
investigating  the  feasibility  of  offering  an  Independent 
Practice  Association  and  co-sponsorship  with  the  Medical 


Medical  Office 

Rent-Free  for  Three  Months 

(if  leased  by  June  15,  1984) 


Windy  Hills  Professional  Center 
Kirkwood  Highway,  Newark 
980  square  feet,  full-service  lease. 

Call  Joan  Cochran  today  on  (302)  368-9166. 


% 

Patterson  Schwartz 

feattors 


Society  of  Delaware,  in  addition  to  its  present  closed 
panel  Health  Maintenance  Organization.  A decision  from 
Blue  Cross  and  Blue  Shield  is  expected  in  early  Novem- 
ber and  may  be  available  at  the  time  of  the  Annual 
Meeting. 


Anthony  L.  Cucuzzella,  M.D. 

Chairman 


( The  report  was  filed. ) 


CULTURAL  AND  HISTORICAL  COMMITTEE 


An  extensive  oral  history  project  has  been  the  high- 
light of  an  active  year  for  the  Cultural  and  Historical 
Committee.  This  project  has  involved  29  recorded  inter- 
views with  older  Delaware  physicians. 

Those  interviewed  were  asked  what  have  been  the 
most  important  changes  in  the  practice  of  medicine  in 
their  specialties  from  the  time  they  began  practicing 
until  the  present  time.  They  were  also  asked  to  describe 
their  most  interesting  cases  and  to  recall  anecdotes 
which  would  color  recorded  events. 

Other  topics  discussed  included  persons  who  most 
influenced  the  physicians;  their  impressions  of  medical 
school;  their  accomplishments,  disappointments,  and 
problems;  future  possibilities  in  medicine;  and  their  opin- 
ions regarding  the  role  of  government  in  medicine. 

Mr.  Bill  Frank,  of  the  News  Journal,  was  of  great 
assistance  to  the  Committee  in  this  effort.  Ultimately, 
these  interviews  will  become  source  material  for  a his- 
tory of  the  Medical  Society  to  be  prepared  for  the  bi- 
centennial in  1989. 

The  Committee  proceeded  with  plans  to  honor  Dr. 
Donald  W.  Cheff,  the  only  Delaware  physician  killed  in 
action  while  serving  his  country.  It  is  hoped  that  a 
bronze  plaque  can  be  placed  in  the  lobby  of  the  Dela- 
ware Academy  of  Medicine  to  commemorate  Dr.  Cheff, 
who  died  in  World  War  II. 

The  Committee  would  like  to  call  attention  to  an 
article  by  a former  member  of  the  Society,  Dr.  Charles 
M.  Smith,  Chief  of  Medicine,  Ellis  Hospital,  Schenec- 
tady, and  Associate  Professor  of  Medicine,  Albany  Medi- 
cal College,  titled  “Control  of  Tuberculosis  in  Delaware: 
An  Historical  Perspective  on  Joint  Public  and  Private 
Involvement,”  in  the  October  issue  of  the  Journal.  Dr. 
Smith  discusses  efforts  to  control  the  disease  in  the  state 
from  the  seventeenth  century  to  the  present. 

Historical  exhibits  in  the  display  cases  in  the  lobby  of 
the  Delaware  Academy  of  Medicine  continued  to  attract 
attention  from  both  members  and  visitors.  Exhibits  dur- 
ing the  past  year  have  included  medical  memorabilia 


100 


Del  Med  Jrl,  Feb  1984 — Vol  56,  No  2 


Proceedings  of  the  House  of  Delegates,  1983 


from  the  collection  of  Dr.  Everett  D.  Bryan;  materials 
on  eighteenth  and  nineteenth  century  midwifery  and 
obstetrics;  antiquarian  books  on  plastic  surgery  from 
the  collection  of  Dr.  James  T.  Metzger;  examples  of 
early  Delaware  physicians’  implements  and  accoutre- 
ments, including  doctors’  bags,  surgical  and  dental  in- 
struments, medical  cases,  and  a narcotic  drug  emergency 
kit;  and,  currently,  a second  exhibit  of  eighteenth  and 
nineteenth  century  infant  feeding  devices  from  the  col- 
lection of  Dr.  Margaret  I.  Handy,  on  loan  from  Dr. 
Katherine  L.  Esterly. 

Finally,  the  Cultural  and  Historical  Committee  has 
recommended  that  it  become  a joint  committee  of  the 
Medical  Society  of  Delaware  and  the  Delaware  Academy 
of  Medicine  and  that  it  thus  be  named  the  Cultural 
and  Historical  Committee  of  the  Medical  Society  of 
Delaware  and  the  Delaware  Academy  of  Medicine. 

Lewis  B.  Flinn,  M.D. 

Chairman 

( The  report  was  adopted. ) 


MATERNAL  AND  CHILD  CARE  COMMITTEE 

The  Maternal  and  Child  Care  Committee  met  on  June 
20th  and  on  October  11th,  with  very  good  attendance 
at  both  meetings. 

Maternal  and  infant  mortality  in  Delaware  has  been 
a continuing  concern  of  the  Committee.  Previous  studies 
by  the  Committee  have  been  reviewed,  and  it  is  felt  that 
a lot  has  already  been  done  to  address  factors  that  would 
bring  about  improvement  in  this  area,  such  as  regional- 
ized care  for  the  high  risk  obstetrical  patient  and  im- 
proved neonatal  transport.  The  Committee  has  ques- 
tioned to  what  degree  lack  of  prenatal  care  is  a factor 
in  maternal  and  child  mortality.  The  Division  of  Public 
Health  is  starting  to  gather  data  on  this  subject  and  has 
a contract  with  the  School  of  Nursing  at  the  University 
of  Delaware  to  do  a statewide  survey  on  the  availability 
of  maternal  care.  In  light  of  these  efforts,  it  was  felt 
it  would  be  appropriate  to  ask  the  Division  of  Public 
Health  to  continue  with  its  efforts  in  this  area  and  to 
share  its  results  with  the  Committee. 


BUREAU  OF  VITAL  STATISTICS 
DIVISION  OF  PUBLIC  HEALTH 
DEPARTMENT  OF  HEALTH  AND  SOCIAL  SERVICES 
DELAWARE  INFANT  AND  NEONATAL  MORTALITY  FOR  THE  YEAR  1982 
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7-28 
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Neonatal 
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Infant  Deaths 

No.  of 

* Infant  * 

Days 

Days 
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Rate 

Under  1 Yr. 

Births 

Death  Rate 

Kent 

Caucasian 

4 

0 

4 

3.19 

2 

1.59 

6 

1255 

4.78 

County 

Other 

5 

0 

5 

10.31 

2 

4.12 

7 

485 

14.43 
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9 

0 

9 

5.17 

4 

2.30 

13 

1740 

7.47 

New  Castle 
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28 

4 

32 

7.24 

12 

2.72 

44 

4417 

9.96 
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other 

17 

1 

18 

14.03 

12 

9.35 

30 
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45 

5 

50 

8.77 

24 

4.21 

74 
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12.98 

Sussex 
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8 

0 

8 

9.71 

1 

1.22 

9 
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6 

1 

7 
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10 
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15 
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30 
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6 

74 

8.48 
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7 

3 

10 
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12 
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2 

0 

2 

0 

2 

49 
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9 

3 

12 

2 

14 
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7 
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7.45 
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71 
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77 

9 
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12.60 

‘Rates— Number  of  Events  Per  1000  Live  Births  in  the  Specified  Category 
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MATERNAL  MORTALITY  1982 
DELAWARE 
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The  Committee  felt  that  other  factors  contributing  to 
maternal  and  child  mortality  are  insufficient  education 
on  family  planning  and  genetic  counseling  and  Medicaid 
policies  that  do  not  encourage  prenatal  care.  The  Com- 
mittee has  recommended  that  the  Society  call  for  an 
investigation  of  what  changes  can  be  made  in  Medicaid 
policies  to  promote  adequate  care. 

The  Committee  also  encourages  statewide  use  of  the 
three-page  form  now  in  use  at  the  Wilmington  Medical 
Center  as  a labor  and  delivery  record.  The  form  lends 
itself  to  computerization,  and  if  a system  could  be  de- 
veloped whereby  a copy  of  each  completed  form  could 
go  to  a central  computer,  data  would  be  generated  that 
would  be  useful  in  addressing  issues  relating  to  maternal 
and  child  care. 

It  is  hoped  that  there  will  be  progress  soon  toward 
the  development  of  a centralized  system  in  order  to 
identify  clustering  of  birth  defects.  Discharge  diagnoses 
are  helpful,  but  at  present  there  is  no  way  to  get  feed- 
back on  birth  defects  discovered  later. 

John  F.  Gehret,  M.D. 

Chairman 

( The  report  was  filed. ) 


ENVIRONMENTAL  AND  PUBLIC  HEALTH 

Topics  of  discussion  at  Committee  meetings  during 
the  past  year  have  included  transportation  and  disposal 
of  low  level  nuclear  waste  and  the  impact  of  thermo- 
nuclear war  on  medical  facilities  in  Delaware.  Delaware 
does  have  a Radiological  Emergency  Plan,  which  the 
Society  has  gone  on  record  as  supporting.  The  Society 
has  taken  no  other  position  on  the  subject  of  nuclear  war. 

Robert  L.  Meckelnburg,  M.D. 

Chairman 

( The  report  was  filed. ) 


COMMITTEE  FOR  THE  IMPAIRED  PHYSICIAN 

The  Committee  for  the  Impaired  Physician  met  quar- 
terly in  1982-83.  The  major  activity  was  the  investiga- 
tion of  allegations  of  impairment  in  physicians  referred 
to  the  Committee. 

Three  were  physicians  who  were  found  to  have  evi- 
dence of  impairment  and  were  referred  to  treatment.  Two 
other  physicians  are  still  under  investigation  at  the  time 
of  this  report.  The  Committee  continues  to  actively 
follow  six  physicians  referred  to  the  Committee  in 
previous  years. 

Dr.  Winkelmayer  chaired  a subcommittee  that  pre- 
sented a position  statement  on  the  length  of  committee 


follow-up  for  physicians  impaired  because  of  psychiatric 
problems. 

The  Resident  Life  Program  sponsored  by  the  com- 
mittee at  the  Wilmington  Medical  Center  has  held  pro- 
grams every  six  to  eight  weeks  during  the  past  year, 
with  mixed  attendance  by  the  resident  staff.  An  ad- 
visory board  of  physicians  and  their  spouses  has  been 
formed  to  give  added  impact  and  support  to  this  pro- 
ject. A luncheon  for  new  residents,  sponsored  by  the 
Medical  Society  through  this  committee,  was  attended 
by  the  majority  of  new  residents  and  introduced  the 
residents  to  the  Resident  Life  Program. 

The  Board  of  Trustees  of  the  State  Society  has  ap- 
proved the  Committee’s  recommendation  that  its  name 
be  changed  to:  Committee  on  Physicians’  Health.  This 
change  will  be  made  in  the  1983-84  fisting  of  Medical 
Society  of  Delaware  Committees. 

Janet  P.  Kramer,  M.D. 

Chairman 

( The  report  was  adopted. ) 


MEDICINE  AND  RELIGION  COMMITTEE 

This  past  year,  the  Medicine  and  Religion  Committee 
had  three  major  activities: 

1.  This  Spring  the  Committee  sponsored  a breakfast 
for  physioians  and  their  pastors.  On  March  8,  1983, 
community  clergy  and  their  physicians  met  at  the 
Academy  of  Medicine  for  a breakfast  and  seminar  on 
the  subject  “The  Pathology  of  Grief.”  There  were 
approximately  175  in  attendance.  The  Department 
of  Medicine  of  the  Wilmington  Medical  Center  co- 
operated with  us  in  this  program. 

2.  This  fall  we  co-sponsored  a series  of  seminars  on 
the  subject,  “Caring  in  Mid-Life  Stress”  with  the  De- 
partment of  Pastoral  Care  of  the  Wilmington  Medical 
Center.  This  series  addressed  the  question,  “How 
does  one  cope  with  mid-life  and,  at  the  same  time, 
continue  to  care  as  health  care  providers?”  The  series 
was  designed  for  hospital  personnel,  physicians,  com- 
munity health  care  providers,  and  clergy.  Well  over 
one-hundred  persons  took  the  course  for  continuing 
education  credit. 

3.  The  final  activity  has  been  the  development  of  our 
annual  prayer  breakfast.  The  program  outline  fol- 
lows: 

OPENING  REMARKS  Peter  Huang,  M.D. 

Chairman,  Medicine  and  Religion 
Committee 

WELCOME  Medical  Society  of  Delaware 

Ignatius  J.  Tikellis,  M.D., 
President 

Medical  Society  of  Delaware 
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PRAYER  Chaplain  Lynwood  L.  Swanson, 

Director 

Dept,  of  Pastoral  Care, 
Wilmington  Medical  Center 
Joyful,  Joyful,  We  Adore  Thee 
and  Immortal,  Invisible 

BREAKFAST  Jewish  Physicians’  Prayer 

Leon  M.  Green,  M.D. 


HYMNS  OF  PRAISE  Bhagavadgita  . . . S.S.  Rao,  M.D. 
Holy  Scripture 


READINGS 


Patricia  E.  Mack-Toner,  M.D. 


CLARINET  SOLO  Quoran  ...  Ali  Z.  Hameli,  M.D. 

Robert  Howe,  M.D. 


ANNOUNCEMENTS  AND  CLOSING  PRAYER 

It  has  been  a privilege  to  serve  as  Chairman  of  the 
Medicine  and  Religion  Committee  of  the  Medical  So- 
ciety of  Delaware.  I am  grateful  for  the  support  and 
help  of  the  Society  and  the  members  of  our  fine  com- 
mittee. 

Peter  S.  Huang,  M.D. 

Chairman 

( The  report  was  filed. ) 


MEDICO-LEGAL  AFFAIRS  COMMITTEE 

With  the  assistance  of  Counsel,  continuing  efforts 
are  being  made  to  proceed  with  a revision  of  the  Inter- 
professional Code  of  Conduct  and  Practice. 

Martin  Gibbs,  M.D. 

Chairman 

( The  report  was  filed. ) 


MENTAL  HEALTH,  ALCOHOLISM,  AND 
DRUG  ABUSE  COMMITTEE 

The  Chairman  and  members  of  the  Committee  have 
participated  in  deliberations  of  state,  quasi-governmen- 
tal,  and  organizational  councils  dealing  with  mental 
health  and  alcoholism  issues.  In  this  way  the  Com- 
mittee has  kept  apprised  of  the  thinking,  plans,  and 
activities  within  the  state.  The  medical  point  of  view 
has  been  voiced  in  these  councils— but  not  always  heard 
or  appreciated.  We  have  observed  that  there  is  a de- 
liberate anti-physician  attitude  in  many  mental  health 
and  alcoholism  programs.  We  have  continuing  serious 
concerns  about  the  well  publicized  new  state-funded 
facilities  for  emotionally  disturbed  children.  Neither 
the  diagnostic  centers  nor  the  residential  treatment  cen- 
ters include  qualified  psychiatrists  on  the  staff! 


We  recognize  that  changes  in  attitude  cannot  be 
effected  by  legislation  or  by  head-on  clash.  We  believe 
that  an  on-going  task  of  this  Committee  is  to  continue 
to  participate  in  advisory  councils  and  on  other  inter- 
disciplinary community  organizations  in  order  to  have 
a steady  impact  on  decision-making  at  the  state  level. 
This  should  not  be  confined  to  members  of  this  Com- 
mittee; all  our  members  have  an  opportunity  from 
time  to  time  to  influence  the  decision-makers.  How- 
ever, just  our  presence  on  a council  or  committee 
should  not  give  the  impression  of  broad  medical  approval 
of  unsound  programs.  In  summary,  this  Committee 
believes  that  we  should  go  beyond  providing  the  best 
possible  health  care  ourselves.  As  a Society  of  phy- 
sicians, we  have  a responsibility  to  use  our  expertise 
and  prestige  to  influence  state  and  public  non-profit 
health  services. 

Norman  Taub,  M.D. 

Chairman 

(The  report  was  filed.) 


COMMITTEE  ON  PARAMEDICAL  AND 
ANCILLARY  PROFESSIONALS 

The  Committee  again  concerned  itself  with  legisla- 
tion involving  nurses,  physical  therapists,  social  workers, 
podiatrists,  and  chiropractors.  The  new  Nurse  Practice 
Act  was  passed  by  the  Legislature  with  our  support. 
This  was  accomplished  after  considerable  negotiations 
between  the  two  professions.  The  physical  therapy 
legislation  was  passed  and  signed  by  the  Governor.  Un- 
fortunately, not  all  our  concerns  regarding  this  legisla- 
tion were  resolved  to  our  satisfaction.  The  new  bill  for 
the  podiatrists  was  passed  after  some  problems  were 
negotiated  and  changed  to  our  satisfaction.  The  social 
workers  bill  was  passed  by  the  Legislature  against  our 
objections  but  vetoed  by  the  Governor.  This  bill  and 
chiropractic  legislation  will  be  of  prime  interest  to  us 
in  the  next  legislative  session. 

I wish  to  thank  the  committee  members,  Drs.  Vin- 
cent G.  J.  Lobo,  Jr.,  Joseph  F.  Kestner,  Jr.,  and  I. 
Favel  Chavin,  for  their  tireless  efforts. 

Ignatius  J.  Tikellis,  M.D. 

Chairman 


(The  report  was  filed. ) 


PHARMACY  COMMITTEE 


The  Pharmacy  Committee  held  one  formal  and  two 
informal  meetings  during  the  past  year.  The  formal 
meeting  was  held  on  Tuesday,  December  21,  1982, 
with  the  Medicaid  Section  of  the  Department  of  Health 
and  Social  Services.  The  meeting  was  requested  by 
the  Medicaid  Division  of  the  Department  of  Health  and 
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Social  Services  to  discuss  ways  to  encourage  physicians 
to  decrease  their  use  of  mood  altering  drugs  in  patients 
who  qualify  for  Medicaid.  Mrs.  Ruth  Fischer,  the 
leader  of  the  delegation  from  the  Division  of  Economic 
Services,  admitted  that  mood  altering  drugs  were  selected 
primarily  for  political  reasons  and  that,  in  fact,  they 
only  made  up  13%  of  the  total  Medicaid  expenditure 
for  drugs.  Dr.  Gustave  Berger,  representing  the  Phar- 
macy Committee,  expressed  surprise  and  concern  that 
the  Medicaid  representatives  were  not  more  concerned 
about  other  drugs  that  made  up  a higher  percentage  of 
the  budget.  Again,  Mrs.  Fischer  reiterated  the  statement 
that  this  was  primarily  a politically  motivated  move. 

The  Committee  reassured  the  representatives  from 
Medicaid  that  physicians  in  Delaware  would  be  en- 
couraged to  make  every  effort  not  to  prescribe  such  drugs 
unnecessarily. 

An  informal  meeting  of  the  members  of  the  committee 
was  held  by  telephone  to  discuss  the  letter  from  Dr. 
Thomas  S.  Vates,  Jr.,  complaining  that  a patient  had 
been  given  generic  Dilantin  when  indeed  trade  name 
Dilantin  had  been  prescribed.  Mr.  Martin  Golden,  the 
pharmaceutical  control  officer  of  the  Division  of  Public 
Health,  notified  us  that  he  had  been  advised  of  the  prob- 
lem and  had  been  in  contact  with  the  pharmacist  con- 
cerned. At  the  request  of  Dr.  Vates,  no  disciplinary 
action  was  taken  by  Mr.  Golden. 

The  Committee  has  also  met  informally  with  members 


Jefferson 
Medical  College 
of 

Thomas  Jefferson  University 

presents 

2ND  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE 
May  16-18,  1984 
at 

The  Hershey  Philadelphia  Hotel 

A three  day  intensive  symposium  sponsored  by  the 
Department  of  Medicine.  Jefferson  Medical  College, 

1025  Walnut  Street.  Philadelphia,  Pennsylvania. 

/'A(CME\  approvecj:  20  credit  hours  in  Category  I 
Willis  C.  Maddrey,  M.D  Program  Director 
John  H.  Martin,  M.D.  Associate  Director 

A registration  fee  of  $375.00  includes  course  syllabus, 
continental  breakfasts,  coffee  breaks,  luncheons  and  a reception-dinner 


For  information  and  registration, 
call  the  Office  of  CME  at  (215)  928-6992. 


who  represent  the  local  Pharmacy  Society  and  discussed 
at  length  possible  joint  scientific,  social  meetings  between 
the  pharmacists  and  physicians.  The  pharmacist  repre- 
sentatives feel  that  this  would  go  a long  way  to  improve 
public  relations  between  physicians  and  pharmacists. 
This  recommendation  has  been  discussed  with  repre- 
sentatives of  the  County  and  State  Society.  No  action 
has  been  taken  to  organize  such  a meeting. 

We  have  no  other  business  to  report. 

William  J.  Holloway,  M.D. 

Chairman 

( The  report  was  adopted. ) 


COMMITTEE  ON  PRISON  HEALTH  CARE 

The  committee  met  twice  this  year  and  both  meetings 
were  very  well  attended.  Along  with  our  own  com- 
mittee members  we  welcomed  guests  representing  Basil 
Health  Systems  (contract  health  provider),  the  Delaware 
Council  on  Crime  and  Justice,  the  Delaware  Criminal 
Justice  Planning  Commission,  and  ranking  hospital  ad- 
ministrators from  three  of  our  Delaware  hospitals. 

An  appreciation  of  the  problems,  needs  and  effective- 
ness of  Basil  Health  Systems  was  obtained  through  dis- 
cussion and  direct  questioning  of  the  Site  Administrator, 
Mr.  Robert  Gambardella,  and  Director  of  Nurses,  Ms. 
Cindy  Cunningham.  The  committee  continues  to  be- 
lieve that  effective  health  care  is  being  rendered  to  our 
prison  inmate  population.  It  should  be  emphasized  that 
our  committee  represents  an  important  forum  for  dis- 
cussion of  their  needs  and  a support  system  for  their 
resolution. 

The  planned  psychiatric  pod  at  the  Gander  Hill  prison 
was  in  danger  of  disappearance  because  of  budgetary  con- 
siderations. The  committee,  acting  through  President 
Tikellis,  urged  the  joint  finance  committee  to  approve 
the  state  budget  to  adequately  staff  this  psychiatric  unit 
and  to  utilize  the  pretrial  and  presentencing  detention 
facilities  as  originally  conceived.  The  money  has  now 
been  appropriated,  and  the  psychiatric  unit  will  become 
operational  in  January  of  1984,  according  to  the  De- 
partment of  Correction. 

Emphasis  was  again  given  to  the  serious  need  for 
psychological  training  of  the  officer  population.  It  was 
felt  that  it  should  be  an  additional  service  under  the 
contract  rather  than  a program  which  would  further 
diminish  the  psychologists’  time  with  inmates. 

At  our  president’s  request,  we  met  in  October  to  re- 
view the  positions  of  Delaware  hospitals  when  called 
upon  to  render  both  emergency  and  routine  medical 
care  to  prisoners.  We  feel  the  state  has  a moral  and 
legal  responsibility  to  provide  medical  care  to  its  pris- 
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oners.  The  committee  has  a fairly  clear  understanding 
of  the  various  positions  of  our  several  hospitals.  While 
several  institutions  refuse  routine  hospitalization,  all 
centers  will  care  for  the  critically  ill  inmate  patient  in 
their  emergency  rooms.  Because  there  is  no  mutual 
policy  for  the  division  of  this  labor,  the  committee  has 
asked  the  Delaware  Hospital  Association  to  consider 
this  subject  and  report  to  us  afterwards. 


have  been  submitted  to  the  Delaware  Senior  Citizen,  a 
monthly  newspaper.  Three  articles  crediting  the  Medical 
Society  of  Delaware  have  been  published  this  year.  Future 
articles  are  being  planned  in  the  hope  that  these  health 
tips  for  senior  citizens  will  become  a monthly  feature. 
Also,  public  service  announcements  giving  general  health 
tips  have  been  distributed  to  six  Delaware  radio  stations 
by  the  Medical  Society  of  Delaware. 


Richard  H.  Morgan,  M.D. 

Chairman 


(The  report  was  filed. ) 


PUBLIC  RELATIONS  COMMITTEE 


The  Public  Relations  Committee  continues  to  support 
our  Explorer  Program  for  high  school  students  inter- 
ested in  medicine.  Now  in  its  16th  year,  the  program 
has  enrolled  90  high  school  students  for  1983-84.  Phy- 
sicians who  have  spoken  to  the  group  have  included 
David  A.  Levitsky,  M.D.;  Peter  D.  Pizzutillo,  M.D.; 
Janet  P.  Kramer,  M.D.;  and  Mustafa  Oz,  M.D.  Future 
programs  are  being  planned  by  E.  Wayne  Martz,  M.D., 
Ben  C.  Corballis,  M.D.,  and  Ali  Z.  Hameli,  M.D. 


During  the  past  year,  articles  on  health-related  topics 


Blue  Cross 
Blue  Shield 


of  Delaware 


FAMILY 

PRACTICE 

PHYSICIANS 


The  outstanding  success  of  The  HMO  of 
Delaware  has  created  a need  for  additional 
Physicians  on  staff.  Our  current  needs  through 
1984  will  be  primarily  in  the  family  practice 
specialty. 


Our  unique  method  of  health  care  delivery 
requires  Physicians,  who  are  oriented  toward 
preventative  medicine,  health  education,  man- 
aged health  care,  peer  review/consultation, 
working  in  a team  setting,  effective  patient 
relations  and  above  all  a commitment  and 
capability  to  deliver  the  highest  quality  of  care 
in  a cost  effective  manner. 

We  are  proud  of  our  initial  team  of  professionals, 
ancilliary  and  support  staff  and  we  desire  to 
grow  by  adding  the  same  high  quality.  Our 
Physicians,  of  course,  are  the  key. 


If  you  are  board  certified,  possess  the  above 
orientation  and  skills  and  want  to  practice 
medicine  without  the  frustration  of  managing  a 
business,  or  would  like  to  change  from  a 
traditional  primary  health  care  delivery,  we 
would  like  to  hear  from  you.  Please  contact  in 
confidence:  R.  Walter  Powell,  M.D.,  Medical 
Director,  P.O.  Box  6008,  Newark,  DE  19714.  An 
Equal  Opportunity  Employer  m/f. 


The  panel  of  physician  experts  established  by  the  com- 
mittee last  year  continues  to  function.  The  panel  is 
available  to  all  news  media,  i.e.  newspaper,  magazines, 
radio,  TV,  etc.,  in  order  to  provide  expert  information 
to  guide  the  media  in  preparing  factual,  accurate  news. 

The  Committee  continues  to  support  formulation  of 
material  encouraging  physicians  to  be  aware  of  issues, 
economic  and  otherwise,  that  affect  the  practice  of 
medicine.  This  material  is  relayed  to  the  membership 
via  the  Society  Newletter. 

It  is  the  chairman’s  opinion  that  the  most  meaningful 
and  effective  public  relations  program  is  the  demonstra- 
tion by  all  of  our  members  that  physicians  are  truly 
interested  in  the  well-being  and  health  of  their  patients. 

David  A.  Levitsky,  M.D. 

Chairman 

(The  report  was  filed  with  the  request  that  the  Public 
Relations  Committee  investigate  public  service  announce- 
ments from  the  Society  via  radio,  television,  newspaper, 
or  magazine  announcements.) 


SCHOOL  HEALTH  COMMITTEE 


The  School  Health  Committee  has  met  twice  during 
1983. 

Major  items  of  concern  were  the  increasing  responsi- 
bilities and  liabilities  of  school  nurses  due  to  the  number 
and  severity  of  children  being  enrolled  in  special  educa- 
tion and  the  requirements  for  medication  during  school 
hours,  as  well  as  other  medical  procedures.  The  use  of 
emergency  medication,  particularly  epinephrine,  was  re- 
viewed in  cases  of  anaphylaxis  and  two  recommendations 
were  made: 

1.  Seek  an  opinion  from  the  Attorney  General  as 
to  the  responsibility  for  use,  and  liability  of  the 
nurse  when  the  medication  is  used  or  withheld. 

2.  Recommend  that  all  school  districts  implement 
some  form  of  alliance  with  a physician,  con- 
tractual or  otherwise,  to  advise  on  medical  mat- 
ters and  legitimize  the  school  nurses’  actions. 

A second  item  that  was  discussed  was  the  present 
requirement  for  tuberculin  testing  of  children  and  school 
employees  and  the  adequacy  of  the  present  program. 
The  School  Health  Committee  will  work  with  the  Tuber- 
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culosis  Committee  on  appropriate  recommendations  in 
this  area. 

A third  area  of  concern  is  the  use  of  psychopharma- 
cologic  agents  in  school  children,  specifically  the  ap- 
propriateness and  duration  of  use  in  attention  deficit  dis- 
orders and  specific  learning  disabilities.  Dr.  Charles 
Bean  reported  on  the  present  accepted  use  of  these  agents. 

It  was  noted  that  the  Department  of  Public  Instruction 
has  a task  force  preparing  guidelines  for  the  use  of  such 
agents  as  well  as  other  behavioral  treatment  modalities 
including  aversive  therapy.  The  Committee  will  be 
asked  to  review  the  draft  of  these  guidelines,  in  the 
external  review,  for  acceptability. 

The  Committee  also  reviewed  the  bill  on  drugs  and 
aversives  (Senate  Bill  No.  103)  and  it  was  moved  that 
the  Committee  recommend  opposition  by  the  Medical 
Society  of  Delaware  in  view  of  the  other  more  compre- 
hensive approach  that  is  being  made. 

The  Committee  also  was  informed  of  the  move  to 
develop  a sick  nursing  component  in  day  care  centers 
and  the  need  for  review  of  the  regulations  or  guidelines 
developed  by  Child  Protective  Services. 

The  Chairman  wishes  to  thank  the  members  of  the 
Committee  and  the  staff  for  their  support  and  the  So- 
ciety for  the  privilege  of  serving  on  the  Committee. 

Lyman  J.  Olsen,  M.D. 

Chairman 

(The  report  was  adopted  with  the  recommendation 
that  the  School  Health  Committee  study  the  issue  of  drug 
and  alcohol  abuse  within  the  schools  in  our  state  in  the 
coming  year. ) 


SPECIALTY  SOCIETIES  COMMITTEE 

The  Committee  on  Specialty  Societies  had  one  meet- 
ing, which  was  chaired  by  Dr.  Ben  Corballis.  The  chief 
topic  was  whether  or  not  the  specialty  societies  had 
adequate  representation  and  input  into  the  Medical 
Society  of  Delaware.  After  much  discussion  as  to  the 
pros  and  cons  of  whether  delegates  should  be  elected 
who  are  committed  to  specific  specialty  society  repre- 
sentation, it  was  decided  that  there  was  ample  oppor- 
tunity for  input  at  the  present  time  and  that  direct  dele- 
gate representation  is  not  needed. 

Reports  from  the  specialty  society  liaisons  were  re- 
quested for  inclusion  in  the  House  of  Delegates  book. 
The  reports  that  were  submitted  follow. 

Ignatius  J.  Tikellis,  M.D. 

Chairman 
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Delaware  Occupational  Medical  Association 

In  response  to  your  request  for  a listing  of  the  issues 
under  discussion  by  the  Delaware  Occupational  Medical 
Association  in  1983,  the  topics  addressed  at  the  four 
meetings  scheduled  for  the  year  include: 

“Biotechnology— What?  How?  Why?  and  When?’’ 

“What  Is  the  Nurse’s  Role  in  Occupational  Health?” 

“Product  Liability  and  the  Physician  as  an  Expert 
Witness” 

“Occupational  Asthma” 

Our  organization  is  always  represented  at  the  annual 
meetings  and  at  the  Board  of  Directors  meetings  of  the 
American  Occupational  Medical  Association  by  a duly 
elected  DOMA  member  and  by  many  of  our  members 
at  the  annual  scientific  sessions. 

Our  goal  is  to  work  for  the  betterment  of  occupational 
medicine  in  the  State  of  Delaware  and  I believe  that  the 
topics  of  discussion  at  our  meetings  reflect  this  goal. 

Leo  B.  Hogan,  M.D. 

Delaware  Chapter,  American  Academy  of  Pediatrics 

1983  has  been  an  active  year  for  the  Delaware  Chapter 
of  the  AAP. 

We  have  had  two  meetings  in  lower  Delaware  in  an 
attempt  to  develop  more  interest  and  involvement  in 
lower  Delaware.  These  were  both  successful  with  more 
planned  in  the  future. 

A training  program  for  nurses  involved  in  neonatal 
and  pediatric  transfer  is  currently  being  formulated  with 
the  Wilmington  Medical  Center  and  the  downstate  hos- 
pitals. 

Members  of  our  chapter  are  involved  with  the  Medi- 
caid programs;  the  formation  of  the  new  department  of 
children,  youth,  and  family  services;  and  the  central 
diagnostic  center. 

John  A.  J.  Forest,  Jr.,  M.D. 

Delaware  Society  of  Anesthesiology 

In  the  past  year  the  Delaware  Society  of  Anesthesiology 
was  able  to  discuss  the  effect  of  the  Nurse  Practice  Act 
and  especially  the  impact  of  the  new  role  of  the  ad- 
vanced nurse  practitioner  within  our  specialty.  This 
topic  was  discussed  at  various  times  in  our  board  meet- 
ings. The  society’s  representatives  also  appeared  before 
the  Board  of  Medical  Practice  and  expressed  our  posi- 
tion as  well  as  our  great  concern  in  this  regard. 

We  have  also  been  confronted  with  the  new  TEFRA 
and  IICFA  regulations  that  will  become  effective  as  of 
October  1983. 

This  has  been  a major  national  concern  for  our  special- 
ty; although  we  have  been  making  certain  negotiations 


with  Medicare  locally,  we  are  relying  on  our  national 
society  to  come  up  with  the  final  proposal. 

S.  Aiimed  Madani,  M.D. 

Delaware  Academy  of  Ophthalmology 

The  Delaware  Academy  of  Ophthalmology  has  been 
developing  into  an  educational  and  political  forum  for 
ophthalmologists  throughout  the  state.  In  November 
1982,  the  American  Academy  of  Ophthalmology  estab- 
lished a division  which  would  communicate  directly 
with  all  state  societies  and  help  relate  their  mutual 
efforts.  At  our  June  meeting  a representative  of  the 
AAO  presented  numerous  options  to  our  organization. 

This  year  we  have  had  an  educational  seminar  on  the 
management  of  diabetic  retinopathy  as  well  as  an  annual 
meeting.  It  has  been  decided  that  the  Delaware  Acad- 
emy of  Ophthalmology  will  serve  as  a forum  for  social, 
political,  and  educational  issues.  The  American  Acad- 
emy’s Code  of  Ethics  has  been  adopted  by  the  Delaware 
Academy  of  Ophthalmology. 

Robert  Abel,  Jr.,  M.D. 

Delaware  Academy  of  Dermatology 

As  a representative  for  the  Delaware  Academy  of 
Dermatology,  I am  glad  to  inform  you  of  the  concerns 
of  our  specialty  group. 

Our  most  pressing  concern  is  that  of  defining  the 
role  of  the  specialist  with  regard  to  HMO’s.  Several 
of  our  members  have  been  approached  about  their 
participation.  We  are  concerned  with  the  constraints 
placed  on  dermatologists  who  see  HMO  patients.  Hope- 
fully, there  can  be  some  flexibility  with  the  guidelines 
so  that  good  medical  care  is  not  abandoned  while  we 
look  for  cost  containment. 

Elizabeth  F.  Masten,  M.D. 

Delaware  Section,  American  College  of  Obstetrics 
and  Gynecology 

In  response  to  your  letter  of  September  9,  1983,  I am 
enclosing  a report  covering  activities  of  the  American 
College  of  Obstetrics  and  Gynecology  for  the  year 
1982-1983.  The  report  is  categorized  in  12  divisions, 
which  divisions  exist  as  separate  departments  within  the 
college. 

Fellowship— As  of  April  1983,  statistics  showed  mem- 
bership as  follows:  Fellows,  15.280:  Junior  Fellows, 
6,251;  Founding  Fellows,  231;  Affiliate  Fellows,  106; 
Associate  Fellows,  89;  Honorary  Fellows,  21;  Life  Fel- 
lows, 912;  and  Founding  Life  Fellows,  855;  for  a total 
of  23,774.  The  1983-1984  ACOC,  Directory  of  Fellows 
was  sent  to  all  Fellows  in  May,  1983. 

This  past  spring  the  handbook  “Obstetrics  and  Gyne- 
cology as  a Career  Choice”  was  distributed  to  all  medi- 
cal schools  in  the  United  States. 
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Practice— Committee  opinion  papers  were  issued  on 
neonatal  brain  dysfunction;  the  etiology,  diagnosis,  and 
management  of  dystocia,  and  the  state  of  the  art  of 
fetosocopy.  A revised  committee  opinion  on  the  assess- 
ment of  fetal  maturity  prior  to  repeat  cesarean  section 
or  elective  induction  of  labor  was  released.  ACOG 
policy  statements  on  surrogate  motherhood  and  free- 
standing alternative  birth  centers  were  drafted  and 
approved  by  the  Executive  Board.  “Guidelines  for 
Perinatal  Care”  was  published  in  April.  This  book 

was  joint  written  and  edited  by  ACOG  and  the  Ameri- 
can Academy  of  Pediatrics. 

Public  Affairs— In  the  past  year  this  department 
answered  2,000  inquiries  from  the  media,  organized  a 
number  of  press  conferences,  and  produced  promotional 
and  informational  material. 

“Women’s  Health”  has  been  appearing  weekly  since 
February  1982  in  newspapers  in  the  United  States  and 
Canada  and  this  spring  went  on  radio  as  60  second  spot 
announcements  covering  the  same  material. 

Professional  Liability— Newly  organized  as  a fact 
finder  initially,  this  department  is  attempting  at  present 
to  expand  into  an  assessment  of  the  degree  to  which 


liability  insurance’s  increasing  costs  are  affecting  our 
specialty.  The  area  which  is  impossible  to  quantitate 
is  the  emotional  impact  of  litigation  but  attempts  are 
being  made  in  this  direction.  Early  retirement  and 
retreat  into  a practice  limited  to  gynecology  are  two 
indirect  results  of  the  litigation  problems. 

Government  Relations— In  June  a legislative  workshop 
for  section  chairmen  was  held  during  which  Federal  and 
State  legislative  issues  were  discussed.  Legis-Letter,  a 
newsletter,  was  launched  in  late  1982.  It  describes 
pending  state  legislation  of  concern  to  the  specialty. 

The  College  supported  Congressional  efforts  to  in- 
crease funds  for  the  Maternal  and  Child  Health  block 
grant.  Also,  assistance  was  given  to  the  government 
in  regard  to  a suit  requiring  parental  notification  when 
unemancipated  minors  are  given  prescription  contra- 
ceptives. A similar  effort  was  made  regarding  a regu- 
lation establishing  a toll-free  hotline  for  reporting  in- 
stances in  which  food  or  medical  care  was  denied 
handicapped  newborns.  Federal  courts  struck  the  regu- 
lation down. 

Education— A self-assessment  program,  Prolog,  began 
distribution  in  the  fall  of  1982.  Four  new  Self  Learning 
Packages  were  released  in  May,  1983.  A total  of  22 
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SLP  are  currently  for  sale.  Tapes  of  outstanding  lec- 
tures from  ACOC.  postgraduate  courses  became  available 
last  year.  ACOC.  offered  27  free-standing  postgraduate 
courses  from  May  1982-May  1983.  Total  attendance 
was  2,669.  The  annual  clinical  meeting  in  Atlanta  pre- 
sented nine  major  scientific  sessions  along  with  basic 
science  updates,  papers  on  current  clinical  investigations, 
workshops,  round  table  sessions,  luncheon  conferences 
and  nearly  300  scientific  and  industrial  exhibits.  At- 
tendance was  slightly  more  than  2700  physicians. 

Special  Projects— The  special  projects  department  moni- 
tors grants,  contributions,  and  contract  accounts,  pre- 
pares cash  flow  analyses,  and  prepares  budgets  for  grant- 
related  programs. 

Family  Planning—  Research  and  training  in  the  area 
of  reproductive  health  care  is  the  function  of  the  family 
planning  department.  Details  are  available  on  request. 

Liaison  Activities— A major  activity  the  past  year  was 
planning  and  administering  the  10th  World  College  of 
Gynecology  and  Obstetrics  which  meeting  attracted  7,000 
individuals. 

Also,  meetings  were  coordinated  with  the  American 
Academy  of  Pediatrics  and  the  American  Society  of 
Internal  Medicine. 

CREOG— During  the  past  year  the  Council  on  Resi- 
dent Education  in  Obstetrics  and  Gynecology  combined 
its  objective  of  promoting  high  standards  in  residency 
training. 

Financial  Report— Revenues  of  $13.5  million  with  in- 
curred expenses  of  $10.8  million  left  the  college  with 
a $2.7  million  surplus  to  apply  toward  the  relocation 
expenses  involved  in  the  move  from  Chicago  to  Wash- 
ington, D.C.  35%of  1982  revenues  came  from  members’ 
dues  and  fees,  24%  from  tuition  and  registration  fees, 
14%  from  royalties  and  sales  of  educational  materials, 
10%  from  government  grants  and  contracts,  and  the  re- 
maining 17%  from  miscellaneous  sources. 

NAACOG— Membership  is  now  approaching  17,000. 
Long-range  issues  include  bylaws  revision  and  critical 
evaluation  of  the  association’s  structure  to  better  meet  the 
needs  of  the  specialty  and  NAACOG. 

Charles  Robert  Green,  Jr.,  M.D. 

( The  report  from  the  Delaware  Academy  of  Derma- 
tologists was  referred  to  the  board  of  Trustees  for  ap- 
propriate action.  The  remaining  reports  were  filed. ) 


AD  HOC  COMMITTEE  ON  AMPHETAMINES 


The  Ad  Hoc  Committee  on  Amphetamines  met  July 
14th  and  June  29th. 

The  committee  discussed  the  proper  use  of  ampheta- 


mines. Consideration  was  given  to  the  possibility  of 
legislation,  but  after  much  discussion  this  approach 
was  discarded.  It  was  agreed  that  the  better  approach 
would  be  a recommendation  to  the  Board  of  Trustees 
that  tlic  Board  of  Medical  Practice  be  asked  to  develop 
rules  and  regulations  concerning  the  prescribing,  ad- 
ministering, and  dispensing  of  amphetamines  and  sym- 
pathomimetic amines.  At  its  July  meeting,  the  Board 
of  Trustees  voted  to  adopt  the  recommendation  of  the 
Ad  Hoc  Committee  on  Amphetamines.  It  is  the  posi- 
tion of  the  Board  of  Trustees  that  amphetamines  should 
not  be  used  in  weight  reduction  programs.  The  Society 
has  forwarded  a request  to  the  Board  of  Medical  Prac- 
tice asking  for  the  development  of  rules  and  regulations 
regarding  the  prescribing,  administering,  and  dispens- 
ing of  amphetamines  and  sympathomimetic  amines. 

Gustave  K.  Berger,  M.D. 

Chairman 

( The  report  was  filed. ) 


AD  HOC  COMMITTEE  ON  HEALTH  MANPOWER 
NEEDS  IN  THE  STATE 


The  Ad  Hoc  Committee  on  Health  Manpower  Needs 
in  the  State  has  had  two  meetings,  one  on  May  25,  1983, 
in  Wilmington  and  one  on  July  12,  1983,  in  Dover.  Early 
on  it  was  agreed  that  two  sources  of  information  would 
be  valuable  in  the  Committee’s  deliberations,  and  these 
were:  data  collected  by  the  State  from  physicians  ap- 
plying for  license  renewal  in  1982,  and  a survey  of  the  j 
Society’s  membership  on  a form  which  the  Committee 
devised.  Both  of  these  sources  have  now  been  examined, 
and  on  the  accompanying  pages  are  summarized  what 
seem  to  be  the  most  significant  data. 

At  this  point  the  Committee  is  not  certain  about  what 
to  do  with  this  information,  and  seeks  guidance  on  this 
from  the  Society,  but  several  options  do  seem  worthy 
of  consideration  singly  or  severally: 

1 ) Publication  to  the  Society  members  in  a written 
report  now. 

2)  Publication  of  an  article  in  the  Delaware  Medical 
Journal,  perhaps  with  an  editorial  by  the  President. 

3)  Presentation  of  a committee  report  at  the  annual 
meeting. 

4 ) Sharing  the  information  with  various  state  chap- 
ters of  specialty  societies. 

The  Committee  will  be  happy  to  meet  for  further 
discussion  and  review  of  this  data  or  to  devise  additional 
strategies  for  examining  the  question  of  future  phy- 
sician needs  in  the  state  if  the  Society  so  wishes. 

Dene  T.  Walters,  M.D. 

Chairman 

( The  report  was  filed. ) 
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AD  HOC  COMMITTEE  ON  HOSPITAL  RELATIONS 

Members  of  the  Committee  have  met  with  hospital 
representatives  to  discuss  the  need  for  physician/hospital 
cooperation  and  the  need  for  joint  development  of  the 
criteria  pending  implementation  of  DRGs. 

As  a result  of  a committee  recommendation,  the  So- 
ciety will  develop  a mechanism  to  support,  defend,  and 
educate  physician  members  who  have  had  problems  in 
their  dealings  with  Physician  Review  Organizations. 

A resolution  was  forwarded  to  the  Board  of  Trustees 
asking  that  hospital  medical  staffs  appoint  physicians 
from  private  practice  as  representative  of  the  hospital 
staff  to  the  American  Medical  Association’s  Hospital  Staff 
Section. 

During  the  coming  year  the  Committee  plans  for  dia- 
logue to  be  established  with  all  parties  to  be  certain 
that  physicians’  freedom  of  action  in  the  areas  of  labor- 
atory and  other  ancillary  utilization,  as  well  as  support 
services,  is  assured.  The  Committee  also  plans  to  ad- 
dress legal  safeguards  of  purchase,  transfer,  and  use 
of  office  space,  which  should  be  of  help  to  all  members. 

Albert  Gelb,  M.D. 

Chairman 

(The  report  was  adopted.) 

AD  HOC  COMMITTEE  ON  TRANSFER  OF 
MEDICARE  PART  B 

No  problems  have  been  brought  to  the  attention  of 
this  Ad  Hoc  Committee  within  the  past  year.  It  is 
assumed  that  all  goes  well.  Therefore,  no  meetings 
have  been  held. 

Calvin  B.  Hearne,  M.D. 

Chairman 

(The  report  was  filed. ) 


AD  HOC  COMMITTEE  ON  THE 
VOLUNTARY  EFFORT 

Over  the  past  year  there  has  been  no  activity  regard- 
ing the  Committee  on  the  Voluntary  Effort,  as  there 
have  been  no  local  or  national  incentives  to  continue 
with  the  Voluntary  Effort.  Last  year’s  report  addressed 
itself  to  this  subject,  and  it  is  the  Chairman’s  recom- 
mendation that  the  Committee  on  the  Voluntary  Effort 
be  dissolved  as  an  Ad  Hoc  Committee. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

( The  report  was  filed. ) 

AD  HOC  COMMITTEE  ON  WORKERS' 
COMPENSATION 

The  Ad  Hoc  Committee  on  Workers’  Compensation 
has  been  dormant  this  year.  Efforts  are  still  being 
made  by  others  to  amend  the  law  which  may  not  be 
in  the  best  interests  of  physicians.  Your  Committee 
stands  ready  to  review  any  legislation  that  may  be 
introduced. 

I.  Favel  Chavin,  M.D. 

Chairman 

( The  report  was  filed. ) 


NOMINATING  COMMITTEE 

A meeting  of  the  Nominating  Committee  was  held  to 
consider  positions  to  be  filled  for  the  year  November 
1983  through  November  1984. 

The  following  nominations  were  made: 

President-Elect  — Daniel  A.  Alvarez,  M.D. 

Vice-President  — John  H.  Benge,  M.D. 

Secretary  — Joseph  F.  Kestner,  Jr.,  M.D. 

Treasurer  — Peter  R.  Coggins,  M.D. 
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Representative  to  the  Delaware 

Academy  of  Medicine  — John  H.  Benge,  M.D. 


FOR  STANDING  COMMITTEES 

Budget  Committee 

Olin  S.  Allen,  II,  M.D. 

Peter  R.  Coggins,  M.D. 

Richard  T.  D’Alonzo,  M.D. 

Thomas  E.  Dyer,  M.D. 

Christos  S.  Papastavros,  M.D. 

Thomas  S.  Vates,  Jr.,  M.D. 

Bylaws  Committee 

Rhoslyn  J.  Bishoff,  M.D. 

Jason  L.  Campbell,  M.D. 

William  H.  Duncan,  M.D. 

John  J.  Egan,  M.D. 

Charles  R.  Green,  Jr.,  M.D. 

Vincent  G.  J.  Lobo,  Jr.,  D.O. 

Christos  S.  Papastavros,  M.D. 

Dene  T.  Walters,  M.D. 

Medical  Economics  Committee 

Olin  S.  Allen,  II,  M.D. 

Joseph  A.  Arminio,  M.D. 

Ben  C.  Corballis,  M.D. 

Martin  J.  Cosgrove,  M.D. 

George  N.  Eriksen,  M.D. 

H.  Wendell  Gray,  Jr.,  M.D. 

Charles  Robert  Green,  Jr.,  M.D. 

Robert  E.  Heckman,  M.D. 

Richard  N.  Hindin,  M.D. 

Garth  A.  Koniver,  M.D. 

Robert  L.  Meckelnburg,  M.D. 

Bhaskar  S.  Palekar,  M.D. 

Jae  K.  Park,  M.D. 

Robert  J.  Schacheri,  M.D. 

Donald  Schetman,  M.D. 

Michael  E.  Stillabower,  M.D. 

Raymond  R.  Strocko,  M.D. 

Charles  W.  Wagner,  M.D. 

Owens  S.  Weaver,  M.D. 

Medical  Liability  Insurance  Committee 

Robert  G.  Altschuler,  M.D. 

Daniel  A.  Alvarez,  M.D. 

James  Beebe,  Jr.,  M.D. 

John  J.  Chabalko,  M.D. 

Ben  C.  Corballis,  M.D. 

L.  Mario  Garcia,  M.D. 

Errol  Ger,  M.D. 

Martin  Gibbs,  M.D. 

Charles  Robert  Green,  Jr.,  M.D. 

Ali  Z.  Hameli,  M.D. 


O.  Keith  Hamilton,  M.D. 

Forrest  G.  Hawkins,  M.D. 

Stephen  L.  Hershey,  M.D. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Allan  W.  Levy,  D.O. 

Otto  Raul  Medinilla,  M.D. 

Peter  J.  Mette,  M.D. 

James  B.  McClements,  M.D. 

Dewey  A.  Nelson,  M.D. 

Peter  B.  Panzer,  M.D. 

Herman  J.  Stein,  M.D. 

Jane  C.  Straughn,  M.D. 

Philip  R.  Walker,  M.D. 

R.  Keith  Whiting,  M.D. 

J.  Rafael  Yanez,  M.D. 

Arthur  F.  Zimmerman,  M.D. 

Medical  Review  Committee 

Artemio  B.  Aranilla,  M.D. 

John  H.  Benge,  M.D. 

Gustave  K.  Berger,  M.D. 

Bruce  L.  Bolasny,  M.D. 

Jason  L.  Campbell,  M.D. 

Anthony  L.  Cucuzzella,  M.D. 

Burford  W.  Culpepper,  M.D. 

Frederic  M.  Davis,  D.O. 

Ronaldo  L.  Domingo,  M.D. 

John  J.  Egan,  M.D. 

Edward  M.  Goldenberg,  M.D. 

H.  Wendell  Gray,  Jr.,  M.D. 

C.  E.  Graybeal,  M.D. 

Charles  Robert  Green,  Jr.,  M.D. 

O.  Keith  Hamilton,  M.D. 

Calvin  B.  Hearne,  M.D. 

Robert  E.  Heckman,  M.D. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Alfred  Lazarus,  M.D. 

Robert  N.  Ligo,  M.D. 

Amir  Mansoory,  M.D. 

Peter  J.  Mette,  M.D. 

Ananth  P.  Nabha,  M.D. 

Musbafa  Oz,  M.D. 

Christos  S.  Papastavros,  M.D. 

Anis  Saliba,  M.D. 

Ilhan  M.  Tuzun,  M.D. 

Emilio  R.  Valdes,  Jr.,  M.D. 

Thomas  S.  Vates,  Jr.,  M.D. 

Leslie  W.  Whitney,  M.D. 

Howard  Wilk,  M.D. 

Program  Committee 

Henry  R.  Cowell,  M.D. 

Steven  L.  Edell,  D.O. 

Lanny  Edelsohn,  M.D. 

William  D.  Johnson,  M.D. 

Venerando  J.  Maximo,  M.D. 

Robert  L.  Meckelnburg,  M.D. 

Roger  B.  Rodrigue,  M.D. 
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William  L.  Sprout,  M.D. 

Filomeno  T.  Viloria,  M.D. 

Robert  L.  Wuertz,  M.D. 

Public  and  Professional  Education  Committee 

Raafat  Z.  Abdel-Misih,  M.D. 

Daniel  A.  Alvarez,  M.D. 

Augusto  A.  Amurao,  M.D. 

Habib  Bolourcbi,  M.D. 

Ciriaco  G.  Bongalos,  M.D. 

Elizabeth  Craven,  M.D. 

William  H.  Duncan,  M.D. 

Steven  L.  Edell,  D.O. 

Jack  Gelb,  M.D. 

Carl  I.  Glassman,  M.D. 

Edward  M.  Goldenberg,  M.D. 

Mark  J.  Granada,  M.D. 

O.  Keith  Hamilton,  M.D. 

Richard  N.  Hindin,  M.D. 

James  M.  Hofford,  M.D. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Kyo  A.  Kim,  M.D. 

E.  Wayne  Martz,  M.D. 

Peter  J.  Mette,  M.D. 

Jose  C.  Pamintuan,  M.D. 

Yogish  A.  Patel,  M.D. 

Bernadine  Z.  Paulshock,  M.D. 

Stephen  R.  Permut,  M.D. 

James  F.  Reamer,  M.D. 

Roger  B.  Rodrigue,  M.D. 

Mansour  Saberi,  M.D. 

Shiv^ev  Singh,  M.D. 

J.  Jordan  Storlazzi,  M.D. 

Jane  C.  Straughn,  M.D. 

Filomeno  T.  Viloria,  M.D. 

Dene  T.  Walters,  M.D. 

John  S.  Wills,  M.D. 

Richard  Winkelmayer,  M.D. 

Public  Laws  Committee 

Charles  Allen,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

V.  Terrell  Davis,  MD 
Edward  S.  Dennis,  M.D. 

C.  Royer  Donoho,  Sr.,  M.D. 

William  H.  Duncan,  M.D. 

Paul  F.  Emery,  M.D. 

Alan  B.  Evantash,  M.D. 

Edward  F.  Gliwa,  M.D. 

Ali  Z.  Hameli,  M.D. 

James  E.  A.  Harkness,  D.O. 

Robert  E.  Heckman,  M.D. 

Jeffry  I.  Komins,  M.D. 

Joseph  A.  Kuhn,  M.D. 

Pierre  L.  LeRoy,  M.D. 

Vincent  G.  J.  Lobo,  D.O. 

Howard  Lovett,  M.D. 

James  R.  McNinch,  M.D. 


Otto  Raul  Medinilla,  M.D. 

Allston  J.  Morris,  M.D. 

Eric  J.  Oliet,  M.D. 

Lyman  J.  Olsen,  M.D. 

Jose  C.  Pamintuan,  M.D. 

David  E.  Raskin,  M.D. 

Emanuel  M.  Renzi,  M.D. 

Philip  L.  Rothbart,  M.D. 

Gerald  J.  Savage,  M.D. 

Stephen  Schlesinger,  M.D. 

Raymond  R.  Strocko,  M.D. 

Ilona  Tar  Szucs,  M.D. 

Sarabeth  Walker,  M.D. 

Newell  R.  Washburn,  M.D. 

Owens  S.  Weaver,  M.D. 

Arthur  F.  Zimmerman,  M.D. 

Publication  Committee 

Stephen  H.  Franklin,  M.D. 

William  J.  Holloway,  M.D. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Robert  C.  Knowles,  M.D. 

E.  Wayne  Martz,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 

James  H.  Newman,  M.D. 

Bernadine  Z.  Paulshock,  M.D. 

P.  John  Pegg,  M.D. 

William  A.  Taylor,  M.D. 

John  S.  Wills,  M.D. 

Delegate— American  Medical  Association 

( term  to  expire  12-31-85 ) 

Roger  B.  Thomas,  Jr.,  M.D. 

Alternate  Delegate— American  Medical 
Association 

(term  to  expire  12-31-85) 

Rhoslyn  J.  Bishoff,  M.D. 

Judicial  Council 

Anthony  L.  Cucuzzella,  M.D.  — three-year-term 

Board  of  Medical  Practice 

New  Castle  County 

William  F.  Duncan,  M.D. 

Jeffry  I.  Komins,  M.D. 

Leonard  P.  Lang,  M.D. 

G.  Dean  MacEwen,  M.D. 

Henri  F.  Wendel,  M.D. 

New  Castle  County 

Anthony  L.  Cucuzzella,  M.D. 

John  J.  Egan,  M.D. 

Peter  J.  Mette,  M.D. 
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Dene  T.  Walters,  M.D. 

Leslie  W.  Whitney,  M.D. 

Sussex  County 

Daniel  A.  Alvarez,  M.D. 

Thomas  E.  Dyer,  M.D. 

C.  E.  Craybeal,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 

Anis  Saliba,  M.D. 

I.  Favel  Chavin,  M.D. 

Chairman 


AMERICAN  CANCER  SOCIETY 

The  Society  has  an  equal  number  of  representatives 
from  the  ranks  of  medical  professionals  and  laypersons 
at  the  Division  or  policy-making  level.  Because  of  this 
particularly  close  relationship,  the  activities,  policies, 
and  programs  of  the  American  Cancer  Society  should 
be  of  special  interest  to  the  membership  of  the  Medical 
Society  of  Delaware. 

One  critical  problem  faced  by  the  ACS  in  Delaware 
is  the  delivery  of  timely,  useful,  and  appropriate  pro- 
fessional information  and  education  to  physicians  in  our 
State. 

In  an  effort  to  carry  out  this  aspect  of  the  Society’s 
cancer  control  responsibility,  it  is  imperative  that  the 
ACS  have  the  active  involvement  of  members  of  the 
Medical  Society  of  Delaware.  Members  of  the  Medical 
Society  can  assist  in  defining  the  program  directions 
of  the  ACS  and  assist  the  ACS  to  implement  the  follow- 
ing specific  objectives: 

1.  Help  to  plan  programs  by  utilizing  existing  fo- 
rums to  implement  ACS  professional  educa- 
tion programs  in  various  hospitals  throughout 
the  State. 

2.  Help  to  regionalize  programming  through  the 
process  of  serving  on  small  (3-5  member)  com- 
mittees for  the  following  hospital  areas:  Lewes, 
Beebe  Hospital;  Dover,  Kent  Ceneral  Hospital; 
Wilmington,  Wilmington  Medical  Center  and 
St.  Francis  Hospital.  The  committees  would 
arrange  for  implementation  of  cancer  programs 
at  each  hospital. 

3.  Help  extend  Professional  Education  to  include 
residents  in  training  by  identifying  residents  for 
committee  membership  who  are  currently  in- 
volved in  the  Besidency  Programs  at  the  Wilm- 
ington Medical  Center  and  St.  Francis  Hospital. 

During  the  past  program  year  the  ACS  medical  pro- 
fessionals have  worked  to  reach  nearly  2,800  of  their 
colleagues  with  professional  information  through  pro- 
fessional education  programs. 

Patient  service  is  a major  component  of  the  ACS  pro- 
gram. It  is  surpassed  only  by  Public  Education  in  total 
expense  and  scope.  During  the  past  program  year 
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BRIEF  SUMMARY 

PROCARDIA  - (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  tor  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 1 classical  patterr* 
ol  angina  at  rest  accompanied  by  ST  segment  elevation  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
n unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  of  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  tor 
the  management  ol  chronic  stable  angina  (effort-associated  anginal  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  ol  beta  blockers  and  or  organic  mlraies 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  ol  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance! 
but  confirmation  ol  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  ol  concurrent  treatment  especially  if ' 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  sines 
severe  hypotension  can  occur  from  the  combined  effects  ol  the  drugs  (See  Warnings  I 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive  effect  of' 
PROCARDIA  is  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  al  the  time  ol 
subsequent  upward  dosage  adiustment  and  may  be  more  likely  m patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  lentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  ol  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  of  tentanyl  in  other  surgical  procedures  or  with  other  narcotiq 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ot  these  potential  problems  and: 
t the  patient's  condition  permits  sufficient  time  (at  least  36  hoursl  should  be  allowed  for 
PROCARDIA  to  be  washed  out  ot  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech] 
amsm  of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demani 
resulting  from  increased  heart  rate  alone 

Bela  Blocker  Withdrawal  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ol  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports! 
increased  angina  in  a setting  ol  beta  blocker  withdrawal  and  PROCAROIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure.  Rarely  patients  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  lor 
such  an  event 

PRECAUTIONS:  General  Hypofension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  tor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  iSee  Warnings  l 

Peripheral  edema.  Mild  to  moderate  peripheral  edema  typically  associated  with  arter  a vaso- 
dilation and  not  due  to  left  ventricular  dysfunction  occurs  in  about  one  m ten  patients  treated  wild 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  ol  increasing  left  ventricular  dysfunction  I 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  I Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  ot  congestive  head 
failure  severe  hypotension  or  exacerbation  ol  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-admmistered  with  nitrates  but  there  nave 
been  no  controlled  studies  to  evaluate  the  antiangmal  effectiveness  ot  this  combination 

Digitalis  Administration  ol  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  ot  twelve 
normal  volunteers  The  average  increase  was  45°i;  Another  investigator  found  no  increase  m di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ot  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ot  patients  with 
elevated  digoxin  levels  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating  adiust- 
mg  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis  mutagenesis,  impairment  ot  fertility  When  given  to  rats  prior  to  mating  mte- 
dipine  caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats  embryotoxicily  m rats  mice  and  rabbits  and  abnormalities  m monkeys 
AOVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness 
peripheral  edema  nausea  weakness  headache  and  Hushing  each  occurring  in  about  10°o  ot  pa- 
tients. transient  hypotension  in  about  5%  palpitation  in  about  2%  and  syncope  in  about  0 50'm, 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian 
ginal  medication  Additionally  the  following  have  been  reported  muscle  cramps  nervousness 
dyspnea,  nasal  and  chest  congestion  diarrhea  constipation  inflammation  |oint  stiffness  shaki- 
ness.  sleep  disturbances  blurred  vision  difficulties  m balance  dermatitis  pruritus  urticaria  le- 
ver, sweating  chills  and  sexual  difficulties  Very  rarely  introduction  of  PROCAROIA  therapy  was 
associated  with  an  increase  in  anginal  pain  possibly  due  to  associated  hypotension 

In  addition,  more  serious  adverse  events  were  observed  not  readily  distinguishable  from  the  naK 
oral  history  ol  the  disease  in  these  patients  It  remains  possible  .however  that  some  or  manyfj 
these  events  were  drug  related  Myocardial  infarction  occurred  m about  4%  ot  patients  and  conge# 
live  heart  failure  or  pulmonary  edema  in  about  2°o  Ventricular  arrhythmias  or  conduction  disturtf 
ances  each  occurred  in  fewer  than  0 5°o  ol  patients 

Laboratory  Tests:  Rare  mild  to  moderate  transient  elevations  ol  enzymes  such  as  alkaline  phos- 
phatase CPK  LOH  SGOT  and  SGPT  have  been  noted  and  a single  incident  ol  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ot  gall  biadde-’ 
disease  alter  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  IS 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms. 
Cholestasis  possibly  due  to  PROCARDIA  therapy  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  m bottles  ot  100  ( N DC  0069-2600-661  300  (NDC  0069- 
2600-721  and  unit  dose  (10x101  i NDC  0069-2600-411  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77  F 1 15  to  25  Cl  in  the  man- 
ufacturer's original  container 

More  detailed  professional  information  available  on  request  c 1982  Pfizer  Inc 

LABORATORIES  DIVISION 
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(1981-82)  the  following  activities  were  carried  out  in 
Service  and  Rehabilitation: 


Transportation  to  treatment 

160 

Home  Care  Services 

46 

Gift  and  Loan  Closet 

280 

Medications 

126 

Laboratory  Tests 

7 

Dressings 

28 

Counseling 

216 

Mastectomy  Rehabilitation 

173 

Laryngectomy  Rehabilitation 

11 

Ostomy  Rehabilitation 

43 

It  should  be  pointed  out  that  the  Delaware  Division 
spent  a total  of  $55,254  for  direct  payments  to  or  on  the 
behalf  of  patients;  this  amount  does  not  include  any 
overhead  expense. 

The  amount  allocated  to  research  for  the  1982-83  year 
reached  $179,921.  This  amount  supported  research 
carried  on  throughout  the  country. 

Robert  L.  Meckelnburg,  M.D. 

Liaison 

( The  report  was  filed. ) 


AMERICAN  DIABETES  ASSOCIATION 
DELAWARE  AFFILIATE,  INC. 

During  the  past  year  the  American  Diabetes  Asso- 
ciation, Delaware  Affiliate,  Inc.,  has  continued  with  its 
public  service  of  free  Detection  Programs  held  once  a 


week  at  15  sites  throughout  the  state,  as  well  as  the 
dissemination  of  accurate  information  about  diabetes 
to  our  membership  and  the  general  public  through 
informative  brochures  in  senior  centers  and  shopping 
malls,  etc.,  statewide.  Free  public  meetings  with  a 
guest  speaker  are  held  in  the  spring  and  fall. 

Our  Board  of  Directors  has  been  expanded  by  the 
addittion  of  three  professionals  and  two  lay  members. 
Our  newly  formed  “Parent  Support  Group”  has  stimu- 
lated interest  within  our  membership  both  professional 
and  lay.  Our  Youth  Group  and  their  parents  meet 
approximately  four  times  a year  for  discussion  with  the 
attendance  of  a local  physician. 

The  State  of  Delaware  was  represented  by  10  children 
who  attended  Camp  Firefly,  a camp  for  diabetic  young- 
sters located  in  Spring  Mount,  Pennsylvania.  The 
Association  provides  camperships  for  any  deserving  child 
wishing  to  attend  camp. 

Current  membership  includes  360  lay  members  and 
45  professionals.  We  would  like  to  see  an  increase  of 
interest  on  the  part  of  Delaware  physicians  in  this 
worthwhile  group,  which  provides  the  above  free  ser- 
vices and  peer  support  to  our  patients.  Annual  mem- 
bership dues  are  $15.00  and  include  a membership  for 
Forecast,  a publication  of  the  American  Diabetes  Asso- 
ciation which  is  highly  suitable  for  all  physicians’  wait- 
ing rooms. 

Grafton  D.  Reeves,  M.D. 

Liaison 

( The  report  was  filed. ) 


HOME  HEALTH  CARE  CENTER 


• WHEELCHAIRS 

• WALKING  AIDS 

• T.E.N.S.  UNITS 

• BATHROOM 
SAFETY  AIDS 


SURGICAL  SUPPORTS 
ORTHOPEDIC  BRACES 
SPORT  SUPPORTS 
ELASTIC  STOCKINGS 
TRUSSES 


SERVING  THE  MEDICAL  PROFESSION 
FOR  OVER  A QUARTER  CENTURY" 


SAITS 
RfNTM  S 
SKR\  KT 


608  NO.  UNION  STREET 

WILM..  DEL. 

PHONE  652-0300 
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AMERICAN  HEART  ASSOCIATION  OF  DELAWARE 

The  following  represents  the  American  Heart  Asso- 
ciation of  Delaware’s  report  to  the  Medical  Society. 

In  the  area  of  research,  the  American  Heart  Asso- 
ciation of  Delaware  continues  to  expand  its  local  re- 
search support.  More  than  $90,000  will  be  expended 
in  grants-in-aid  to  10  area  research  investigators  this 
year. 

The  Association  has  revised  its  format  in  providing 
funds  for  the  David  Flett  du  Pont  Lecture.  A grant  of 
$1,000  is  now  provided  through  Medical  Service  Asso- 
ciates, who  will  work  with  the  Department  of  Medicine 
at  The  Wilmington  Medical  Center  in  arranging  top 
speakers  on  topics  of  current  interest. 

Continuing  financial  support  is  provided  to  Tel-Med, 
the  Cardiac  Shelf  at  the  Academy  of  Medicine,  and  the 
cooperative  program  for  Continuing  Medical  Education. 
The  Heart  Association  has  now  completed  its  plan  to 
equip  one  hospital  in  each  county  with  Advanced  Life 
Support  training  equipment.  The  Wilmington  Medical 
Center,  Beebe  Hospital  and  Kent  Ceneral  Hospital  all 
have  instituted  training  in  ACLS  and  will  offer  courses 
on  a regular  basis. 

A new  area  of  involvement  was  initiated  this  year 
with  the  Association  funding  in-patient  cardiac  rehabili- 
tation and  education.  Video  Tape  Units,  charts,  tapes, 
films  and  handout  materials  will  be  provided  to,  at 
least  five  hospitals  in  Delaware  who  have  expressed 
interest  in  this  program. 

The  Association’s  Nursing  Committee  has  been  active 
in  providing  programs  dealing  with  hypertension  con- 
trol. A course  centered  around  nutritional  aspects  and 
hypertension  will  be  offered  this  year. 

The  DuPont  Country  Club  is  now  offering  “Heart 
Healthy  Dining,”  with  certain  items  on  their  menu 
identified  as  being  low  in  fat  and  cholesterol.  We 
expect  that  this  type  program  will  spread  to  other  food 
service  establishments  in  Delaware. 

Basic  Cardiac  Life  Support  training  is  still  offered 
statewide  through  Delaware  Technical  & Community 
College,  the  Association’s  offices  in  Kent,  New  Castle 
and  Sussex  Counties  through  use  of  volunteer  BCLS 
instructors.  Approximately  8,000  individuals  per  year 
are  trained  in  this  technique. 

Information  and  educational  materials  are  always 
available  to  the  general  public,  physicians’  offices, 
schools,  and  organizations  at  no  charge.  Monthly  pub- 
lications on  the  current  concepts  of  treatment  of  cardio- 
vascular disease  are  also  mailed  to  hospitals,  physicians, 
and  nurses. 

On  behalf  of  the  American  Heart  Association  of 
Delaware,  I wish  to  thank  the  medical  community  for 
their  continuing  support  of  the  Association  and  its 
many  varied  programs. 

Paul  C.  Pennock,  M.D. 

Liaison 

(The  report  was  filed.) 


CONTROLLED  SUBSTANCE  ACT 
ADVISORY  COMMITTEE 

The  Controlled  Substance  Act  Advisory  Committee 
has  met  four  times  during  the  past  year. 

The  Committee  is  chaired  by  the  Director  of  the 
Division  of  Public  Health,  Lyman  J.  Olsen,  M.D.  Other 
members  are  Ali  Z.  Hameli,  M.D.,  State  Medical  Ex- 
aminer; James  Goodwill,  D.D.S.,  from  the  Delaware 
State  Dental  Society;  William  Merritt  from  the  Delaware 
Pharmaceutical  Society;  Captain  William  Cassell  from 
the  State  Police;  Susan  Kirk-Ryan  from  the  Attorney 
General’s  Office;  Jane  Taylor,  R.N.,  from  the  Delaware 
Nurses  Association;  Mario  Pazzaglini,  M.D.,  from  the 
Bureau  of  Alcoholism  and  Drug  Abuse;  and  Rhoslyn 
J.  Bishoff,  M.D.,  from  the  Medical  Society  of  Delaware. 
The  Executive  Secretary  of  the  Controlled  Substance 
Act  Advisory  Committee  is  Mr.  Martin  Golden,  a phar- 
macist. 

The  Committee  has  discussed  “scams”  being  pulled 
off  in  our  state  that  can  serve  as  entrapment  for  pro- 
fessional people.  For  example,  a subject  calls  a phy- 
sician whose  associate  is  off  and  explains  that  he  is  a 
patient  of  the  associate  and  asks  the  physician  to  author- 
ize a prescription.  The  physician  might  authorize  the 
prescription  without  checking.  In  other  instances,  phar- 
macists are  lured  to  the  front  of  the  store  while  mem- 
bers of  a narcotic  ring  rob  the  assistant  in  the  back 
of  the  store.  Or,  a pharmacist  locks  up  his  store  but 
then  has  drugs  behind  the  counter  taken  by  employees. 
There  is  still  appearing,  at  this  late  date,  a kidney  stone 
patient  who  says  that  he  gets  his  drugs  because  of  the 
pain  created  by  his  kidney  stone.  Another  person 
presents  himself  as  Dr.  Barker  with  forged  documents 
from  established  physicians  or  institutions  of  the  sur- 
rounding area.  If  the  documents  are  read  carefully, 
there  are  definite  medical  discrepancies,  but  this  man 
has  been  able  to  make  off  with  many  thousands  of 
dollars  of  prescribed  drugs. 

Diversion  of  drugs  happens  most  often  in  nursing 
homes,  prisons,  and  hospital  emergency  rooms.  We’ve 
had  reported  cases  of  nurses  diverting  dalmane,  valium, 
and  fiorinal  for  members  of  their  families.  More  re- 
cently, funeral  parlors  and  marinas  have  been  the  source 
of  drugs.  Other  methods  of  diversion  are  prescription 
blanks,  which  can  be  sold  on  the  street  by  forging  a 
physician’s  signature.  The  narcotics  number  should 
appear  on  the  prescription  pad  only  in  the  physician’s 
own  handwriting. 

With  the  assignment  of  a new  State  Trooper,  Captain 
Cassell,  the  Board  may  change  direction.  We  in  the 
medical  profession  have  always  felt  that  education  should 
be  of  top  priority,  but  the  state  police,  using  their  drug 
unit,  are  now  seeking  those  who  supply  the  drugs  to 
the  street.  State  police  are  now  being  aided  in  their 
efforts  by  the  Drug  Enforcement  Agency  and  the  Fed- 
eral Bureau  of  Investigation.  Captain  Cassell  discussed 
drugs  of  particular  interest  to  addictive  users— cocaine, 
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marijuana,  and  heroin.  He  reported  an  outbreak  in 
heroin  traffic  in  the  Milford  area. 

As  recommended  by  the  Advisory  Committee,  Mr. 
Golden  has  scheduled  a public  hearing  to  determine  if 
Nubain  should  be  put  on  the  controlled  substances 
schedule,  probably  at  a class  4 level.  That  hearing 
is  scheduled  for  Wednesday,  January  4,  1984,  in  the 
offices  of  the  State  Medical  Examiner.  To  be  consistent 
with  federal  classification,  Halcion  is  now  included  in 
class  4 in  Delaware  under  the  Controlled  Substance 
Act. 

The  look-a-likes  bill  we  proposed  to  the  American 
Medical  Association  has  been  carried  to  Congress  and 
is  appearing  under  Senate  Bill  497  and  Senate  Bill  503; 
these  bills  will  consider  ways  of  controlling  look-a-like 
drugs  by  federal  law. 

Important  news  for  physicians  concerning  their  own 
narcotics  licenses  is  possible  Congressional  action  to 
implement  a three-year  registration,  for  a fee  of  $20,  for 
pharmacists  and  physicians.  If  this  legislation  is  passed, 
the  act  will  supersede  the  current  annual  $5  registra- 
tion fee. 

Of  particular  interest  to  the  physicians  of  the  state 
are  the  statistics  for  Delaware’s  use  of  methampheta- 
mines,  Preludin,  Dilaudid,  and  Percodan.  In  1979,  our 
state  was  7th  in  the  use  of  methamphetamines,  and 
we  have  dropped  to  43rd.  Our  total  gram  usage  in 
1979  was  929  grams,  and  in  1982  was  down  to  48 
grams.  In  use  of  Preludin,  four  years  ago  we  were 
6th  in  the  country  of  all  the  states,  and  in  1982  we  were 
21st.  Of  greater  significance  are  statistics  on  gram  usage. 
Preludin  in  1979  was  at  8,163  grams  and  has  dropped 
to  1,833  grams  in  1982.  Statistics  on  use  of  Dilaudid 
are  less  encouraging:  in  1979  we  were  45th,  but  in  1982 
we  had  risen  to  11th  among  the  states.  Our  gram  pur- 
chases in  1980  were  119  grams;  this  amount  has  in- 
creased in  1982  to  258  grams.  For  the  first  three  quar- 
ters of  1983,  the  use  of  Percodan  in  our  state  has  stabi- 
lized. 

Finally,  I want  to  mention  the  drug  abuse  seminar  on 
November  17th  that  will  be  part  of  our  annual  program. 
This  seminar  is  partially  subsidized  by  the  Advisory 
Committee  on  Controlled  Substances. 

Rhoslyn  J.  Bishoff,  M.D. 

Representative 

( The  problem  of  diversion  of  drugs  referred  to  in  para- 
graph four  of  the  report  was  referred  to  the  Board  of 
Trustees  for  study  and  any  necessary  action.  The  re- 
mainder of  the  report  was  filed.) 


COORDINATING  COUNCIL  FOR  THE 
HANDICAPPED  CHILD,  INC. 

At  the  request  of  Dr.  Ignatius  J.  Tikellis,  I continued 
as  the  liaison  representative  from  the  Medical  Society 


of  Delaware  to  the  Coordinating  Council  for  the  Handi- 
capped Child  of  Delaware,  Inc.  during  1983.  As  a 
member  of  the  Executive  Committee,  I attended  meet- 
ings every  month. 

The  Coordinating  Council  sponsored  two  public  meet- 
ings during  the  year.  One  in  November  1982  on 
“Recreation  for  Handicapped  Persons”  was  held  at  the 
DuPont  Country  Club.  It  was  attended  by  113  persons 
representing  agencies  in  the  health  and  social  services, 
schools,  community  centers,  some  consumers,  and  par- 
ents. 

The  second  large  meeting  was  held  in  the  spring  on 
Saturday,  April  16,  1983,  at  the  Alfred  I.  du  Pont  In- 
stitute. The  title  of  this  presentation  was  “The  Hidden 
Time  Bomb:  Our  Youth  and  Juvenile  Justice  System.” 
Recommendations  made  at  the  conference  were  sent  to 
the  Departments  of  Public  Instruction,  Correction,  Health 
and  Social  Services,  and  the  Family  Court  with  the 
Coordinating  Council’s  offer  to  help  act  as  a facilitator 
in  initiating  some  resolve  to  these  areas  of  concern. 

During  the  spring  meeting  Elizabeth  R.  Schantz, 
M.D.,  a speech  pathologist  with  the  Colonial  School 
District,  was  presented  the  Dr.  Alfred  R.  Shands,  Jr. 
Distinguished  Service  Award  for:  “exemplary  professional 
performance  and  service  which  reflects  a deep  love  and 
concern  for  exceptional  children.”  Miss  Schantz  has 
cerebral  palsy  but  has  served  the  State  of  Delaware 
as  a speech  pathologist  since  1961,  first  with  the  Dela- 
ware Division  of  Public  Health  and  more  recently  the 
Colonial  School  District. 

I feel  that  the  Coordinating  Council  for  the  Handi- 
capped Child  of  Delaware,  Inc.  continues  its  magnifi- 
cent job  in  the  advocacy  role  for  children  with  varying 
handicaps  from  Delaware. 

Henry  H.  Stroud,  M.D. 

Liaison 

(The  report  was  filed.) 


DELAWARE  CHAPTER  ARTHRITIS  FOUNDATION 

Continuing  education  for  physicians  and  allied  health 
professionals  is  offered  through  the  annual  March  Rheuma- 
tology Update  at  the  Academy  of  Medicine,  with  next 
year’s  seminar  to  be  held  March  6,  1984.  Local  hos- 
pital seminars  have  been  supported  through  the  State 
Medical  Society,  and  local  in-service  training  has  been 
given  to  nurses  and  school  health  teachers. 

The  quarterly  “Arthritis  Communique”  in  the  Dela- 
ware Medical  Journal,  written  by  professionals  of  the 
arthritis  care  team,  is  executed  by  the  Medical  and 
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Scientific  Committee  as  a resource  to  Delaware  phy- 
sicians. 


DELAWARE  INSTITUTE  OF  MEDICAL  EDUCATION 
AND  RESEARCH  (DIMER) 


In  1983  the  Delaware  Chapter  Arthritis  Foundation, 
through  its  Medical  and  Scientific  Committee,  initiated 
Arthritis  Self-Help  Courses  throughout  the  state.  Local 
leaders  are  trained  to  conduct  six  weekly  two-hour 
sessions  for  arthritis  patients  and  family  members.  The 
purpose  of  the  course  is  to  show  how  behavior  modi- 
fication can  help  to  achieve  optimal  management  for 
more  productive  and  enjoyable  daily  living. 

Patient  literature  is  supplied  to  physicians’  offices, 
the  Arthritis  Clinic,  and  to  public  health  nursing  facili- 
ties. Local  public  forums  are  conducted,  with  a panel 
consisting  of  a rheumatologist,  an  orthopedic  surgeon, 
and  a physical  therapist.  Information  and  referral  ser- 
vices are  available  to  arthritis  patients  and  their  families 
through  the  Chapter  office,  764-8254,  or  toll  free,  1-800- 
292-9599. 


(The  report  was  filed. ) 


James  H.  Newman,  M.D. 

Liaison 


1984  CME  Cruise/Conferences 
on  Legal-Medical 
f Issues 


APPROVED  FOR 
18  24  CME  CREDITS 
CATEGORY  1 

By  the  Suffolk  Academy 
of  Medicine 


The  programs  listed  below  were  scheduled  prior  to  12/31/80 
and  conform  to  IRS  tax  deductibility  requirements  under  Sec 
602  of  the  Tax  Reform  Act  PL  94-445,  effective  1/1/77,  with 
the  exception  of  the  Hawaiian  Conference,  which  conforms  to 
the  requirements  of  PL  97-424 


January  7-18  (from  Ft 
Lauderdale,  FL) 

1 1 Day  Caribbean 

April  14-21  (from  Los 
Angeles,  CA) 

7 Day  Mexican  Riviera 

May  19  26  (from 
Honolulu,  HI) 

7 Day  Hawaiian 


June  30-July  14  (from 
San  Francisco,  CA) 

14  Day  Alaskan 

July  25-Aug.  4 (from  Ft 
Lauderdale,  FL) 

10  Day  Caribbean 

Aug.  1 125  (from 
Venice,  Italy) 

14  Day  Mediterranean 


*FLY  ROUIMDTRIP  FREE 

EXCELLENT  GROUP  FARES  -FINEST  SHIPS 

The  number  of  participants  in  each  conference  is  limited. 

Early  registration  is  advised 

International  Conferences 

For  color  brochure  189  Lodge  Ave. 
and  additional  Huntington  Station,  N Y.  11746 

information  contact  Phone  (516)  549-0869 


Twenty  Delawareans  received  the  M.D.  degree  from 
Jefferson  Medical  College  of  Philadelphia  in  May  1982. 
Seven  of  these  graduates  came  to  internship  at  Wilming- 
ton Medical  Center.  There  were  45  applicants  from 
Delaware  for  admission  to  Jefferson  in  the  class  entering 
September  1983.  Twenty-five  acceptances  were  sent 
out  to  fill  the  20  available  seats.  The  mean  GPA  of 
those  accepted  was  3.3  Science,  3.4  overall,  and  the  mean 
MCAT  scores  were  9.5,  a little  higher  than  the  60th 
percentile  nationwide.  In  other  words,  the  program 
continues  to  attract  good  applicants.  During  1982-83  the 
tuition  at  Jefferson  was  $10,800  and  for  1983-84,  $12,300. 
Delaware  students  at  Jefferson  are,  of  course,  responsible 
for  their  own  full  tuition  costs.  There  was  $105,000  avail- 
able for  DIMER  scholarships.  This  was  distributed 
to  the  32  neediest  Delaware  students  in  awards  ranging 
from  $1,000  to  $5,000.  There  were  15  other  Delaware 
students  on  Armed  Forces  scholarships,  making  a total 
of  47  out  of  the  80  students  receiving  financial  assistance. 

The  Board  of  Directors  of  DIMER  met  in  November 
1982  and  May  1983  to  approve  contracts  and  allocate 
available  funds.  During  the  year,  DIMER  was  ap- 
proached through  the  Governor’s  Office  to  participate 
in  a cooperative  effort  with  the  University  of  Maryland 
in  developing  an  area  health  education  center  on  the 
Eastern  Shore. 

Because  of  anticipated  financial  difficulties  in  the  state 
budget,  the  DIMER  funds  were  reduced  by  1%  for 
fiscal  year  1983-84.  Even  though  the  fiscal  crisis  appears 
to  have  passed,  there  is  some  doubt  that  this  cut  will 
be  restored  in  1984-85.  Any  political  help  from  the 
Medical  Society  of  Delaware  would  be  greatly  appreci- 
ated. 

The  members  of  the  DIMER  Board  of  Directors  at 
the  present  time  are  as  follows:  Appointees  of  Governor 
du  Pont,  David  Howard,  M.D.,  President,  Steven  L. 
Hershey,  M.D.,  Walter  B.  Omans,  M.D.;  Appointees  of 
the  University  of  Delaware,  J.  Bruce  Bredin,  L.  Leon 
Campbell,  Ph.D.,  Warner  W.  Price;  Appointees  of  The 
Wilmington  Medical  Center,  Charles  J.  Harrington,  Ph.D., 
Alfred  Bacon,  M.D.,  and  Mr.  Reynolds  duPont  Wey- 
mouth. 

E.  Wayne  Martz,  M.D. 

Secretary 

( The  report  was  filed. ) 


DELAWARE  LUNG  ASSOCIATION 

The  Delaware  Lung  Association  (DLA)  has  been 
active  during  the  past  year.  We  have  expanded  our 
program  areas  to  reflect  our  primary  goals  in  Patient 
Education,  School  Health  Curriculum,  and  Smoking 
Prevention. 
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The  “Help  For  the  Patient  With  Lung  Disease”  course 
continues  to  be  held  in  the  spring  and  fall  at  the  VA 
Medical  Center  in  Elsmere  and  in  the  fall  at  the  Kent 
General  Hospital  in  Dover.  The  “Better  Breathing  Club” 
meets  on  a monthly  basis  in  Wilmington  to  provide 
continuing  support  for  patients  with  chronic  obstructive 
lung  disease  ( COPD ) and  their  families.  A monthly 
newsletter  for  five  hundred  COPD  patients  is  distributed. 
A resource  directory  for  the  patient  with  COPD  to  in- 
form them  of  available  services  throughout  the  state  is 
still  available.  Self-help  materials  for  the  COPD  patient 
were  sent  to  seventeen  individuals. 

The  Family  Asthma  Program,  a three-week  program 
for  children  with  asthma  and  their  parents  continues 
to  be  offered  twice  a year  in  New  Castle  County  and 
once  a year  in  both  Kent  and  Sussex  Counties.  A new 
Pre-School  Asthma  Program  for  children  two  through 
five  and  their  parents  was  held  in  the  spring.  This  four- 
week  program  will  be  offered  on  a yearly  basis.  SUPER- 
STUFF®, a self-help  program  for  children  with  asthma, 
continues  to  be  distributed  upon  request  to  families, 
to  the  Delaware  Division  for  their  patient  education 
programs  and  to  Riverside  Hospital.  A newsletter  is 
sent  to  two  hundred  children  with  asthma  and  their 
parents. 

In  the  area  of  school  health  education,  the  Delaware 
Lung  Association  promotes  the  Biofeedback  Smoking 
Program.  Seventeen  junior  and  senior  high  schools 
throughout  the  state  participated  in  the  program  during 
the  1982-83  school  year.  The  Delaware  Lung  Associa- 
tion and  the  Delaware  Department  of  Public  Instruction 
conducted  workshops  for  elementary  school  teachers  and 
nurses  on  the  new  school  health  curriculum  What 
Makes  Me  Tick”  in  five  school  districts  in  the  state. 
The  DLA  sponsored  the  March  issue  of  SNOOPER,  the 
state’s  health  education  newsletter  for  elementary  school 
students.  Distribution  is  to  55,000  students  in  public, 
private  and  parochial  schools.  “Lungs  are  for  Life, 
2nd  and  3rd/4th  grade  modules  have  been  distributed 
to  teachers  in  seven  school  districts.  Staff  presented 
programs  at  both  the  New  Castle  County  and  Kent- 
Sussex  Counties  in-service  days  and  at  the  Annual  State 
PTA  Meeting. 

Freedom  From  Smoking  programs  include  a seven- 
session  clinic  or  a self-help  program.  Five  clinics  have 
been  conducted  for  the  public  and  two  clinics  have  been 
held  in  the  workplace.  “Freedom  From  Smoking  in 
20  Days,”  a self-help  program  developed  by  the  American 
Lung  Association  and  the  American  Thoracic  Society,  has 
been  distributed  to  over  500  individuals.  A support 
group  for  ex-smokers  has  been  organized  to  meet  on  a 
monthly  basis.  New  Smoking  and  Pregnancy  materials 
are  available  for  the  health  care  provider. 

Delaware  Lung  Association’s  Pulmonary  Function 
Screening  Program  is  directed  toward  business  and  in- 
dustry. During  1982,  DLA  screened  4,500  adults. 

The  Pollution  Standard  Index  continues  to  be  broad- 


cast daily,  Monday  through  Friday,  on  radio  stations 
WNRK  and  WILM,  and  is  printed  daily  in  the  Eve- 
ning News  Journal. 

Mandatory  inspection  and  maintenance  of  car  emissions 
systems  began  in  Delaware  on  January  1,  1983.  DLA 
assisted  with  publicity  for  the  program  and  runs  the 
“I/M  Hotline.” 

Delaware  Lung  Association  continues  to  support  the 
Medical  Society  of  Delaware’s  Continuing  Medical  Edu- 
cation Seminars  for  Physicians  by  sponsoring  two  pro- 
grams related  to  respiratory  disease,  and  by  supporting 
the  Annual  Infectious  Disease  Symposium. 

We  provided  subscriptions  of  “Basics  of  RD”  to  resi- 
dents, interns,  nursing  and  respiratory  therapy  students. 
Interested  physicians  received  subscriptions  to  “Clinical 
Notes  on  RD.”  We  provide  medical  journals  for  the 
Academy  of  Medicine  and  sponsor  eleven  tapes  for  the 
Tel-Med  Program. 

DLA  provided  a scholarship  for  one  respiratory  thera- 
pist from  The  Wilmington  Medical  Center  to  attend  an 
advanced  course  in  Respiratory  Therapy  at  the  Uni- 
versity of  Chicago. 

DLA  and  the  Delaware  Society  for  Respiratory  Ther- 
apy co-sponsored  the  Fourth  Annual  Respiratory  Thera- 
pists Seminar  on  December  3,  1982. 

DLA  held  its  Annual  Meeting  on  June  8,  1983.  The 
Emily  P.  Bissell  Award  was  presented  to  Russell  W. 
Peterson.  The  John  Janvier  Black,  M.D.  Award  was 
presented  to  Nora  O’Flynn  O’Brien,  M.D. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Liaison 

(The  report  was  filed.) 


DELAWARE  POLITICAL  ACTION  COMMITTEE 
DELPAC 

1983  was  a disappointing  year  for  the  Delaware 
Political  Action  Committee.  This  year  has  shown  the 
least  number  of  sustaining  members  and  regular  mem- 
bers in  our  recent  past.  This  can  only  mean  that  the 
physicians  do  not  care  to  have  an  influence  on  their 
political  future  or  that  they  have  found  alternative 
means.  I only  hope  that  the  new  chairman  receives 
better  support  in  the  future  so  that  there  are  always 
options  in  the  practice  of  medicine. 

Robert  Abel,  Jr.,  M.D. 

Chairman 

(The  report  was  filed  with  the  request  that  future 
reports  include  statistical  information  describing  mem- 
bership gains  or  losses.) 
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DELAWARE  REVIEW  ORGANIZATION 

The  past  year  has  been  one  of  considerable  growth 
and  change  for  DELRO  and  the  Health  Services  Founda- 
tion. 

The  offices  were  relocated  to  Independence  Mall,  which 
allowed  us  to  double  our  floor  space  as  well  as  provide 
a more  convenient  location  for  the  membership  and  staff. 

Private  review  contracts  were  signed  and  review  im- 
plemented for  the  following  companies: 

E.  I.  du  Pont  de  Nemours 
Hercules,  Inc. 

ICI  Americas 

Delmarva  Power  & Light  Co. 

W.  L.  Gore  Co. 

Milford  Memorial  Hospital 
Baltimore  Aircoil 
Milford  Fertilizer 
I.  G.  Burton 

Maryland  Medicaid  (Nursing  Homes) 

Additionally,  contracts  with  Medicaid  and  14  skilled 
nursing  facilities  were  renewed. 

The  Quality  Assurance  Committee  and  the  Professional 
Review  Committee  have  continued  to  work  diligently 
to  improve  the  utilization  and  quality  of  care  provided 
in  Delaware.  We  would  like  to  commend  these  two 
committees  and  the  physician  consultants  for  their  dedi- 
cation and  untiring  efforts. 

Due  to  the  impending  implementation  of  the  Utiliza- 
tion and  Quality  Control  Peer  Review  Bill  (S.2142)  in 
1984,  the  membership  of  DELRO  and  Health  Services 
Foundation  voted  on  October  13,  1983,  to  merge  the 
two  organizations.  Since  DELRO  must  bid  competi- 
tively against  other  for-profit  private  companies  to  retain 
federally  mandated  peer  review  for  Medicare  patients, 
it  has  become  essential  to  have  federal  and  private  review 
together  under  the  auspices  of  one  organization  at  the 
time  of  bidding.  The  Boards  of  'the  two  organizations 
have  been  combined  and  officers  will  be  elected  by  the 
Board  in  early  December. 

With  the  implementation  of  the  Prospective  Payment 
System  (DRG),  the  competition  to  retain  peer  review 
by  physicians,  and  the  increasing  involvement  of  busi- 
ness and  industry  in  health  care  cost-containment  efforts, 
1984  promises  to  be  an  exciting  and  challenging  year. 

John  M.  Levinson,  M.D. 

Liaison 

( The  report  was  filed. ) 


LEGISLATIVE  SPECIALIST'S  REPORT 

The  legislative  session  of  1983  was  marked  by  a number 
of  important  pieces  of  legislation  involving  the  Medical 
Society  of  Delaware. 


The  first  and  by  far  most  important  was  the  revised 
Nurse  Practice  Act  enacted  early  in  the  year  by  a near 
unanimous  vote  of  the  132nd  General  Assembly.  The 
action  followed  numerous  meetings  between  representa- 
tives of  the  nursing  and  medical  professions  and  mem- 
bers of  the  Legislature.  There  was  broad  agreement  that 
the  new  act  provides  both  RNs  and  LPNs  the  vehicle  they 
need  to  carry  out  their  professional  responsibilities  while 
not  encroaching  upon  decisions  that  should  and  must 
be  made  by  physicians  in  carrying  out  health  care  pro- 
grams of  treatment  and  preventive  medicine. 

The  Nurse  Practice  Act  was  back  in  the  Legislature 
for  its  second  “go-round”  and  it  was  thought  at  one 
point  that  the  compromise  would  be  impossible.  But 
by  bending  on  some  concessions  without  yielding  on 
principle,  the  problem  was  indeed  worked  out  and  seems 
to  have  been  resolved  to  everyone’s  satisfaction.  Revision 
of  the  Nurse  Practice  Act  demonstrated  negotiations  at 
their  best,  and  the  entire  medical  community  came  out 
of  them  with  the  gratitude  of  the  General  Assembly  and 
the  broad  thanks  of  the  public  at  large,  which  does  not 
like  to  see  professionals  disagreeing. 

It  is  approaching  the  time  when  the  Board  of  Medical 
Practice  will  be  reviewed  under  Delaware’s  Sunset  Act. 
Originally  scheduled  for  this  year,  the  matter  has  been 
put  back  until  1984,  but  we  should  take  cognizance  of  the 
fact  that  the  Board  of  Dental  Practice  will  be  reviewed 
by  the  Sunset  Committee  this  year  and  decisions  made 
in  that  area  may  well  impact  on  medicine  a year  hence. 
Accordingly,  it  is  in  the  best  interest  of  physicians  to 
stay  on  top  of  the  Sunset  Committee’s  deliberations  and 
decisions  with  respect  to  dentistry. 

As  in  every  legislative  session,  the  132nd  General 
Assembly  considered  many  bills  of  interest  and  concern 
to  the  medical  profession.  It  would  be  impossible  to  list 
them  all,  but  some  of  the  highlights  are  as  follows: 

SB  220— Amendment  of  Death  with  Dignity  Act 
(signed  by  Governor  7/19/83) 

SB  279— To  revise  regulations  for  voluntary  and  in- 
voluntary sterilization  (awaiting  Senate  Ac- 
tion) 

SB  294— Prohibition  of  physician  non-competition 
agreements  (signed  by  Governor  7/13/83) 

HB  82— Increase  drinking  age  to  21  (signed  by 
Governor  7/20/83) 

HB  143— Reimburse  licensed  clinical  social  workers  as 
mental  health  providers  (vetoed  by  Gover- 
nor 7/11/83) 

HB  207— Revision  of  Podiatry  Practice  Act  (signed 
by  Governor  6/11/83) 

HB  331— Revision  of  Physical  Therapy  Act  (signed  by 
Governor  7/19/83) 

The  second  session  of  the  132nd  General  Assembly 
will  convene  on  the  second  Tuesday  in  January  of  1984. 
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After  about  three  weeks,  the  Legislature  will  recess  for 
six  weeks  for  budget  hearings  and  then  reconvene  for 
two  weeks  before  an  Easter  break.  Following  that  the 
members  will,  in  all  probability,  be  in  session  until  the 
end  of  June.  A number  of  bills  of  major  concern  to  the 
Medical  Society  of  Delaware  are  anticipated,  including 
at  least  one  dealing  with  the  way  malpractice  claims 
are  handled.  You  will  be  kept  informed  of  all  develop- 
ments. 

Ned  Davis 
Legislative  Specialist 

( The  report  was  filed  with  special  commendation  to 
Mr.  Davis  for  his  activities  on  behalf  of  the  Medical 
Society  of  Delaware  over  the  past  year.) 

MARCH  OF  DIMES  BIRTH  DEFECTS  FOUNDATION 

While  the  major  thrust  locally  for  the  March  of  Dimes 
has  been  educational,  both  for  health  professionals  and 
the  lay  public,  there  have  been  a number  of  more  direct 
actions  taken  by  this  agency  through  the  past  year. 

Innumerable  pamphlets,  brochures,  and  films  are 
available  and  have  been  distributed  to  various  facilities 
for  education  of  the  general  public;  much  of  the  current 
thrust  is  toward  a healthy  pregnancy  in  hopes  of  pre- 
venting birth  defects.  These  various  informational 
sources  are  circulated  routinely  to  a variety  of  health 
agencies  and  are  available  for  private  physicians’  offices 
as  well. 

This  past  year  an  educational  grant  was  given  to  The 
Wilmington  Medical  Center  to  provide  an  outreach  pro- 
gram to  educate  health  professionals  and  lay  public 
in  order  to  prevent  birth  defects  and  improve  the  out- 
come of  pregnancy.  In  past  years,  the  March  of  Dimes 
has  provided  substantial  financial  support  for  the  Gene- 
tics Clinic  at  The  Wilmington  Medical  Center. 

A grant  was  again  submitted  this  past  year  to  the 
Brandywine  School  District  for  their  course  on  Human 
Ecology,  which  has  received  national  recognition  and 
is  a program  of  great  merit  which  we  hope  will  be 
expanded  into  other  schools. 

Also,  since  our  Chapter  is  actually  the  Delaware 
State/Upper  Shore  of  Maryland  Chapter,  a grant  was 
given  to  the  Maryland  State  grant  fund  supporting  the 
regional  Intensive  Care  Nursery  at  the  University  of 
Maryland,  Baltimore  City,  and  at  the  Johns  Hopkins 
Hospitals  and  to  the  birth  defects  evaluation  and  treat- 
ment center  and  genetic  counseling  center  at  these  same 
facilities. 

Grants  were  also  given  to  the  parents’  support 
group  of  the  Delaware  Parents  of  Down’s  and  the  Mid- 
wifery Birthing  Center.  A maternal  nutrition  educa- 
tional grant  was  given  directly  to  a participant  in  an 
intensive  course  in  maternal  nutrition  at  Chapel  Hill. 

Limited  direct  patient  aid  grants  were  given,  as 
we  are  tending  to  move  away  from  this  type  of  grant  in 


an  effort  to  move  more  toward  educational  matters. 

Four  awards  were  granted  to  students  in  various 
health  fields  to  assist  with  their  costs  of  education.  This 
has  traditionally  been  one  of  the  areas  in  which  the 
March  of  Dimes  serves  locally  in  an  effort  to  provide 
more  health  career  persons  in  our  local  area. 

The  Health  Professional  Advisory  Committee  was  re- 
formulated through  this  past  year  and  now  includes 
physicians,  nurses,  educators,  and  various  people  in  the 
public  health  fields  as  well  as  some  people  in  the 
various  news  media. 

Although  no  specific  seminars  were  sponsored  this 
year  by  the  March  of  Dimes,  plans  are  to  have  a local 
seminar  this  next  year.  In  the  past  seminars  have  been 
held  in  conjunction  with  various  other  volunteer  agencies 
and  financial  support  has  been  provided. 

Needless  to  say,  a significant  portion  of  local  contri- 
butions to  the  March  of  Dimes  go  to  the  national  agency 
to  support  both  educational  and  research  resources. 

In  conclusion,  I would  like  to  remind  physicians  in 
the  community  throughout  the  State  of  Delaware  that 
the  March  of  Dimes  has  considerable  educational  ma- 
terials that  could  be  given  to  families  with  pregnancies 
in  an  effort  to  improve  maternal  health  and,  therefore, 
help  provide  for  healthy  outcomes  and  healthy  babies. 

Ted  E.  Chronister,  M.D. 

Liaison 

( The  report  was  filed. ) 

MEDICAL  ADVISORY  COMMITTEE,  DIVISION  OF 
ECONOMIC  SERVICES,  STATE  OF  DELAWARE 

1983  was  a year  of  reorganization  for  the  Medical 
Advisory  Committee  of  the  Division  of  Economic  Ser- 
vices. Revised  bylaws  have  been  adopted  to  streamline 
the  group,  and  Committee  membership  is  limited  to  a 
maximum  of  30  members. 

The  committee  meets  on  a quarterly  basis.  Topics 
discussed  during  the  past  year  have  included:  health 
needs  of  the  elderly,  in  response  to  a request  from  the 
Visiting  Nurses  Association  which  has  received  a one- 
time $1,000,000  grant  to  assist  the  over-65  age  group 
in  Delaware;  overutilization  of  emergency  rooms  by 
Medicaid  recipients;  and  the  state’s  Early  Periodic 
Screening,  Diagnostic  and  Treatment  Program. 

Suggested  agenda  items  for  future  Medical  Advisory 
Committee  meetings  include:  implementation  status  of 
the  1982  report  of  the  Medicaid  Cost  Containment  Com- 
mittee; prospective  payment  for  the  hospital  services 
(DRGs);  and  review  of  1983  and  1984  budget  figures 
for  various  health  services. 

David  A.  Levitsky,  M.D. 

Representative 

( The  report  was  filed. ) 
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SPINA  BIFIDA  ASSOCIATION  OF  DELAWARE 

The  Spina  Bifida  Association  of  Delaware,  Inc.,  is  a 
non-profit  group  organized  to  aid  parents  of  children 
born  with  Spina  Bifida  and  related  neural  tube  defects, 
adults  with  Spina  Bifida,  interested  professionals  and 
others,  including  relatives  and  friends  of  those  having 
Spina  Bifida,  by  providing  information  and  support.  The 
Spina  Bifida  Association  of  Delaware,  Inc.,  (SBAD) 
is  a member  of  the  Spina  Bifida  Association  of  America 
( SBAA). 

The  foremost  function  of  SBAD  is  to  act  as  a support 
network  for  parents  and  relatives  of  a newborn  afflicted 
with  Spina  Bifida.  During  this  most  difficult  time,  it  is 
comforting  to  new  parents  to  know  that  there  are  others 
in  the  world,  in  fact,  in  their  city  and  state,  who  have 
experienced  the  difficult  situation  and  have  asked  the 
thousands  of  questions  new  parents  will  have  concern- 
ing their  child’s  health  and  future  well  being.  Informa- 
tion on  medical  care,  special  education  and  socialization 
to  the  post  adolescent  period  of  self-care  and  attainment 
of  vocational  goals  is  provided  by  SBAD. 

Aid  from  health  care  professionals  is  particularly  neces- 
sary to  carry  on  the  following  activities  of  the  Spina 
Bifida  Association  of  Delaware: 

1.  Parent  Outreach  Program.  This  is  our  most  im- 
portant program.  Our  members  have  a great 
deal  of  information  and  knowledge,  through  per- 
sonal experience,  to  share  with  new  parents  or 
anyone  else  interested  in  the  Spina  Bifida  child 
and  young  adult.  We  provide  support  and  en- 
courage referrals  of  parents  and  relatives  of  Spina 
Bifida  children. 

2.  Guest  Speaker  Program.  Specific  types  of  pro- 
grams have  been  of  common  interest  among  the 
members  of  our  group  even  though  our  group  is 
small  and  our  children  are  of  different  ages  and 
have  various  degrees  of  disability.  Some  of  these 
common  interest  programs  include  socialization 
of  the  handicapped  child,  development  and  treat- 
ment of  hydrocephalus,  physical  therapy,  genetic 
and  environmental  causes  of  Spina  Bifida,  bowel/ 
bladder  programs,  and  mainstreaming  of  the 
Spina  Bifida  child. 

We  implore  those  of  you  who  actively  deal  with  Spina 
Bifida  children  to  attend  our  meetings  either  to  add 
to  your  knowledge  through  the  actual  experience  of  our 
members  or  to  share  your  knowledge  of  Spina  Bifida 
with  our  members. 

If  either  you  or  your  patients  would  like  to  contact 
the  Spina  Bifida  Association  of  Delaware,  please  do  so 
by  calling  302-478-4805. 

Nina  Steg,  M.D. 

Liaison 

(The  report  was  filed.) 


RESOLUTIONS 

RESOLUTION  83  1 

Co-sponsorship  of  the  Tuberculosis  Eradication 
Program 

Whereas,  recent  events  have  shown  continuing  ac- 
tivity and  resurgence  of  tuberculosis  in  the  State  of 
Delaware;  and 

Whereas,  the  size  of  the  State  and  the  magnitude  of 
the  problem  are  such  that  tuberculosis  could  be  effec- 
tively eliminated;  and 

Whereas,  the  Delaware  State  Division  of  Public  Health 
has  launched  a program  aimed  at  the  eradication  of 
tuberculosis  in  Delaware;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  join 
the  Delaware  State  Division  of  Public  Health  in  co- 
sponsoring the  Tuberculosis  Eradication  Program  through 
its  medical  expertise  and  channels  of  communication. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  in  the 
third  whereas  the  words  with  the  assistance  of  the  Dela- 
ware Lung  Association  be  added  between  Health  and  has 
and  that  in  the  Resolved  the  words  and  the  Delaware 
Lung  Association  be  added  between  Health  and  in  and 
that  the  resolution  then  be  adopted. 

The  House  adopted  the  Resolution  as  amended. 

RESOLUTION  83-2 

Termination  of  Life  Support  Treatment  of 
Terminally  III  Patients 

Whereas,  a problem  now  exists  in  hospitals  relative 
to  the  proper  authority  to  end  life-support  treatment  of 
terminally  ill  patients  who  are  unable  to  express  their 
wishes  and  who  have  not  made  prior  declarations;  and 

Whereas,  this  results  in  needless  prolongation  of  suf- 
fering of  patients  and  anguish  of  families;  now  therefore 
be  it 

Resolved,  that  the  Medical  Society  of  Delaware  sup- 
port the  establishment  in  each  hospital  of  a special 
committee  to  examine  cases  that  are  brought  before  it 
by  joint  appeal  of  the  patient’s  next-of-kin  and  attending 
physician,  and  to  issue,  where  it  deems  proper,  its 
agreement  with  the  termination  of  life  support  mechan- 
ical devices;  and  be  it  further 

Resolved,  that  these  hospital  committees  should  be 
recognized  by  state  legislation  and  given  any  necessary 
legal  protection  for  this  action;  and  be  it  further 

Resolved,  that  this  resolution  be  forwarded  to  the 
American  Medical  Association  so  that  it  may  support 
the  national  enactment  of  similar  resolutions  in  all  hos- 
pitals. 
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Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  this 
resolution  be  adopted. 

The  House  adopted  the  resolution. 

RESOLUTION  83-3 

Physician  Ownership  of  Ancillary  Health 
Care  Services 

Whereas,  the  media  have  raised  the  question  of  the 
propriety  of  physicians  having  an  ownership  or  financial 
interest  in  areas  complementary  to  the  practice  of  medi- 
cine, such  as  pathology  laboratories,  x-ray  facilities, 
physical  therapy  and  other  testing  or  treatment  facili- 
ties; and 

Whereas,  the  AMA  and  the  Medical  Society  of  Dela- 
ware have  taken  the  position  that  such  ownership  or 
financial  interest  in  itself  is  not  unethical;  and 

Whereas,  the  AMA  and  the  Medical  Society  of  Dela- 
ware have  also  taken  the  position  that  when  a patient 
is  referred  by  a physician  to  a facility  in  which  his 
financial  participation  may  not  be  known  to  the  patient 
the  physician  has  a duty  to  inform  the  patient  of  his 
financial  participation;  and 

Whereas,  the  AMA  and  the  Medical  Society  of  Dela- 
ware have  also  taken  the  position  that  such  referral 
should  not  have  as  its  objective  financial  gain  to  the 
physician;  and 

Whereas,  the  AMA  and  the  Medical  Society  of  Dela- 
ware have  also  taken  the  position  that  necessity  of  ser- 
vice and  quality  at  a reasonable  and  competitive  cost 
should  be  the  primary  objective  and  consideration  on 
any  such  referral;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  re- 
affirm its  position  to  all  its  members  that  ownership  or 
financial  interest  be  disclosed  to  the  patient  at  the  time 
of  referral  and  that  if  the  patient  requests  an  alternative 
choice,  this  information  be  made  available;  and  be  it 
further 

Resolved,  that  the  Board  of  Medical  Practice  be  ad- 
vised of  this  resolution  and  that  it  inform  all  licensed 
physicians  in  Delaware  that  it  considers  it  an  unethical 
practice  not  to  make  such  disclosure  and  that  it  will  so 
consider  it  when  administering  the  Medical  Practice  Act 
of  the  State  of  Delaware. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  in  the 
third  whereas  the  words  other  than  in  the  physician  s 
oicn  office  be  added  between  facility  and  in  and  that 
in  the  second  Resolved  the  words  the  Medical  Society  of 
Delaware  be  substituted  for  the  word  it  in  line  2 and 
that  in  the  second  Resolved  all  material  after  the  word 
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disclosure  in  line  3 be  deleted  and  that  the  resolution 
then  be  adopted. 

The  resolution  was  adopted  as  amended. 

RESOLUTION  83-4 

Physician  Ownership  of  Ancillary  Health  Care 
Services  and  Execution  of  Conflict  of  Interest 
Report 

Whereas,  the  propriety  of  physicians  having  owner- 
ship or  financial  interest  in  areas  complementary  to  the 
practice  of  medicine,  such  as  pathology  laboratories, 
x-ray  facilities,  physical  therapy  and  other  testing  or 
treatment  facilities  has  been  questioned;  and 

Whereas,  the  American  Medical  Association  and  the 
Medical  Society  of  Delaware  have  taken  the  position  that 
such  ownership  or  financial  interest  itself  is  ethical  with 
the  following  caveats: 

( 1 ) When  a patient  is  referred  by  a physician  to  a 
facility  in  which  the  physician’s  financial  par- 
ticipation is  not  known  generally  to  the  public 
and  the  patient,  the  physician  has  a duty  to 
inform  the  patient  of  his  financial  participation. 

(2)  The  American  Medical  Association  and  the 
Medical  Society  of  Delaware  have  taken  the 
position  that  such  referral  should  not  have  as 
its  objective  direct  or  beneficial  financial  gain  to 
the  physician. 

(3)  The  American  Medical  Aossociation  and  the 
Medical  Society  of  Delaware  have  also  taken 
the  position  that  necessity  of  service  and  quality 
at  a reasonable  and  competitive  cost  should  be 
the  primary  objective  and  consideration  on  any 
such  referral;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  re- 
affirm its  position  to  all  its  members  that  ownership, 
direct  financial  interest  or  indirect  beneficial  interest  be 
disclosed  to  the  patient  at  the  time  of  referral  and  that 
if  the  patient  requests  an  alternative  choice,  it  be  pro- 
vided without  hesitation;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  Delaware  inform 
all  Delaware  licensed  physicians  that  the  Medical  Society 
of  Delaware  and  the  Board  of  Medical  Practice  consider 
it  an  unethical  practice  not  to  make  such  disclosure;  and 
be  it  further 

Resolved,  that  the  membership  be  required  to  sign 
a conflict  of  interest  report  each  year. 

The  Board  of  Trustees  of  the  Medical  Society  of 
Delaware  has  adopted  resolutions  which,  collectively, 
enunciate  a policy  with  respect  to  conflicts  of  interest 
or  possible  duality  of  interest.  All  members  of  the 
Medical  Society  of  Delaware  and  employees  of  the 
Medical  Society  of  Delaware  are  requested  to  provide 
certain  information  to  the  Society  and  the  Board  of 
Medical  Practice. 
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To  assist  the  Medical  Society  of  Delaware  in  adhering 
to  these  policies,  I hereby  provide  the  following  informa- 
tion: 

With  respect  to  the  providers  of  medical  services,  in- 
stitutions or  corporations, 

( 1 )  I am  the  sole  proprietor  of  the  following: 


(2)  I,  or  members  of  my  family,  hold  an  office  as  an 
officer  or  director  of  the  following  corporate  pro- 
viders:   


(3)  I,  or  members  of  my  family,  am  a limited  or 
general  partner  of  the  following:  


(4)  I,  or  members  of  my  family,  own  5%  or  more  of 
the  issued  and  outstanding  voting  securities  of 
the  following  corporate  providers:  


(5)  I,  or  members  of  my  family,  act  as  a trustee  or 
co-trustee  or  have  a beneficial  interest  amounting 
to  5%  or  more  in  the  following  trust  providers: 


(6)  I,  or  members  of  my  family,  own  or  hold  debt 
instruments  of  the  following  medical  providers, 
the  shares  of  stock  of  which  are  not  publicly 
held:  


(7)  I own  or  hold  more  than  5%  of  the  issued  and 

outstanding  debt  instruments  of  the  following 
medical  providers,  the  shares  of  stock  of  which 
are  publically  held:  

(8)  To  the  extent  not  reported  above,  I am  under 

contract  with  hospital  or  corporations,  service  in- 
stitution or  other  medical  institution  to  provide 
the  following  goods  or  services:  


If  the  answer  to  any  or  all  of  the  foregoing  is  “none,” 
please  so  indicate.  If  the  answer  is  other  than  none, 
please  indicate  the  name  of  the  provider  and  the  type 
of  goods  or  services  being  provided  or,  in  response  to 
No.  8,  the  nature  of  the  goods  or  services  which  you  are 
under  contract  to  provide.  In  connection  with  the  latter, 
should  you  be  a member  of  a hospital  Medioal  Staff,  the 
mere  fact  that  you  are  such  a member  is  not  to  be 
deemed  a circumstance  which  would  give  rise  to  a 
“contract”  to  provide  goods  or  services;  however,  if  as 


The  Easy-Lift™  Chair 
can  give  your  patients 
greater  independence 
& comfort. 


THE  DOCTOR’S  BAG 

1908  Kirkwood  Hwy.,  at  Harmony  Rd.,  Newark 
Wheelchair  Accessible  • 454-9976 
1320  Washington  St.,  Wilmington  • 654-9976 
Rt.  30,  Frazer  Shopping  Center,  Frazer,  PA. 
(215)  644-1102 


At  the  touch  of  a button,  your  patients  can  use 
The  Easy-Lift  Chair  to  lift  or  lower  themselves 
into  or  out  of  a chair.  It  provides  the  inde- 
pendence they’ve  been  missing  through  reli- 
ance or  help  from  others. 

And,  it’s  particularly  helpful  for  patients  with 
arthritis,  heart  disease,  M.S.  or  M.D.,  Parkin- 
son’s or  stroke.  In  many  cases,  The  Easy-Lift 
Chair  is  covered  by  Medicare. 

Available  at  all  three  Doctor’s  Bag  locations. 
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a member  of  the  Medical  Staff,  you  are  under  a specific 
contract  obligation  apart  from  such  membership  status, 
please  provide  such  information  as  is  called  for  above 
with  respect  to  the  nature  of  the  contract. 

Date:  Signature  


Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  this 
resolution  not  be  adopted. 

The  House  did  not  adopt  the  resolution. 


RESOLUTION  83-5 

AMA  Hospital  Medical  Staff  Section 

Whereas,  the  hospital  staff  section  of  the  American 
Medical  Association  has  been  formed  and  delegates  to 
the  section  are  appointed;  and 

Whereas,  the  Medical  Society  of  Delaware  wishes  to 
support  the  private  practice  of  medicine;  now  therefore 
be  it. 

Resolved,  that  the  Medical  Society  of  Delaware  recom- 
mend to  the  hospitals’  medical  staffs  that  physicians 
from  private  practice  be  appointed  as  representatives  to 
the  hospital  staff  section  of  the  American  Medical  Asso- 
ciation. 


Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  the 
Resolved  be  amended  as  follows  and  that  the  resolution 
then  be  adopted: 

Resolved,  that  the  Medical  Society  of  Delaware  recom- 
mend to  the  hospitals’  medical  staffs  that  the  physician 
representative  to  the  hospital  medical  staff  section  of  the 
American  Medical  Association  be  elected  in  the  same 
fashion  as  the  officers  of  their  medical  staffs. 

The  House  adopted  the  resolution  as  amended. 


RESOLUTION  83-6 

Appointment  of  Committee  Chairmen  to 
Board  of  Trustees 

Whereas,  it  has  been  suggested  that  certain  major 
committees  would  work  in  closer  harmony  with  the 
Board  of  Trustees  if  their  chairpersons  were  also  mem- 
bers of  the  Board  of  Trustees;  and 

Whereas,  it  is  not  considered  necessary  or  desirable 
for  the  chairmanships  of  such  committees  to  be  limited 


to  those  members  of  the  Society  otherwise  elected  to  the 
Board  of  Trustees,  now  therefore  be  it 

Resolved,  that  the  chairpersons  of  the  Medical  Review, 
Peer  Review,  Medical  Liability  Insurance,  and  Medical 
Economics  Committees,  and  the  Editor  of  the  Journal 
henceforth  be  ex  officio  members  of  the  Board  of  Trustees. 


Report  of  the  Reference  Committee 

Four  of  the  eight  reference  committee  members  opposed 
this  resolution,  twm  members  supported  it,  and  the  re- 
maining two  members  abstained. 

The  House  did  not  adopt  the  resolution. 


ABSOLUTION  RESOLUTION 

The  House  adopted  the  following  resolution: 
RESOLVED,  That  each  and  all  of  the  Resolutions,  acts 
and  proceedings  of  the  Board  of  Trustees  of  the  Medical 
Society  of  Delaware  heretofore  had  been  adopted  since 
the  last  meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  Delaware  as  shown  by  the  records  of  the 
minutes  and  all  the  acts  of  the  officers  and  trustees  of  the 
Society  in  carrying  out  and  promoting  of  the  purposes, 
objects  and  interests  of  this  Society  since  the  last  House 
of  Delegates  meeting  are  approved  and  ratified  and 
hereby  made  the  acts  and  deeds  of  the  Medical  Society 
of  Delaware. 


As  a memorial  to  the  members  of  the  Society  who  were 
lost  through  death  during  the  past  year,  the  assembly 
rose  for  a moment  of  silence  as  the  names  were  read: 

SVEINBJORN  S.  BJORNSON,  M.D. 

ROBERT  E.  ELLEGOOD,  M.D. 

DOROTHY  J.  FLINT,  M.D. 

ROBERT  F.  LEWIS,  M.D. 

VICTOR  M.  MAGALONG,  M.D. 

THOMAS  H.  PENNOCK,  M.D 
JACOB  A.  SHAPIRO,  M.D. 

ABRAHAM  VINOGRAD,  M.D. 

ULO  WARE,  M.D. 


% 


(The  complete  report  of  the  Proceedings  of  the  House 
of  Delegates  is  on  file  in  the  Medical  Society  office  and 
is  available  to  members  for  reference. ) 
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Cancer  strikes  120,000  people  in  our  work  force 
every  year.  Although  no  dollar  value  can  ever 
be  placed  on  a human  life,  the  fact  remains  that 
our  economy  loses  more  than  $10  billion  in 
earnings  every  year  that  cancer  victims  would  have 
generated.  Earnings  they  might  still  be  generating 
if  they  had  known  the  simple  facts  on  how  to 
protect  themselves  from  cancer. 

Now  you  can  do  something  to  protect  your 
employees,  your  company,  and  yourself. . . call 
your  local  unit  of  the  American  Cancer  Society 
and  ask  for  their  free  pamphlet, “Helping 
Your  Employees  to  Protect  Themselves 
Against  Cancer."  Start  your  company  on  a 
policy  of  good  health  today! 

T American  Cancer  Society 


This  space  contributed  as  a public  service. 
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Impaired  Physician 
Program 


Colleagues 
in  the  News 


UM  CME  Program 


NJAFP  Annual 
Meeting 


Johns  Hopkins 
Radiology  Course 


Critical  Issues 
in  Health  Law 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302)  654- 
1001.  The  anonymity  of  the  caller  is  assured. 

S.  Ward  Cassells,  M.D.,  of  Wilmington,  is  the  author  of  the  book  Arthroscopy: 
Diagnostic  and  Surgical  Practice,  which  was  published  in  November  1983  by 
Lea  & Febiger  of  Philadelphia. 


Pierre  L.  LeRoy,  M.D.,  of  Wilmington,  and  his  associates  published,  an  article 
“The  Role  of  Thermography  in  Diagnosis  and  Management  of  Chronic  Pain,” 
which  appeared  in  the  March  1983  Mediguide  to  Pain.  Dr.  LeRoy  has  also 
been  invited  to  act  as  chairman  for  the  1985  International  Meeting  of  the 
American  Academy  of  Thermology. 


CLINICAL  MEETINGS  AND  NOTICES 


The  University  of  Maryland  School  of  Medicine  is  sponsoring  a continuing  medical  education 
program  titled  THERAPEUTIC  AND  PROPHYLACTIC  INTERVENTION  OF  INFECTIONS 
IN  THE  COMPROMISED  HOST.  The  program  is  scheduled  for  March  21,  1984,  in  Balti- 
more, Maryland.  There  is  no  registration  fee.  Participants  will  receive  5.5  AMA  Category 
I credits. 


The  New  Jersey  Academy  of  Family  Physicians  will  hold  its  32nd  Annual  Convention  and 
Scientific  Meeting  March  22-25,  1984,  at  Harrah’s  Marina  Hotel  Casino  in  Atlantic  City. 
This  year’s  plenary  sessions  will  focus  on  the  topics  of  NEUROLOGIC  AND  INFECTIOUS 
DISEASES.  There  will  also  be  an  expanded  number  of  workshops  on  such  topics  as  geriatric 
medicine  and  aging,  stress  in  the  family  practice,  cryosurgery,  flexible  sigmoidoscopy,  suturing 
techniques,  and  casting  for  the  famdy  physician.  Physicians  and  their  spouses  are  also  invited 
to  attend  the  President’s  Ball  and  a variety  of  other  social  activities.  Participants  in  the 
meeting  will  be  eligible  for  14  hours  of  AMA  Category  I credits  and  14  hours  of  AAFP  Pre- 
scribed credits.  Contact:  New  Jersey  Academy  of  Family  Physicians,  Two  Princess  Road, 
Lawrenceville,  New  Jersey  08648. 


The  Department  of  Radiology  and  Radiological  Sciences  of  The  Johns  Hopkins  University 
School  of  Medicine  is  sponsoring  a course  entitled  TUTORIALS  IN  INTERVENTIONAL 
RADIOLOGY  AND  DSA  April  2-4,  1984,  at  Johns  Hopkins  University  in  Baltimore.  Partici- 
pants in  the  program  are  eligible  for  23  credit  hours  in  Category  I of  the  Physician’s  Recog- 
nition Award  of  the  AMA.  Registration  fee  for  the  course  is  $300  for  physicians  and  $150 
for  residents.  Contact:  Carlita  M.  Kearney,  Program  Coordinator,  Office  of  Continuing 
Education,  720  Rutland  Avenue,  Room  19  Turner,  Baltimore,  Maryland  21205.  Telephone: 
(301)  955-3168. 


A multidisciplinary  conference  entitled  CRITICAL  ISSUES  IN  HEALTH  LAW  will  be  held 
in  Philadelphia  April  5-6,  1984.  The  program  is  sponsored  by  the  American  Society  of  Law 
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and  Medicine  and  12  other  cooperating  organizations.  The  meeting  will  focus  on  four  major 
inter-related  issues:  terminating  medical  treatment,  the  implications  for  institutions  and  pro- 
viders in  health  care  financing,  new  alternative  delivery  mechanisms,  and  medical  and  nursing 
malpractice.  Registration  fee  for  the  program  is  $150  for  ASLM  members  and  $175  for  non- 
members.  Contact:  Carolyn  Grimaldi,  Conference  Registrar,  American  Society  of  Law  and 
Medicine,  765  Commonwealth  Avenue,  Boston,  Massachusetts  02215.  Telephone:  (617) 
262-4990. 

Update  on 
Cardiovascular 
Disease 

The  American  College  of  Cardiology  and  the  Albert  Einstein  College  of  Medicine  are  spon- 
soring a seminar  entitled  NEW  DIAGNOSTIC  AND  THERAPEUTIC  MODALITIES  IN 
CARDIOVASCULAR  DISEASE-UPDATE  1984  in  New  York  City,  April  5-7,  1984.  The 
program  will  present  the  practicing  cardiologist,  interested  internist,  and  family  physician 
with  an  in-depth  update  of  current  modes  of  diagnosis  and  therapy  of  cardiac  disease.  Special 
attention  will  be  placed  on  the  current  advances  made  in  the  diagnosis  and  treatment  of 
coronary  artery  disease,  arrhythmias,  valve  disease,  and  congestive  heart  failure.  Registra- 
tion fee  for  the  program  is  $305  for  ACC  members  and  $360  for  nonmembers.  This  program 
meets  the  criteria  for  15  Category  I credit  hours.  Contact:  The  Extramural  Programs  Depart- 
ment, American  College  of  Cardiology,  9111  Old  Georgetown  Road,  Bethesda,  Maryland 
20814.  Telephone:  (301)  897-5400. 

University  of 
Delaware 
Computer  Fair 

The  second  annual  UNIVERSITY  OF  DELAWARE  COMPUTER  FAIR  is  scheduled  for 
April  6-7,  1984  in  Clayton  Hall  on  the  Newark  campus.  Exhibits  will  feature  state-of-the-art 
computer  hardware  and  software  for  business  and  home  use.  Many  of  the  exhibitors  will  be 
giving  demonstrations  of  their  products.  The  fair  will  be  open  from  5 p.m.  to  9 p.m.  on 
April  6 and  from  10  a.m.  to  2 p.m.  on  April  7.  The  admission  is  free. 

Cancer  Seminar 
in  Brazil 

Rio  de  Janeiro  will  be  the  setting  for  the  symposium  CURRENT  CONCEPTS  IN  CANCER 
sponsored  by  the  University  of  California,  San  Diego,  on  April  10-14,  1984.  This  program 
has  been  designed  for  the  practicing  physician  and  will  address  many  of  the  current  issues 
in  cancer  prevention,  early  detection,  and  treatment.  The  program  is  not  designed  as  an 
oncology  subspecialty  course,  and  therefore,  will  be  relevant  for  all  practitioners  who  have 
an  interest  in  cancer  control,  whether  practicing  in  primary  care  or  one  of  the  cancer-related 
specialties.  Registration  fee  for  the  program  is  $300.  Package  trips  including  airfare  and 
accommodations  are  available.  Participants  will  be  eligible  for  18  hours  in  Category  I of  the 
Physician’s  Recognition  Award  of  the  AMA.  Contact:  MEDTEC  Dimensions,  Inc.,  27  Fisher 
Avenue,  Congers,  New  York  10920.  Telephone:  (914)  268-5637. 

Emergency 

Medicine 

Seminar 

A seminar  entitled  EMERGENCY  MEDICINE  FOR  THE  PRIMARY  CARE  PHYSICIAN 
will  be  held  in  Williamsburg,  Virginia,  April  13-15,  1984.  The  program  is  sponsored  by  the 
Medical  College  of  Virginia.  Participants  will  be  eligible  for  16)4  credit  hours.  Registra- 
tion fee  is  $250.  Contact:  Mrs.  Randy  Casey,  Office  of  Continuing  Medical  Education,  Box 
48,  MCV  Station,  Richmond,  Virginia  23298.  Telephone:  (804)  786-0494. 

Pediatric 

Tracheostomy 

Care 

George  Washington  University  School  of  Medicine  and  Health  Sciences  and  the  Children’s 
Hospital  of  the  National  Medical  Center  in  Washington,  D.C.,  are  sponsoring  a course 
entitled  PEDIATRIC  TRACHEOSTOMY  CARE-NEW  TRENDS  IN  MEDICAL,  NURSING, 
AND  HOME  MANAGEMENT  April  27-28,  1984.  Contact:  Kenneth  Grundfast,  M.D., 
Department  of  Otorhinolaryngology,  Children’s  Hospital  National  Medical  Center,  111 
Michigan  Avenue,  N.W.,  Washington,  D.C.  20010.  Telephone:  (202)  745-2159. 
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ACP  to  Sponsor  The  American  College  of  Physicians  is  sponsoring  a course  entitled  COMMON  CLINICAL 
Seminar  on  Elderly  CHALLENGES  IN  THE  ELDERLY  in  Philadelphia  May  3-5,  1984.  The  program  is 
designed  to  provide  the  newest  information  on  geriatric  medicine  and  is  recommended  specif- 
ically for  internists,  family  practitioners  and  general  practitioners.  Topics  to  be  presented 
include  depression,  sleep  disorders,  dementia,  movement  disorders,  muscoloskeletal  diseases, 
foot  problems,  GI  disorders,  the  cardiovascular  system,  exercise  physiology*  nutrition,  ap- 
proaches to  life  extension,  surgical  risks,  drug  prescribing,  the  immune  system,  mechanism 
and  treatment  of  incontinence,  and  common  infections  of  the  urinary  'tract  and  respiratory 
system.  Participants  will  receive  16h  credit  hours.  Contact:  Ms.  Nancy  Spaw,  Department 
of  Medicine,  Philadelphia  Geratric  Center,  5301  Old  York  Road,  Philadelphia,  Pennsylvania 
19141.  Telephone:  (215)  456-2900. 


AMA  Health  The  Fourth  Annual  HEALTH  REPORTING/RADIO-TV  CONFERENCE  sponsored  by  the 
Reporting  American  Medical  Association  will  be  held  May  3-6,  1984,  in  Washington,  D.C.  The  program 
Conference  is  designed  to  improve  physicians’  broadcast  skills,  examine  the  challenges  of  medical  report- 
ing, learn  the  basics  of  broadcasting,  and  allow  physicians  to  meet  peers  in  the  media  field. 
Participants  will  be  eligible  for  Category  I CME  credit.  Registration  fee  is  $275  for  AMA 
members,  $375  for  nonmembers,  and  $75  for  students  or  residents.  Contact:  American 
Medical  Association,  Health  Reporting/ Radio-TV  Conference,  535  N.  Dearborn  Street,  Chicago, 
Illinois  60610.  Telephone  collect:  (312)  645-4421. 


CME,  Sports,  and  Combine  continuing  medical  education  and  summer  sports  and  relaxation  at  the  Poplin  Creek 
Recreation  Estate  in  Ojai,  California,  this  spring.  Two  seminars,  NEW  CONCEPTS  IN  GASTROEN- 
TEROLOGY (April  28-May  5)  and  CHALLENGES  IN  ACUTE  MEDICINE  (May  5-12, 
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1984)  are  planned  on  the  estate  in  the  Ojai  Valley.  There  will  be  facilities  for  fishing 
swimming,  hiking,  biking,  horseback  riding,  windsurfing,  golf,  and  tennis.  The  progran 
is  sponsored  by  the  American  Institute  of  Primary  Care  Medicine  and  the  University  o 
Arizona,  College  of  Medicine.  Participants  will  receive  24  Category  I credit  hours.  Cost  o 
the  trip  including  transportation  and  lodging  is  $640.  Contact:  Epic  Educational  Expedi 
tions,  P.O.  Box  209,  Sun  Valley,  Idaho  83353.  Telephone:  (208)  788-4995. 


Legal  and  Ethical  The  American  Society  of  Law  and  Medicine  and  eight  cooperating  national  organizatior 
Issues  in  Will  sponsor  a program  LEGAL  AND  ETHICAL  ISSUES  IN  HOSPICE  CARE  May  10-1.‘ 
Hospice  Care  1984,  in  Chicago.  Issues  to  be  discussed  include  the  equity  effects  of  the  new  Medicai 
hospice  benefit,  reimbursement  under  the  new  Medicare  regulations,  clinical  and  ethical  pro! 
lems  associated  with  defining  “terminal”  illness,  legal  issues  for  home-based  hospice  program 
legal  and  ethical  views  on  suicide,  and  legal  and  moral  limits  on  control  of  pain  and  othe 
symptoms.  Continuing  education  credit  will  be  available  to  participants.  Registration  fe< 
is  $250  for  ASLM  members  and  $275  for  others.  Contact:  Carolyn  Grimaldi,  Conference 
Registrar,  American  Society  of  Law  and  Medicine,  765  Commonwealth  Avenue,  Boston,  Massa 
chusetts  02215.  Telephone:  (617)  262-4990. 


CME  in  Italy  The  Southern  Medical  Association  is  traveling  to  Montecatini,  Italy,  to  sponsor  a progran 
entitled  UPDATE  IN  VIROLOGY  AND  RADIOLOGY-IMPACT  ON  DIAGNOSIS  ANE 
TREATMENT.  The  program  will  be  held  May  12-20,  1984,  at  the  Grand  Hotel  La  Pace 
Registration  fee  for  the  program  is  $400  or  $1,700  for  the  basic  tour.  Contact:  Division  of 
Continuing  Medical  Education,  University  of  Alabama  School  of  Medicine,  University  Station 
Birmingham,  Alabama  35294.  Telephone:  (205)  934-2105. 


Acapulco  in  June  The  Ninth  Annual  Conference  on  the  CLINICAL  APPLICATIONS  OF  HYPERBARIC 
OXYGEN  will  be  held  June  11-15,  1984,  in  Acapulco,  Mexico.  The  conference  is  bein^ 
sponsored  by  the  Memorial  Hospital  Medical  Center  of  Long  Beach,  Inc.  Contact:  Michae. 
B.  Strauss,  M.D.,  Chairman,  Program  Committee,  9th  Annual  Conference  on  the  Clinical 
Application  of  Hyperbaric  Oxygen,  Baromedical  Department,  Memorial  Medical  Center,  2801 
Atlantic  Avenue,  Long  Beach,  California  90801-1428.  Telephone:  (213  ) 595-3613. 
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In  this  day  of  rapid  change,  reflected  in  the 
changing  face  of  the  world’s  map  and  its  volatile 
political  climates,  there  are  also  forces  that  are 
rapidly  altering  the  practice  of  medicine  in  the 
United  States. 

The  agricultural  revolution  began  when  woman 
planted  the  first  seed  and  lasted  10,000  years. 
The  industrial  era  began  with  mechanization  and 
continued  for  several  hundred  years.  Now  we 
are  in  the  hi-tech  age  when  innovations  become 
obsolete  in  mere  decades.  Alvin  Toffler  has  de- 
scribed these  changes  in  his  book,  Third  Wave. 

The  explosive  advances  in  medicine  in  just 
the  last  30  years  are  by-products  of  this  hi-tech 
age.  From  the  space  program  to  Viet  Nam 
came  new  technologies  that  permit  wonderful 
things  to  be  done  to  the  human  body,  enhancing 
the  quality  of  life  while  extending  its  limits. 
However,  in  spite  of  the  new  medicine  we  can 
now  offer,  physicians  are  being  faulted  for  going 
from  cottage  industry  to  megapower. 

The  same  folks  who  gleefully  fill  their  homes 
with  the  latest  technological  toys  are  appalled  at 
the  cost  of  modern  medical  techniques.  This 
well-informed  public  does  not  complain  when  it 
receives  the  benefits  of  modern  medicine  along 
with  old-fashioned  care  and  concern  from  their 
physicians,  but  often  seems  unwilling  to  pay 
for  it.  It  also  seems  to  reject  the  possibility  of 
anything  less  than  a perfect  result. 

The  American  economy  has  produced  a medi- 
cal complex  that  is  approaching  10.5%  of  our 
gross  national  product.  In  countries  where  the 
percentage  of  the  gross  national  product  is 
smaller,  health  care  is  rationed.  Technological 
advances  are  not  so  great,  but  most  of  the  popu- 


lation still  has  access  to  some  form  of  health 
care,  though  it  may  not  be  the  best  available. 
Government  leaders  satisfy  their  populations  by 
telling  them  they  have  access  to  medical  care. 
However,  it  is  my  thesis  that  in  all  such  countries, 
private  practice  of  medicine  still  flourishes  out- 
side the  federal  systems. 

Socialized  medicine  has  now  been  in  effect 
in  the  United  Kingdom  for  35  years;  health  care 
requires  5.6%  of  the  British  GNP.  To  achieve 
this  relatively  low  figure,  the  British  have  had 
to  cut  back  on  the  number  of  health  care  pro- 
fessionals, both  bureaucratic  and  medical,  to 
limit  their  costs.  This  is  what  we  may  face  if 
the  proposals  of  Congressman  Dan  Rostenkowski 
are  implemented,  whereby  physicians  who  treat 
in  a hospital  must  accept  the  frozen  Medicare 
fees.  If  they  do  not,  the  physicians  risk  the  loss 
of  their  hospital  privileges,  or  worse  yet,  may  be 
subject  to  criminal  prosecution.  It  would  be 
another  short  step  to  have  the  private  insurance 
companies  insert  similar  edicts,  thereby  making 
the  physicians’  overhead  greater  than  their  in- 
come. 

If  income  becomes  less  than  overhead,  not 
only  will  there  be  a decreased  incentive  to  young 
persons  to  become  physicians,  but  those  in  prac- 
tice will  be  forced  to  decrease  some  of  their 
overhead  by  reducing  office  staff.  This  snow- 
ball would  produce  even  greater  unemployment. 
A further  economic  measure  would  be  to  cut 
back  on  appropriate  tests,  again  in  order  to  save 
monev  for  the  government,  further  increasing 
the  number  of  unemploved  persons.  However, 
the  cost  of  malpractice  premiums  would  not  be 
lowered,  and  the  potential  for  liability"  would  be 
even  greater  if  appropriate  tests  are  avoided  in 


Del  Med  Jbl,  March  1984 — Vol  56,  No  3 


143 


President’s  Page 

an  attempt  to  reduce  expenses.  Shortcuts  would 
be  devised,  which  could  lead  to  fertile  fields  for 
the  litigous  individual.  The  final  result  will  be 
greater  expense  to  the  physician,  despite  de- 
creased productivity. 

Let  us  not  forget  that  the  goal  of  American 
health  care  is  to  preserve  life  and  improve  its 
quality,  thereby  allowing  chronic  disease  pro- 
cesses to  run  longer  courses  in  our  senior  citi- 
zens, who  thus  require  greater  health  care  ex- 
penditures. I see  no  compatible  way  to  control 
costs  without  rationing  the  availability  of  the 
product.  In  other  parts  of  the  world,  though 
life  and  its  quality  have  the  same  high  value  to 
citizens,  health  care  is  rationed.  High-tech  pro- 
cedures may  be  available  elsewhere,  but  only 
a limited  number  are  to  be  permitted  in  any 
given  year,  rationed,  not  by  need,  but  by  cost. 

To  assure  the  American  public  that  their  phy- 
sicians still  have  their  best  interest  at  heart;  to 


give  the  best  possible  care  at  appropriate  cost, 
I urge  physicians  to  become  involved  to  a greater 
extent.  I am  addressing  all  physicians,  not  just 
the  hierarchy  of  medical  organizations. 

Labor,  industry,  and  the  public  must  work 
together  to  do  what  is  best  to  accomplish  the 
maximum  for  the  public  without  doing  harm  by 
limiting  availability.  In  order  to  forge  a work- 
ing partnership  so  that  both  the  patient  and 
physician  can  have  effective  diagnostic,  thera- 
peutic and  cost  control,  all  parties — the  patient, 
industry,  labor,  and  medicine — must  work  to- 
gether, beginning  here  and  now. 
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“We  believe  the  malpractice  picture  CAN 
change— if  we  first  help  each  other  understand 
the  problems  and  then  tighten  our  controls/’ 


Pennsylvania  Casualty  Company’s  physician  executives  discuss  their  roles 
in  the  company’s  ongoing  effort  to  reduce  and  control  malpractice  risks. 


Robert  L.  Lambert,  M.D. 

Medical  Director 

“Our  Medical  Department  focuses 
on  the  clinical  aspects  of  malpractice 
claims  and  suits  the  company 
receives  and  tries  to  point  out  ways 
for  doctors  to  avoid  similar  situations 
in  the  future.  Through  our  reviews, 
we’ve  been  able  to  spot  recurring 
problems  or  emerging  trends  and 
warn  policyholders.  We  don’t  try  to 
serve  as  amateur  attorneys’  or  judge 
the  actions  or  decisions  of  a 
colleague.” 


Joseph  A.  Ricci,  M.D. 

Associate  Medical  Director 

“One  of  the  reasons  I joined 
Pennsylvania  Casualty  Company  is 
because  of  its  true  commitment  to 
help  physicians  curb  losses,  and  more 
importantly,  prevent  malpractice.  That 
commitment  goes  beyond  merely 
worrying  about  lost  dollars;  there  is  a 
genuine  interest  in  improving  the 
quality  of  care  being  rendered. 
Education— something  I believe  in 
strongly— is  the  cornerstone  of  the 
company’s  service  to  policyholders.” 


Clinton  H.  Lowery,  M.D. 

Vice  President,  RiskManagement/Q.A. 

“We’re  now  devoting  more  of  our 
risk  management  efforts— already 
extremely  strong  on  the  hospital 
level— to  our  individual  physician 
policyholders.  We’re  here  to  help  you 
deal  with  the  malpractice  assault  on 
our  profession,  and  to  increase  your 
sense  of  security.  Obviously,  we 
cannot  do  this  for  you.  It  must  be 
done  with  you.” 


Don’t  renew  your  malpractice  coverage  without  a quote  from  Pennsylvania  Casualty  Company. 
For  more  information,  see  your  independent  agent  of  broker,  or  contact  us  at  the  address  below. 
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415  Fallowfield  Road  / P.O.  Box  53  / Camp  Hill,  PA  1 701 
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How  can  you  cut  the  cost 
of  your  health  insurance 
without  sacrificing 
your  benefits? 


COMPREHENSIVE 
MAJOR  MEDICAL. 


Comprehensive  Major  Medical  (CMM)  is  a new  product  from 
Blue  Cross  & Blue  Shield  of  Delaware  designed  to  meet  the 
cost-containment  needs  of  the  members  of  the  Medical  Society 
of  Delaware. 

CMM  combines  a front-end  deductible  with  an  80/20 
coinsurance  corridor,  an  out-of-pocket  maximum,  and  a lifetime 
maximum  that  offers  incentives  for  lower  utilization  rates  and, 
most  importantly,  lower  premiums.  CMM  offers  either  a $1,500 
or  a $750  deductible.  The  higher  the  deductible,  of  course,  the 
lower  the  premium. 

Comprehensive  Major  Medical  is  available  to  new  members  of 
the  Medical  Society  at  anytime.  Existing  members,  however, 
may  switch  on  the  anniversary  date — June  1.  For  those  who 
prefer  first-dollar  coverage,  Blue  Cross  & Blue  Shield  of 
Delaware  continues  to  offer  the  fine  Comprehensive  100  and 
Coop  80  products. 

Blue  Cross  & Blue  Shield  of  Delaware  can  provide  you  with 
health  insurance  coverage,  whatever  your  needs  are.  By  offering 
such  a variety  of  products,  we  reinforce  our  commitment  to 
providing  the  finest  services  to  the  members  of  the  Medical 
Society  of  Delaware. 

For  more  information  about  Comprehensive  Major  Medical, 
Comprehensive  100  and  Coop  80,  contact  Mrs.  Katie  Newell  of 
the  Medical  Society  of  Delaware  at  652-6512. 
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MEDICAL  GRAND  ROUNDS:  A PATIENT 
WITH  HYPOTHALAMIC  HYPOGONADISM, 
LIVER  DISEASE,  AND  ARTHRALGIAS 


Donald  S.  Hayes,  M.D. 
Patrick  F.  Ashley,  M.D. 
William  L.  Jaffee,  M.D. 


Case  Presentation: 

The  patient,  a 37-year-old  executive,  presented 
to  his  family  doctor  with  a five-year  history  of 
progressive  loss  of  libido  and  decreased  ability 
to  obtain  erections.  He  had  previously  been 
able  to  father  four  children,  his  youngest  child 
being  five  years  old.  Over  the  ensuing  five  years, 
he  had  progression  of  his  symptoms,  as  well  as 
some  loss  of  beard  growth  and  muscle  mass.  His 
only  other  symptoms  were  related  to  mild  muscle 
and  joint  stiffness  and  morning  arthralgias.  These 
symptoms  were  most  prominent  in  the  anterior 
thigh  area,  but  were  present  in  all  extremities. 
He  had  previously  been  studied  for  rheumatic 
diseases;  all  serologic  tests  were  normal.  Liver 

Donald  S.  Hayes,  M.D.,  is  Assistant,  Section  of  Internal  Medi- 
cine, Department  of  Medicine,  The  Wilmington  Medical  Center. 

Patrick  F.  Ashley,  M.D.,  is  Director,  Department  of  Pathology, 
The  Wilmington  Medical  Center. 

William  L.  Jaffee,  M.D.,  is  Associate  Director,  Department  of 
Medicine,  The  Wilmington  Medical  Center. 
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enzymes  were  found  to  be  mildly  elevated,  but  no 
diagnosis  was  arrived  at.  He  was  told  to  avoid 
alcohol,  even  though  he  had  never  consumed 
much  in  the  past. 

Physical  examination  revealed  a white  male 
appearing  his  stated  age  who  was  oriented  in  all 
spheres  and  pleasant.  The  vital  signs  were  nor- 
mal. Examination  of  the  head  and  neck  was 
unremarkable.  Visual  fields  were  normal.  No 
Kavser-Fleischer  rings  were  seen.  Chest  exami- 
nation was  clear,  and  cardiac  examination  un- 
remarkable. His  breasts  showed  a modest  gyne- 
comastia. The  abdominal  examination  was  re- 
markable for  a palpable  liver  edge  and  spleen 
tip,  but  no  definite  enlargement.  The  external 
genitalia  were  normal  male,  Tanner  V with  small 
(2  cm  length)  testes  that  were  soft  without 
masses.  His  prostate  was  not  easily  palpable. 
Examination  of  his  extremities  demonstrated 
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good  pulses  and  perfusion.  Neurological  exami- 
nation was  entirely  normal. 

The  patient’s  physician  had  already  obtained 
studies  in  regard  to  his  impotence,  which  showed 
a testosterone  level  of  less  than  20  ng/dl  (nor- 
mal 400-1000),  and  low  levels  of  LH  (luteiniz- 
ing hormone)  and  FSH  (follicle  stimulating 
hormone),  ie,  less  than  2 mlU/ml. 

The  patient  was  thus  determined  to  have  hy- 
pothalamic hypogonadism  in  conjunction  with  a 
history  of  mild  liver  disease  and  vague  rheumatic 
symptoms.  Screening  studies  performed  at  this 
time  included  an  SMA-12  that  showed  an  ele- 
vated alkaline  phosphatase  of  256  mU/ml  (30- 
110)  and  an  elevated  serum  glutamic  oxalic  trans- 
aminase ( SGOT ) of  86  IU/L  (0-30).  Total 
protein  of  7.4  mg/dl  with  albumin  of  4.8  mg/dl 
were  regarded  as  normal.  CBC  showed  a hemo- 
globin of  14.3  gm/dl,  hematocrit  of  43%,  and  a 
normal  differential  and  normal  red  cell  morph- 
ology. Sedimentation  rate  was  28  mm/h.  The 
serum  glutamic  pyruvic  transaminase  ( SGPT ) 
was  108  IU/ml  (0-30).  Gamma- glutamyl  trans- 
peptidase was  177  IU/ml  (15-85). 

Initially,  creatine  phosphokinase  (CPK)  was 
562  IU/ml  (20-100).  One  determination  of  al- 
dolase was  elevated  at  9 U/L  (normal  up  to  6); 
a repeat  was  8 U/L.  Hepatitis-B  surface  antigen 
was  nonreactive.  Urinalysis  was  normal.  Serum 
electrolytes  were  normal.  Morning  and  after- 
noon cortisol  levels  were  normal,  and  normal 
suppression  )f  cortisol  by  dexamethasone  was 
demonstrated 

AntinucL  . antibody  was  less  than  1 to  20. 
Rheumatoid  factor  was  negative.  Anti-smooth 
muscle  and  antiinitochondrial  antibody  titers 
were  negative.  Skull  and  chest  x-rays  were  nor- 
mal. A computed  tomographic  (CT)  scan  of 
the  brain  showed  no  hypothalamic  lesions.  Pro- 
lactin level  was  normal. 

The  patient  was  felt  to  have  a multisystem 
disease  of  unknown  cause  and  he  was  admitted 
to  the  hospital  for  further  diagnostic  evaluation. 

Dr.  Don  Hayes 

This  patient  presented  with  problems  in  sev- 
eral organ  systems.  His  hypogonadism  was  asso- 
ciated with  ijw  levels  of  LH  and  FSH,  which  im- 
plies hypogunadotrophic  hypogonadism.  Since 
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gonadotropins  are  released  in  a pulsatile  manner, 
a repeat  set  of  gonadotropins  should  be  mea- 
sured to  further  confirm  that  levels  were  low.  Thus, 

I would  first  try  to  confirm  that  this  patient  in- 
deed had  hypogonadotrophic  hypogonadism 
rather  than  primary  hypogonadism.  Secondly, 
the  patient  had  evidence  of  inflammatory  liver 
disease.  Finally,  he  had  vague  musculoskeletal 
symptoms  that  seemed  to  mimic  arthritis.  In 
order  to  come  up  with  a diagnosis,  I thought  it 
might  be  appropriate  to  review  the  diseases  that 
affect  these  different  areas. 

Of  the  systemic  disorders  involving  the  hypo- 
thalamic-pituitary area,  one  might  first  consider 
alcoholism  or  nutritional  deficiency  syndromes, 
such  as  Wernicke’s  encephalopathy,  which  can 
cause  liver  inflammation  and  focal  central  nerv- 
ous system  disease.  To  my  knowledge,  Wer- 
nicke’s does  not  involve  the  hypothalamic  or 
pituitary  area.  This  patient  had  no  history  of 
alcoholism  compatible  with  this  degree  of  dis- 
ease. 

Lymphomas  and  other  neoplasms  can  involve 
both  the  central  nervous  system  and  the  liver. 
There  is  little  historical  evidence  or  radiologic 
evidence  on  CT  scan  to  support  such  a diagnosis. 
The  absence  of  structural  lesions  on  CT  scan 
would  also  tend  to  exclude  primary  hypothala- 
mic and  pituitary  tumors  such  as  craniopharyn- 
giomas or  chromophobe  adenomas  of  the  pitui- 
tary. 

Histiocytosis  X would  be  a good  example  of  a 
disease  affecting  several  parts  of  the  body.  Of 
the  several  disorders  categorized  under  histiocy- 
tosis X,  Hand-Schuller-Christian  disease  is  asso- 
ciated with  hypothalamic-pituitary  dysfunction. 
The  classic  triad  of  exophthalmos,  diabetes  insipi- 
dus, and  punched  out  skull  lesions  is  not  common,  1 
however.  Since  most  affected  patients  present 
during  childhood,  histocytosis  X would  seem  to 
be  an  unlikely  cause  of  this  patient’s  problem. 

Sarcoidosis  is  a disease  that  can  involve  several 
organ  systems.  Specifically,  sarcoid  can  cause 
abnormalities  of  liver  function,  arthralgias,  and 
central  nervous  system  findings.  The  arthritis 
in  sarcoidosis  can  either  be  monoarticular  or  an 
acute  polyarthritis  involving  any  of  the  periph- 
eral joints.  It  is  usually  seen  in  conjunction  with 
erythema  nodosum.  These  patients  almost  in- 
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variably  have  bilateral  hilar  adenopathy  on  chest 
x-ray. 

There  is  also  a chronic  form  of  arthritis  in 
sarcoidosis,  more  commonly  involving  the  knees 
and  ankles  and  causing  characteristic  x-ray 
changes.  These  types  of  arthritis  are  dissimilar 
from  that  of  the  patient  under  discussion. 

The  most  common  central  nervous  system  find- 
ings in  sarcoidosis  are  cranial  nerve  palsies,  such 
as  a facial  palsy.  Hypothalamic-pituitary  insuffi- 
ciency and  diabetes  insipidus  are  also  frequently 
seen  with  sarcoidosis.  This  patient  had  a normal 
chest  x-ray,  and  would  be  unlikely  to  have  sar- 
coidosis on  that  basis  alone.  However,  this  diag- 
nosis cannot  be  excluded  at  the  present  time. 

Tuberculosis  is  the  classic  medical  disorder 
causing  multisystemic  disease.  Central  nervous 
system  involvement  with  tuberculosis  can  consist 
of  a focal  tuberculoma  or,  more  commonly,  men- 
ingitis with  granulomatous  inflammation  of  the 
basilar  brain  area,  including  multiple  cranial 
nerve  palsies.  Pituitary  insufficiency  has  been 
reported  in  association  with  this  syndrome.  Al- 
though musculoskeletal  complications  of  tubercu- 
losis are  well  recognized,  they  usually  involve 
the  spine  and  the  larger  weight  bearing  joints, 
rather  than  the  peripheral  symptoms  this  patient 
had.  As  this  patient’s  problem  had  been  going 
on  for  many  years,  and  was  accompanied  by  a 
normal  chest  x-ray  and  lack  of  weight  loss  or 
fever,  I consider  tuberculosis  unlikely. 

There  are  many  primary  disorders  of  the  cen- 
tral nervous  system  that  can  cause  damage  to 
the  hypothalamic-pituitary  area,  but  these  dis- 
orders would  fail  to  explain  the  systemic  mani- 
festations this  patient  showed.  Iatrogenic  prob- 
lems including  environmental  toxins  and  drug 
exposures  need  to  be  considered,  but  seem  ex- 
cluded by  the  history. 

The  disorder  I think  that  best  fits  with  this 
patient’s  symptoms  is  hemochromatosis.  It  is 
characterized  by  excessive  deposition  of  iron  in 
the  parenchyma  of  a variety  of  organs,  including 
the  liver,  pancreas,  heart,  and  pituitary,  which 
results  in  scar  tissue  formation  and  fibrosis  in 
these  organs,  ultimately  resulting  in  loss  of  func- 
tion. There  are  five  organ  systems  that  are  com- 
monly involved  by  hemochromatosis,  resulting  in 
clinical  symptoms. 
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Hypogonadism  is  caused  by  infiltration  of  the 
pituitary  gland  with  subsequent  hypogonado- 
trophic  hypogonadism.  Arthralgias  are  surpris- 
ingly common,  occurring  in  over  40%  of  involved 
patients  in  many  series.  Arthralgias  are  usually 
the  earliest  symptom  and  may  precede  the  diag- 
nosis by  up  to  13  years.  The  second  and  third 
metacarpophalangeal  joints  are  characteristically 
affected,  but  any  of  the  joints  in  the  body  can 
be  involved. 

Diabetes  mellitus  is  reported  in  more  than 
half  of  the  patients  with  hemochromatosis,  but 
tends  to  be  mild  and  to  be  manifest  late  in  the 
course.  The  skin  may  be  involved  and  become 
darkened  or  bronzed.  This  is  apparently  caused 
by  the  deposition  of  both  melanin  and  hemosid- 
erin in  the  skin.  This  patient  apparently  had  no 
skin  manifestations  and  no  diabetes.  Finally, 
15%  of  patients  have  congestive  heart  failure  re- 
sulting from  hemochromatosis. 

The  simplest  way  to  screen  for  hemochroma- 
tosis is  to  perform  an  iron  and  iron  binding  ca- 
pacity, looking  for  saturation  of  transferrin.  Also, 
ferritin  is  usually  strikingly  elevated.  The  diag- 
nosis is  usually  confirmed  by  liver  biopsy,  which 
is  not  only  diagnostic  but  is  also  useful  for 
quantitating  the  amount  of  iron  deposition  as 
well  as  the  severity  of  cirrhosis  resulting  from 
the  disorder. 

In  summary,  I feel  that  this  patient’s  multi- 
systemic illness  would  best  fit  with  a diagnosis 
of  hemochromatosis.  Sarcoidosis  has  to  be 
strongly  considered,  and  the  possibility  of  meta- 
static malignancy  with  manifestations  in  several 
organ  systems  also  has  to  be  considered,  although 
the  time  course  and  radiologic  findings  are  really 
not  appropriate  for  this  diagnosis. 

Dr.  William  Jaffee: 

The  additional  clinical  investigation  of  this 
patient  proceeded  along  the  lines  to  which  Dr. 
Hayes  has  alluded.  Serum  iron  and  iron  binding 
capacity  were  obtained.  These  demonstrated  a 
serum  iron  of  280  mcg/dl  with  an  iron  binding 
capacity  of  285  mcg/dl.  Ferritin  level  was  greater 
than  2500  mcg/L  (normal  male  level,  20-300 
mcg/L).  Although  these  levels  are  basically 
diagnostic  of  hemochromatosis,  it  was  felt  that  a 
liver  biopsy  was  appropriate  to  confirm  the  diag- 
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nosis  and  quantitate  the  amount  of  liver  damage 
already  present.  Dr.  Ashley  will  review  the 
pathological  data. 

Dr.  Patrick  Ashley: 

The  liver  biopsy  reveals  a considerable  amount 
of  fibrosis.  On  H&E  stain  we  see  quite  a bit  of 
pigment  in  the  parenchymal  cells  as  well  as  in 
the  Kupffer  cells  which  is  certainly  suggestive 
of  iron.  (Figure  1)  The  Prussian  Blue  stain  of 
this  tissue  demonstrates  the  massive  quantities 
of  iron  present.  This  amount  of  iron  deposition 
is  more  characteristic  of  hemochromatosis  than 
secondary  iron  deposition  from  exogenous 
sources. 

Dr.  William  Jaffee: 

Hemochromatosis  is  defined  as  a disorder  of 
excessive  iron  absorption  or  iron  deposition  in 
tissue  resulting  in  tissue  or  organ  damage.  Un- 
fortunately, there  are  several  diseases  that  can 
mimic  idiopathic  hemochromatosis  and  fit  within 
the  confines  of  this  definition. 

Erythropoietic  hemochromatosis  refers  to  those 
disorders  accompanied  by  accelerated  red  cell 
breakdown  with  subsequent  deposition  of  iron 
into  both  tissue  and  reticuloendothelial  (RE) 
cells.  Thalassemia  is  a prime  example  of  this. 

Alcoholism  is  also  frequently  accompanied  by 
liver  damage  and  iron  loading  within  the  Kupf- 
fer cells.  If  there  is  excessive  iron  deposition 
within  the  RE  cells,  hemosiderosis  is  said  to  be 


present.  The  histologic  appearance  of  this  type 
of  iron  deposition  is  different  from  that  of  the 
patient  described  today,  who  has  predominantly 
parenchymal  cell  iron  overload  without  RE  cell 
involvement.  Although  there  is  some  controversy 
in  the  literature  as  to  whether  excessive  long  term 
ingestion  of  iron  can  result  in  hemochromatosis, 
it  can  probably  only  occur  in  people  who  are 
predisposed  to  the  condition. 

Hemochromatosis  is  an  autosomal  recessive 
genetic  disorder  with  variable  penetrance.  The 
locus  for  hemochromatosis  is  apparently  on 
chromosome  6 near  the  locus  for  HLA-A.1'2  Al- 
though it  is  not  sex  linked,  its  expression  in 
women  is  milder  than  men,  so  that  most  clinical 
series  have  male-female  ratio  of  10  to  1.  The 
incidence  previously  was  felt  to  be  about  one 
case  per  10,000  people  in  the  population,  with 
onset  of  symptoms  occurring  most  frequently  be- 
tween ages  40  to  60.  Symptoms  were  usually 
present  for  at  least  five  years  prior  to  the  diag- 
nosis being  arrived  at. 

We  now  know  that  approximately  10%  of  the 
population  is  heterozygous  and  0.3%  of  the  popu- 
lation is  homozygous  for  hemochromatosis.  This 
gives  an  actual  population  incidence  of  30  cases 
per  10,000.3  Effectively,  this  means  that  the 
penetrance  and  expression  of  hemochromatosis 
are  usually  relatively  low,  and  that  we  are  prob- 
ably only  picking  up  the  more  obvious  cases. 

Medical  students  are  taught  that  the  triad  of 


FIGURE  1 

Prussion  blue  stain  of  the  liver  bi- 
opsy demonstrates  fibrous  septa 
separating  nodules  of  liver  par- 
enchyma. Large  amounts  of 
dense  pigment  within  the  liver 
nodules  represent  iron. 
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bronzing  of  the  skin,  cirrhosis,  and  diabetes  mel- 
litus  is  characteristic  of  hemochromatosis.  In 
clinical  series  reported  in  years  past,  the  finding 
of  this  classic  triad  was  indeed  frequent.  Hepa- 
tomegaly was  seen  in  over  90%  of  patients,  and 
skin  pigmentation  and  diabetes  were  also  seen 
in  the  majority.4 

Improvement  in  diagnostic  testing  and  screen- 
ing of  affected  families  has  changed  the  present- 
ing manifestations  seen  in  patients  with  hemo- 
chromatosis. The  disorder  is  now  diagnosed 
much  earlier,  with  asymptomatic  adolescents  and 
teenagers  being  detected  by  screening  blood  tests 
for  iron.  In  the  report  published  by  the  Utah 
group  in  1980,  the  most  common  finding  was 
vague  arthralgias,  seen  in  57%  of  patients.  Skin 
pigmentation  and  hepatomegaly  were  also  noted 
in  about  half  the  patients,  as  well  as  elevations 
in  serum  transaminases.  Less  than  one-third  had 
hypogonadism,  and  only  6%  had  clinical  diabetes 
mellitus.  None  had  heart  failure.3 

Investigation  of  the  hvpothalmic-pituitary  go- 
nadal axis  in  affected  patients  usually  shows  low 
testosterone  levels  with  low  gonadotrophin 
levels.3'5  Surprisingly,  this  hypothalamic  hypo- 
gonadism is  rarely  accompanied  by  other  mani- 
festations of  pituitary  insufficiency.  At  autopsy, 
iron  deposition  in  the  pituitary  is  confined  to  the 
gonadotrophin  cells  with  the  rest  of  the  pituitary 
being  spared.  The  reason  for  this  selective 
deposition  is  unknown. 

As  Dr.  Hayes  suggested,  the  joint  symptoms 
of  hemochromatosis  frequently  involve  the  meta- 
carpophalangeal and  proximal  interphalangeal 
joints.  The  large  joints  are  somewhat  less  com- 
monly involved.  Chondrocalcinosis  and  attacks 
of  pseudogout  occasionally  are  noted.  Other 
radiographic  findings  include  subchondral  cyst 
formation,  osteopenia  and  joint  narrowing.3,5 

At  the  present  time,  diagnosis  is  most  easily 
substantiated  by  measuring  iron  and  iron  bind- 
ing capacity.  The  combination  of  an  elevated 
iron  and  transferrin  saturation  of  greater  than  90% 
in  a patient  with  a compatible  clinical  picture  is 
nearly  diagnostic.  Ferritin  level  also  is  usually 
obtained,  and  would  be  expected  to  be  quite 
elevated,  usually  above  500  ng/ml.3,5  Tech- 
niques such  as  measuring  urinary  iron  excretion 
after  deferoxamine  are  a bit  more  cumbersome. 


In  addition,  liver  biopsy  of  at  least  the  index 
member  of  a family  should  be  carried  for  diag- 
nostic purposes.  In  other  family  members  subse- 
quently detected,  liver  biopsy  probably  should  be 
performed  only  on  those  needing  quantitation 
of  pre-existing  liver  damage.  It  should  be  re- 
membered that  iron  levels,  transferrin  saturation, 
and  ferritin  levels  tend  to  be  lower  in  women, 
who  tend  to  develop  the  disease  later.  The  rea- 
son for  this  is  uncertain,  but  may  be  related  to 
menstrual  iron  losses. 

The  standard  therapv  for  hemochromatosis  is 
phlebotomy  to  remove  the  iron  load.  Affected 
patients  may  have  an  excess  of  iron  on  the  order 
of  10  g to  25  g.  Each  phlebotomv  removes  ap- 
proximately 250  mg  of  iron,  so  that  for  patients 
who  are  able  to  tolerate  weekly  phlebotomy 
therapy,  40  to  100  weeks  of  treatment  is  neces- 
sary. Levels  of  ferritin  and  transferrin  saturation 
are  monitored  during  therapy,  as  well  as  hemo- 
globin and  hematocrit.  In  patients  who  are  un- 
able to  tolerate  phlebotomy,  removal  of  iron 
with  deferoxamine  can  be  attempted.3,5 

The  importance  of  detecting  hemochromatosis 
early  is  emphasized  bv  the  late  incidence  of 
complications  alreadv  mentioned,  including  cir- 
rhosis. Reportedly,  35%  of  patients  with  hemo- 
chromatosis and  cirrhosis  will  eventually  de- 
velop hepatomas.  Because  therapy  is  effective 
in  preventing  these  complications  only  when  an 
early  diagnosis  is  arrived  at,  clinicians  need  to 
be  alert  to  screen  for  this  disorder  in  patients 
presenting  with  unexplained  elevation  in  liver 
enzymes,  unexplained  hypogonadism,  or  vague 
arthralgias. 

This  patient  has  subsequently  been  started  on 
phlebotomy  therapy  and  is  tolerating  it  well  at 
the  present  time.  His  hypogonadism  is  being 
treated  with  injections  of  testosterone  enanthate 
every  two  weeks;  he  has  had  good  subjective 
response  to  this,  with  restoration  of  virility.  His 
family  was  screened;  two  of  his  siblings  were 
found  to  also  have  the  disorder,  including  his 
younger  brother  who  has  absolutely  no  symp- 
toms. This  brother’s  iron  of  211  mcg/dl  with  an 
iron  binding  capacity  of  270  was  not  as  mark- 
edly abnormal  as  his  older  brother,  and  his  fer- 
ritin level  of  1,967  mcg/1  was  also  lower.  Other 
laboratory  evaluations  revealed  no  evidence 
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whatsoever  of  end  organ  damage  and  a liver 
biopsy  was  not  performed.  He  has  subsequently 
started  phlebotomy  therapy. 

Editor’s  Note:  Readers  may  be  interested  in 
reviewing  an  early  report  of  hemochromatosis 
published  hy  Drs.  Abbiss  and  Dorph.6  A case 
similar  to  the  present  one  was  presented  in  the 
weekly  clinicopathological  exercise  of  the  Massa- 
chusetts General  Hospital,  published  subsequent 
to  this  Grand  Rounds.7  In  that  case,  the  dis- 
cussant considered  many  of  the  same  diagnoses 
as  did  Dr.  Hayes,  but  was  less  successful  than 
Dr.  Hayes  in  reaching  the  correct  diagnosis. 

(W.J.) 
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contact  the  Journal  office,  658-3957. 


THE  MEDICAL  MALPRACTICE  ACT: 
SHOULD  IT  BE  CHANGED? 

I realize  that  any  discussion  of  the  issue  of 
medical  malpractice  makes  the  members  of  our 
profession  uncomfortable.  To  espouse  aspects 
of  the  system  that  are  relatively  good  verges 
on  being  heretical.  However,  I think  we  are  at 
a point  in  time  where  we  must  carefully  examine 
the  medical  malpractice  situation  in  our  State, 
take  note  of  the  good  points,  and  mobilize  to 
defend  the  good  points. 

An  examination  of  the  Health  Care  Malprac- 
tice Insurance  and  Litigation  Act  reveals  the 
following  elements  that  we  should  defend: 

1 ) Clear  definitions  in  the  Act  that  specify  that 
standard  of  care  should  be  gauged  bv  local 
standards. 

2)  The  malpractice  review  panels  provided  by 
the  Act  that  allow  pretrial  review  with  find- 
ings that  are  admissible  as  evidence  if  a 
party  decides  to  proceed  with  trial. 

3)  The  ability  of  the  State  to  form  a Joint  Un- 
derwriting Association  if  a situation  arises 
in  which  medical  malpractice  insurance  is 
not  reasonably  available. 

4)  The  protection  against  claims  that  a good 
outcome  was  guaranteed  ( unless  such  a 
guarantee  is  in  writing). 

5)  The  specification  of  the  only  types  of  negli- 
gence that  can  be  proved  without  expert 
testimony:  (a)  a foreign  body  unintention- 
ally left  at  surgery;  (b)  an  explosion  or  fire 
originating  in  a substance  used  in  treatment 
and  occurring  in  the  course  of  treatment; 
(c)  a surgical  procedure  performed  on  the 
wrong  patient  or  the  wrong  organ,  limb,  or 
body  part. 


6)  The  75-mile  rule  allowing  only  expert  wit- 
nesses within  that  radius  of  Dover  to  testify. 
This  rule  provides  some  level  of  assurance 
that  the  testifying  witness  will  either  have 
or  can  obtain  knowledge  about  practice 
patterns  related  to  the  standard  of  medical 
care  in  Delaware.  It  also  protects  against 
the  use  of  “Roving  Experts.” 

7)  A clear  limitation  on  the  awarding  of  puni- 
tive damages  only  for  intentional  and  not 
for  accidental  (negligent)  injuries  occurring 
in  the  course  of  practice.  If  granted,  puni- 
tive damages  must  be  separately  awarded 
and  specified  by  the  jury. 

8)  A reasonable  statute  of  limitations  of  two 
to  three  years,  depending  upon  the  age  of 
the  patient  and  the  time  of  discovery  of  the 
injury.  This  statute  of  limitations  is  more 
specifis  and  of  shorter  duration  than  many 
other  states  and  should  ultimately  result  in 
greater  ease  of  predictability  of  malpractice 
claims  in  the  state  with  correspondingly 
lower  malpractice  premiums. 

9)  Protection  against  the  possibility  that  in- 
formation exchanged  during  settlement  ne- 
gotiations will  be  used  against  a physician 
if  a case  ultimately  goes  to  trial. 

10)  A provision  to  allow  admission  of  evidence 
of  any  other  sources  of  compensation  a 
patient  has  for  his  injuries.  This  evidence 
will  reduce  the  final  award  of  damages. 

Many  of  these  ten  points  are  provisions  that 
physicians  in  other  states  would  like  to  have  en- 
forced in  their  states.  The  existing  law  provides 
substantial  protection  for  the  health  care  de- 
livery system  in  Delaware.  With  such  protec- 
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tion,  we  are  in  a better  position  to  help  control 
health  care  costs  while  maintaining  a high  qual- 
ity of  care.  Even  though  we  are  never  anxious 
to  discuss  or  even  contemplate  medical  malprac- 
tice issues,  now  is  the  time  for  us  to  join  together 
to  let  our  legislators  know  that  it  would  be  a 
disservice  to  the  State  to  weaken  the  existing 
medical  malpractice  law. 

Stephen  R.  Permut,  M.D. 


AN  OUTBREAK  OF  TUBERCULOSIS  IN 

SOUTHERN  DELAWARE:  THE  MEANING  OF 
SURVEILLANCE  AND  CONTAINMENT 

At  the  turn  of  this  century  tuberculosis  was 
the  leading  cause  of  death  in  the  United  States; 
the  mortality  rate  was  nearly  200  deaths  per 
100,000  people.  Today,  the  national  morbidity 
rate  is  about  11  cases  per  100,000.  As  tubercu- 
losis becomes  less  common,  less  attention  is  paid 
to  it  bv  the  medical  community.  In  addition, 
public  health  nurses  know  that  their  clients 
also  are  less  concerned  about  having  tuberculosis, 
especially  those  nurses  who  have  tried  in  vain  to 
convince  someone  who  is  infected  but  asymp- 
tomatic that  he  must  take  a pill  daily  for  12 
months. 

An  outbreak  of  tuberculosis  that  emphasizes 
the  tragedy  of  this  complacent  attitude  occurred 
last  summer  in  lower  Delaware.  Its  lessons 
are  important  and  extend  beyond  tuberculosis. 

Between  November  1982  and  April  1983,  the 
Tuberculosis  Program  of  the  State’s  Division  of 
Public  Health  became  aware  of  three  particular 
patients  with  tuberculosis.  In  hindsight,  the 
patients  were  related  because  of  their  extensive 
contact  and  intermittent  periods  of  cohabitation. 
During  their  interviews  with  public  health  nurses, 
however,  they  did  not  name  each  other  as  close 
contacts,  which  significantly  delayed  the  investi- 
gation that  eventually  followed.  The  patients 
were  black,  two  men  and  a woman,  all  in  their 
mid-20s.  Acid-fast  bacilli  were  identified  in  spu- 
tum smears  from  all  three,  and  all  grew  Myco- 
bacterium tuberculosis  in  culture.  Two  showed 
cavitary  radiographic  abnormalities. 
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Manv  of  the  contacts  named  by  these  three 
patients  lived  in  a low-income  housing  develop- 
ment near  Milford.  The  female  patient  reported 
permanent  residence  in  the  development,  al- 
though the  two  men  had  also  lived  there  at 
times.  An  unusually  high  proportion  of  their 
contacts  were  infected  with  tuberculosis,  based 
upon  significant  reactions  to  5T.U.  PPD  Mantoux 
skin  tests.  Thus,  in  late  April  1983,  an  effort  was 
launched  to  screen  everv  resident  of  the  housing 
development.  Public  health  nurses  eventually 
screened  384  people,  tracking  them  down  at  their 
homes,  schools,  places  of  business,  and  favorite 
bars. 

The  venture  was  worthwhile.  Table  1 indi- 
cates that,  including  the  three  original  patients, 
113  (29.4%)  of  the  384  screened  individuals  were 
infected  with  tuberculosis,  and  22  of  these 
showed  radiographic  abnormalities  and/or  my- 
cobacteriologic  findings  consistent  with  current, 
active  disease. 

These  extraordinary  numbers  take  on  addi- 
tional importance  when  examined  bv  age.  More 
than  half  of  those  who  were  infected  without 
evident  disease  and  all  of  those  with  disease 
were  less  than  35  years  old. 

Most  cases  of  tuberculosis  reported  in  the 
United  States  today  result  from  infections  that 
occurred  decades  earlier.  The  patients  are  in- 
dividuals who  were  exposed  to  tuberculosis 
when  the  disease  was  more  common.  As  a 
result,  a cohort  of  older  people  now  constitutes 
the  major  reservoir  of  infection. 


Therefore,  the  outbreak  near  Milford  is  un- 
usual and  worthy  of  great  concern,  because  it 
demonstrates  that  the  reservoir  in  a young  popu- 
lation may  also  be  extensive  and  that  conditions 
presently  are  ripe  for  transmission. 

The  lessons  to  be  learned  from  this  outbreak 
are  clear.  First,  tuberculosis  should  regularly 
be  considered  in  differential  diagnosis,  and  not 
overlooked  because  it  is  thought  to  be  infre- 
quent. 

Second,  public  health  investigators  must  be- 
come aggressive  in  the  investigation  of  contacts. 
This  is  a complex  problem.  It  depends  first  on 
the  report  of  a case  by  the  medical  community 
(25%  of  reported  patients  with  tuberculosis  in 
Delaware  are  managed  by  private  practitioners). 
It  also  depends  upon  our  ability  to  motivate 
contacts  to  keep  appointments  and  to  continue 
chemoprophylaxis  when  indicated. 

In  the  Milford  outbreak,  the  population  was 
exceptionally  difficult  to  follow  in  this  respect. 
However,  it  should  be  noted  that  one  of  the 
original  patients  was  a close  contact  of  a tuber- 
culosis patient  in  June  1980.  At  that  time  she 
did  not  have  a significant  skin  test.  Due  to 
her  difficulty  with  compliance,  she  also  did  not 
begin  a course  of  chemoprophylaxis,  and  was  not 
retested  with  tuberculin  after  90  days.  These 
two  follow-up  methods  are  recommended  to  pre- 
vent transmission  by  false  negatives,  that  is  close 
contacts  who  are  too  early  in  the  infectious 
process  to  have  developed  an  antibody  response. 
Considerable  morbidity  might  have  been  pre- 


TABLE  1 

Results  of  Tuberculin  Screening  by  Age  Group, 
Milford  Outbreak,  1983 


Infected  Without 

Disease  Current  Disease 


Age  (Years) 

Number  Tested 

No. 

% 

No. 

% 

9 or  less 

89 

4 

4.5 

9 

10.1 

10  - 19 

93 

12 

12.9 

4 

4.3 

20  - 34 

107 

33 

30.8 

9 

8.4 

35  - 54 

55 

23 

41.8 

0 

0.0 

55  + 

40 

19 

475 

0 

0.0 

TOTAL 

384 

91 

23.7 

22 

5.7 
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vented  if  this  individual  could  have  been  brought 
to  proper  management  back  in  1980. 

A recently  established  tuberculosis  Advisory 
Committee  has  responded  to  these  problems.  The 
committee,  represented  by  the  public  health, 
medical,  and  legislative  communities,  has  recom- 
mended sweeping  changes  in  Delaware’s  tuber- 
culosis program.  The  recommendations  pertain 
to  an  improved  organization  necessary  to  carry 
out  a more  aggressive  program.  In  addition, 
renewed  efforts  directed  toward  education  of 
both  private  practitioners  and  tuberculosis  sus- 
pects and  contacts  will  soon  begin. 

There  is  yet  one  more  lesson,  which  concerns 
me  most.  In  a world  of  personal  computers, 
organ  transplants,  multiple  linear  regression, 
biopsies,  and  tickler  files,  the  most  effective  and 
basic  principles  of  health  care  were  not  fully 
exploited:  surveillance  and  containment.  The 
reasons  for  this  failure  are  probably  many:  a 
political  system  that  cannot  provide  adequate 
funds  for  an  effective  public  health  program, 
the  difficulty  associated  with  delivering  health 
care  to  this  “hard-to-reach”  population,  miscom- 
munications,  lack  of  understanding,  and  just  bad 
luck. 

But  there  is  one  thing  we  can  all  do  to  over- 
come these  odds.  We  must  recognize  the  inter- 
dependence between  public  and  individual 
health.  A case  of  tuberculosis  from  a low-income 
housing  development,  shigellosis  in  a child  who 
attends  a day  care  center,  pediculosis,  gonorrhea, 
or  even  chronic  alcoholism  are  all  sentinels  of 
more  pervasive  underlying  problems,  and  we 
must  act  accordingly.  This  is  the  meaning  of 
surveillance,  from  which  containment  must  fol- 
low. 

This  is  the  crux  of  public  health,  which  is 
all  too  often  slighted  by  both  private  medical  and 
public  health  practitioners.  This  is  the  respon- 
sibility of  all,  and  it  should  not  be  forgotten. 

Paul  R.  Silverman,  Dr.  P.H. 

Dr.  Silverman  is  state  epidemiologist  for  Delaware’s  Bureau  of 
Disease  Control. 
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BRIEF  SUMMARY 

PROCARDIA ' (nifedipine i CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (nitedipinet  is  indicated  tor  the 
management  of  vasospastic  angina  confirmed  by  any  ol  the  following  criteria  1 1 classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  ol  beta  blockers 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  tor 
the  management  of  chronic  stable  angina  (effort-associated  anginal  without  evidence  ot  vasospasm 
n patients  who  remain  symptomatic  despite  adequate  doses  ot  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  anginal  PROCARDIA  has  been  effective  m controlled 
trials  ot  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance  I 
but  confirmation  of  sustained  eftectiveness  and  evaluation  ot  long-term  safety  in  those  patients  are  i 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and  i 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment  especially  m ( 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  since  j 
severe  hypotension  can  occur  from  the  combined  effects  ot  the  drugs  iSee  Warnings  I 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension.  Although  in  most  patients  the  hypotensive  effect  ot 
PROCARDIA  is  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol-  j 
erated  hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ot  ■ 
subsequent  upward  dosage  adiustment  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients  k 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass  i 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be  ■ 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with  1 j 
PROCARDIA  alone  with  low  doses  ot  tentanyl  in  other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
tentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ot  these  potential  problems  and  i 
if  the  patient  s condition  permits  sufficient  time  (at  least  36  hours)  should  be  allowed  tor  I 
PROCARDIA  to  be  washed  out  ot  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency  du- 
ration or  severity  ot  angina  on  starting  PROCARDIA  or  at  the  time  ot  dosage  increases  The  mech- 
anism ot  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Bela  Blocker  Withdrawal  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ol  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  retlex  catecholamine  release  There  have  been  occasional  reports  ol  I 
increased  angina  in  a setting  ot  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  patients  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  tor 
such  an  event 

PRECAUTIONS:  General:  Hypotension  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  tor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  lett  ventricular  dysfunction  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  m the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure  care  should  be  taken  I 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  led  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  I Experience  1 
m over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
ot  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co  administered  with  nitrates  but  there  have ; 
been  no  controlled  studies  to  evaluate  the  antiangmal  effectiveness  of  this  combination 

Digitalis  Administration  ot  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45°.  Another  investigator  found  no  increase  m di- 
goxin levels  m thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ot  over  twc 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas . 
ured  digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  witr 
elevated  digoxin  levels  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating  adiust 
mg  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  ot  fertility  When  given  to  rats  prior  to  mating  mte 
dipine  caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu 
man  dose 

Pregnancy  Category  C Please  see  lull  prescribing  information  with  reference  to  teratogenicity  it 
rats  embryotoxicity  in  rats  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness 
peripheral  edema  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  ot  pa 
tients  transient  hypotension  in  about  5%  palpitation  in  about  2%  and  syncope  in  about  0 5%  i 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  ot  PROCARDIA  or  concomitant  antiar 
gmal  medication  Additionally  the  following  have  been  reported  muscle  cramps  nervousness 
dyspnea,  nasal  and  chest  congestion  diarrhea  constipation  inflammation  |oint  stiffness  shaki 
ness,  sleep  disturbances,  blurred  vision  difficulties  in  balance  dermatitis  pruritus  urticaria  h 
ver.  sweating  chills  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  wi 
associated  with  an  increase  in  anginal  pain  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed  not  readily  distinguishable  from  the  nat 
ural  history  of  the  disease  in  these  patients  It  remains  possible  however  that  some  or  many  c 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  ot  patients  and  conges 
live  heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb 
ances  each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare  mild  to  moderate  transient  elevations  ot  enzymes  such  as  alkaline  phos 
phatase  CPK  LDH  SGOT  and  SGPT  have  been  noted  and  a single  incident  of  significantly  eie 
vated  transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ot  gall  biador 
disease  after  about  eleven  months  ot  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptom- 
Cholestasis,  possibly  due  to  PROCARDIA  therapy  has  been  reported  twice  in  the  extensive  won 
literature 

HOW  SUPPLIED:  Each  orange  sott  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ot  mtedipiro 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-661  300  iNDC  006‘ 
2600-72)  and  unit  dose  (10x10)  (NDC  0069-2600-41 ) The  capsules  should  be  protected  troi 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77  Ft  15  to  25  Clin  the  ma- 
ufacturer  s original  container 

More  detailed  professional  information  available  on  request  c 1982  Pfizer  Ini  j 

LABORATORIES  DIVISION 
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DIFFERENTIATION  OF  GENDER  IDENTITY  ROLE 


I 


Imperatives  and  Options 

Gender  identity/role  (gender  I/R)  is  written 
about  here  chiefly  as  a gestalt,  or  whole.1  As  a 
gestalt,  or  in  its  component  parts,  gender  I/R  is 
both  subjective  (identity)  and  objective  (role). 
As  a gestalt,  gender  I/R  refers  to  everything 
about  a person  that  signifies  masculinity,  femini- 
nity, or  their  amalgam,  plus  or  minus  errors  or 
distortions  (paraphilias).  This  paper  examines 
the  determinants  of  gender  I/R  as  a gestalt  ac- 
cording to  the  8-cell  design  or  template  of  Table 
l.2 

Inspection  of  the  8-cell  template  shows  that  the 
phyletically  dictated  part  of  the  program  of  di- 
morphism of  gender  I/R,  which  is  both  nativistic 
and  imperative,  is  that  the  male  grows  up  to  be 
' able  to  impregnate,  whereas  the  female  grows  up 
to  be  able  to  menstruate,  gestate,  and  lactate. 
These  are  the  irreducible  gender  or  sex  differences 
that  have  dichotomized  humankind  since  time  im- 
memorial. They  belong  to  humankind’s  primate 
heritage  and,  except  for  menstrual  instead  of 
estrous  cycles,  they  belong  to  the  heritage  of  all 
mammals.  By  most  people’s  reckoning,  this  di- 
chotomy is  one  that  will,  except  in  science  fiction, 
persist  unchanged  as  far  into  the  future  as  it  has 
persisted  from  the  past  into  the  present.  In 
science  fiction,  it  is  quite  possible  that  in  the 
next  century  it  will  be  possible  for  a man  and 

Dr.  Money  is  a Professor  of  Medical  Psychology  and  Pediatrics 
at  The  Johns  Hopkins  University,  Baltimore. 
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woman  to  decide  to  become  parents  by  having 
their  fertile  zygote  transplanted  into  a ‘slave’ 
nurse.  A more  remote  possibility  in  science  fic- 
tion is  that  whereby  it  will  be  possible  for  a 
male  to  possess  a transplanted  uterus  in  which  he 
can  gestate  an  egg  fertilized  possibly  by  his  own 
sperm.  Still  more  remote  is  the  science  fictional 
possibility  that  a female  will  be  able  to  possess, 
by  surgical  transplant  or  some  as  yet  unforeseen 
technology  of  reembryogenesis  and  organ  re- 
growth, the  generative  capacity  of  the  male,  and 
vice  versa  for  the  male.  The  present  purpose  of 
these  science  fictional  speculations  is  to  drama- 
tize the  possibility  of  what  might  happen  if  the 
reproductive  role  of  human  beings  should  be- 
come metamorphosable,  as  is  already  a fact  in 
nature’s  scheme  of  things  among  certain  her- 
maphroditic or  sex-reversing  species  of  fish.3 

Mammalian  XX  and  XY  Genotype  and 
the  Adam  and  Eve  Principle 

In  mammalian  development,  sequential  her- 
maphroditism does  not  occur.  The  option  to  be 
one  sex  or  the  other  is  at  the  time  of  conception 
all  but  preordained  by  the  chromosomes,  46, XX 
for  the  female,  46, XY  for  the  male.  To  be  more 
precise,  fertility  is  preordained:  a Y chromosome 
paired  with  one  X programs  the  cluster  of  em- 
bryonal cells  that  constitute  the  primitive,  un- 
differentiated gonad  to  develop  into  a sperm- 
producing  testis,  whereas  it  requires  a second  X 
chromosome  to  program  the  same  cells  to  develop 
into  an  egg-producing  ovary.1  The  newest  dis- 
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TABLE  1* 

Eight-cell  Template,  with  Illustrative  Examples  of  Determinants  or  Variables 


Imperative 

PHYLOGRAPHIC 
(Species  shared) 

Optional 

Imperative 

IDIOGRAPHIC 
(Individually  unique) 

Optional 


*Data  from  Money.2 


of  Gender  l/R  (Identity/ Role) 
NATIVISTIC 

1.  Menstruation,  gestation, 
lactation  (women)  vs. 
impregnation  (men). 

3-  Population  size,  fertility 
rate  and  sex  ratio. 

5.  Chromosome  anomalies, 
e.g.,  45,XO;  47,XXY; 
47,XYY.  Vestigial  genitalia. 

7.  Getting  pregnant.  Breast 
feeding.  Anorexic 
amenorrhea.  Castration. 


CULTURISTIC 

2.  Social  models  for 
identification  and 
complementation  in 
gender  l/R  differentiation. 

4.  Sex-coded  roles. 

6.  Sex  announcement  and 
rearing  as  male, 
female,  or  ambiguous. 

8.  Gender-divergent  work. 
Gender-divergent  cos- 
metics and  grooming. 
Gender-divergent  child 
care. 


covery  is  that  a Y-carrying  sperm  possesses  a 
testis-inducing  substance,  the  H-Y  antigen.  At 
first  it  was  believed  that  H-Y  antigen  was  the 
ultimate  male-determining  factor.  Exceptions 
to  the  rule,  especially  in  syndromes  of  hermaphro- 
ditism, soon  turned  up,  however. 

Although  it  is  rare,  it  is  actually  possible  for 
an  error  of  cell  division  to  occur  after  the  egg 
and  sperm  unite,  so  that  some  gonadal  cells  dif- 
ferentiate as  ovarian,  and  some  as  testicular. 
There  may  be  an  ovary  on  one  side  and  a 
testis  on  the  other,  or  a single  gonad  may  be 
neither  ovary  nor  testis,  but  ovotestis.  Tech- 
nically, the  coexistence  of  ovarian  and  testicular 
tissue  constitutes  simultaneous  hermaphroditism, 
though  not  of  the  type  found  in  the  earthworm, 
for  such  human  hermaphrodites  are  not  fertile 
as  both  male  and  female.  It  is  classified  as  true 
hermaphroditism,  on  the  criterion  of  the  mixed 
gonadal  tissue,  to  differentiate  it  from  male  her- 
maphroditism (both  gonads  are  testes),  female 
hermaphroditism  (both  gonads  are  ovaries)  and 
agonadal  hermaphroditism  (both  gonads  are  ves- 
tigiated ) . 

Whereas  hermaphroditism  of  the  gonads  (true 
162 


hermaphroditism)  is  extremely  rare  in  human 
beings,  an  embryonic  developmental  phase  of 
hermaphroditism  of  the  internal  accessory  re- 
productive structures  is  universal:  it  is  nature’s 
scheme  of  things  to  provide  every  embryo,  XX 
or  XY,  with  a bilateral  pair  of  ducts,  Wolffian 
and  Mullerian.4  (Figure  1)  The  Wolffian  ducts 
are  destined  to  differentiate  into  the  male  in- 
ternal reproductive  structures,  and  the  Muller- 
ian ducts  into  the  female  structures.  If  the  Wolf- 
fian ducts  develop,  then  the  Mullerian  ducts 
vestigiate,  and  vice  versa.  The  program  of  dif- 
ferentiation does  not  ordinarily  allow  both  pairs 
of  ducts  to  differentiate,  but  only  one  pair,  Wolf- 
fian for  the  male,  and  Mullerian  for  the  female. 
Differentiation  is  controlled  not  by  the  chromo- 
somes directly,  but  by  sex  hormones.  Chromo- 
somes finish  their  sex-differentiating  work  once 
the  gonads  have  formed.  Thenceforth,  they  hand 
over  their  differentiating  task  to  the  hormones 
secreted  bv  the  gonads. 

The  hormone  story  unfolds  according  to  what 
may  be  called  the  Adam  principle.2  The  con- 
verse of  the  Adam  principle  is,  logically  enough, 
the  Eve  principle  that  nature’s  first  preference 
in  human  beings  in  the  birth-defect  condition 
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always  is  to  differentiate  a female.  After  the 
phase  of  gonadal  differentiation  something  must 
be  added  to  differentiate  a male  instead  of  a 
female,  and,  if  that  something  fails,  then  nature 
falls  back  on  the  Eve  principle  and  continues 
her  task  as  for  a female. 

The  something  that  is  added  to  differentiate  a 
male  is  a combination  of  two  hormones  secreted 
by  the  embryonal  testis:  testosterone,  the  male 
sex  hormone,  which  programs  the  Wolffian  ducts 
to  grow  and  differentiate  into  the  male  internal 
organs;  and  a short-lived  testicular  secretion 


known  only  as  the  Mullerian-inhibiting  sub- 
stance, which  programs  the  Mullerian  duct  not  to 
grow,  but  to  vestigiate  instead.  Very  rarely,  a 
boy  baby  is  born  with  a hernia  in  the  groin  which 
proves  to  contain  a uterus  and  Fallopian  tubes, 
proof  that  the  embryonal  Mullerian-inhibiting 
substance  failed  to  appear  on  time. 

The  Eve  principle  has  been  conclusively 
demonstrated  in  animals  by  depriving  the  em- 
bryo of  its  gonads  very  early  in  development 
before  the  sexual  organs,  internal  and  external, 
have  begun  to  appear.  Parallel  evidence  is  found 


FIGURE  1* 

SEXUAL  DIFFERENTIATION  IN  THE  HUMAN  FETUS 


Wolffian  (male)  sfrucfure  ■ 
Mullerian  (female)  structure  - 
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Sexual  organs 
of  baby  at  3rd 
to  4th  month 
of  pregnancy 
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known  as  Turner’s  syndrome  which  has  its  origin 
in  a missing  sex  chromosome  (45,X  instead  of 
either  46, XX  or  46,XY).  Without  the  second  sex 
chromosome,  the  cluster  of  embryonal  cells  which 
should  form  the  gonad,  one  on  each  side,  is  un- 
able to  become  either  an  ovary  or  a testis.  There- 
after, in  accordance  with  the  Eve  principle,  the 
embryo  differentiates  as  a female  and  is  born  as 
a girl  without  ovaries. 

In  human  beings  the  Eve  principle  is  exempli- 
fied also  in  the  androgen  insensitivity  syndrome. 
This  syndrome  takes  its  origin  in  a defect  in  that 
part  of  the  genetic  code  responsible  for  program- 
ming within  each  cell  of  the  body  the  intracellular 
chemistry  responsible  for  the  uptake  of  molecules 
of  testosterone,  the  male  sex  hormone.  Deprived 
of  this  hormone,  the  cells  are  unable  to  carry  out 
their  male  program.  In  accordance  with  the  Eve 
principle,  they  fall  back  on  the  female  program 
instead.  In  consequence,  the  baby  is  born  as  a 
girl,  despite  a 46, XY  chromosome  status,  and  the 
presence  of  gonads  which  are  imperfect,  sterile 
testes.  The  uterus  is  not  differentiated  (because 
the  Mullerian-inhibiting  substance  did  get  se- 
creted in  early  embryonal  life ) . Therefore  there 
is  no  menstruation  at  puberty,  which  otherwise 
is  entirely  feminine  having  been  programmed  by 
estrogen,  which  is  secreted  by  the  testes.  Nor- 
mally testicular  estrogen  is  overpowered  by  an- 
drogen, but  not  so  in  the  androgen  insensitivity 
syndrome. 

External  Genital  Differentiation 

In  human  embryonic  sexual  development,  dif- 
ferentiation of  the  gonads  precedes  differentiation 
of  the  internal  accessory  organs,  which  in  turn  pre- 
cedes differentiation  of  the  external  organs.  When 
they  first  begin  to  form,  the  external  organs  are 
neither  male  nor  female,  but  the  same  for  both 
sexes.  (Figure  4)  Nature’s  scheme  is  to  use 
the  same  beginning  tissues  and  to  mold  them 
into  either  male  or  female  structures  that  are 
homologues  of  one  another. 

During  the  phase  of  external  genital  differen- 
tiation, the  Adam  principle  again  applies:  nature 
must  add  something,  again  male  sex  hormone,  in 
order  to  differentiate  a male.  Otherwise  the  Eve 
principle  takes  precedence,  and  the  baby  is  born 
with  a female  configuration  as  in  the  above-men- 
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tioned  two  syndromes.  Turner’s  and  the  andro- 
gen insensitivity  syndrome. 

In  human  embryonic  development,  it  is  pos- 
sible for  a 46, XX  embryo  that  differentiates  as  a 
female  up  until  the  time  arrives  for  the  external 
organs  to  differentiate,  then,  if  the  Adam  prin- 
ciple should  take  over,  to  be  completed  with 
the  external  genitalia  of  a male.  This  paradox 
happens  in  the  46, XX  adrenogenital  svndrome,  in 
which  it  is  actually  possible  for  a baby  to  be 
born  with  two  ovaries,  a uterus  and  Fallopian 
tubes,  and  a normal-looking  penis  with  an  empty 
scrotum.  More  typically,  the  penis  does  not 
form  completely,  but  has  the  appearance  of  a 
very  large  clitoris  with  an  open  groove  or  gutter 
underneath,  so  that  the  urinary  opening  is  more 
or  less  in  the  female  position,  with  the  vaginal 
opening  hidden  inside. 

Nature,  the  architect  that  presides  over  the 
perpetuation  of  sexual  dimorphism  in  our  species, 
preordains  as  a phyletic,  nativistic  imperative, 
that  chromosomal  dimorphism  will  program  pre- 
natal hormonal  dimorphism;  and  that  prenatal 
hormonal  dimorphism  will  program  the  dimorph- 
ism of  the  reproductive  anatomy. 

In  embryonic  differentiation,  nature  lays  down 
the  anatomic  and  physiologic  prerequisites  for 
the  irreducible  phyletic,  nativistic  imperative  of 
sexual  dimorphism  in  our  species,  namely,  that 
males  impregnate,  and  females  become  pregnant. 
The  prerequisites  do  not,  however,  automatically 
preordain  the  completeness  or  fulfillment  of  the 
final  product.  Everyone  knows  that  there  are 
some  people,  men  and  women,  who  are  fertile 
but  who  do  not  reproduce  because  they  are  im- 
paired in  their  ability  to  establish  an  effective 
reproductive  pair  bond  or  partnership.  In  some 
instances,  they  are  able  to  establish  a pair  bond, 
including  falling  in  love,  with  a partner  of  the 
opposite  sex,  but  unable  to  complete  the  act  of 
copulation.  In  other  instances  they  are  unable 
to  fall  in  love  or  to  establish  even  a transitory 
coital  pair  bond  with  a member  of  the  opposite 
sex.  The  question,  of  course,  is:  why?  The 
attempt  to  find  an  answer,  especially  with  respect 
to  homosexuality  and  related  transpositions  of 
gender  identity  and  associated  role  behavior  has 
revolved  traditionally  around  the  nature-nurture 
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issue,  which  ought  to  be  outmoded,  but,  alas,  is 
not.  Naturists  have  wanted  to  lay  the  respon- 
sibility on  the  doorstep  of  heredity  or,  more 
recently,  of  hormones — most  recently  of  prenatal 
hormones.  Nurturists,  known  today  as  sex-role 
learning  theorists,  have  always  wanted  to  lay  the 
responsibility  on  the  doorstep  of  postnatal  socio- 
environmental  determinants,  especially  within 
the  family. 

The  nurturist  argument  is  tacitly  based  on  the 
self-evident  fact  that,  except  for  birth  defects  of 


the  sex  organs,  all  babies  are  born  with  the 
badge  of  either  male  or  female  between  their 
legs,  and  are  accordingly  sex-assigned.  The  sex 
of  rearing,  in  subtle  as  well  as  obvious  ways, 
thenceforth  is  gender  dimorphic.  That  is  to  say, 
we  all  carry  within  us  a sexually  dimorphic 
mental  program  of  how  to  respond  to  males  and 
females.  From  the  day  of  birth  onward,  parents 
and  all  other  people  associated  with  a new  baby 
treat  that  baby  differently,  according  to  its  an- 
nounced sex.  Customarily,  the  color  of  the 


FIGURE  2* 

EXTERNAL  GENITAL  DIFFERENTIATION  IN  THE  HUMAN  FETUS 
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clothing,  blue  or  pink,  tells  them  in  advance 
how  to  behave. 

The  configuration  of  the  genital  anatomy 
eventually  becomes  a personal  signal  to  the 
child  regarding  what  to  manifest  regarding  sexual 
dimorphism  of  behavior,  and  a confirmation  of 
the  correctness  of  the  behavior  of  others  toward 
the  self.  The  confirmation  is  both  visual  and 
tactual. 

Naturists,  as  opposed  to  nurturists,  have  al- 
ways been  prone  to  attribute  gender  dimorphism 
of  behavior  to  heredity.  They  have  gone  to 
great  pains  to  adduce  substantiating  evidence, 
for  example,  on  the  concordance  rate  for  homo- 
sexuality in  identical  versus  nonidentical  twins. 
None  of  this  evidence  has  been  convincing,  be- 
cause of  insurmountable  problems  of  research 
part  or  all  of  any  feature  or  characteristic  of 
design.  It  is  extraordinarily  difficult  to  attribute 
human  behavior  to  heredity,  because  in  human 
beings  it  is  for  ethical  reasons  impossible  to 
manipulate  human  breeding  and  development  in 
such  a way  as  to  prove  one’s  point.  It  is  even 
more  difficult  to  prove  the  heritability  of  behavior 
by  establishing  an  investigative  design  in  which 
human  beings  are  studied  in  their  natural  en- 
vironments, without  experimental  manipulation. 

In  1959,  it  first  became  possible  to  visualize 
human  chromosomes,  and  to  count  and  photo- 
graph them.  This  new  technique  has  shown 
that  a chromosomal  error  may  be  directly  corre- 
lated with  an  error  of  dimorphic  anatomical 
differentiation  of  the  sexual  organs  in  embryonal 
life,  as  in  Turner’s  syndrome,  with  a missing  sex 
chromosome.  Typically,  however,  anatomical 
sexual  anomalies  are  secondary  not  to  a missing 
or  supernumerary  chromosome,  but  to  miniscule 
anomalies  of  a few  genes  on  a single  chromo- 
some, as  in  the  androgen  insensitivity  syndrome 
of  hermaphroditism;  and,  so  far  as  is  known,  in 
the  majority  of  other  syndromes  of  hermaphro- 
ditism as  well. 

The  nearest  approach  to  a correlation  between 
chromosomal  anomaly  and  sexually  dimorphic 
behavior,  according  to  the  present  state  of 
knowledge,  lies  in  Klinefelter’s  (47,XXY)  syn- 
drome, and  the  47,XYY  syndrome.  In  Klinefelter 
patients,  there  is  an  increased  risk  of  psycho- 
pathology, especially  in  the  mental  deficiency 

166 


and  neurotic  wavebands.  In  a few  cases,  the 
psychopathological  syndrome  will  include  an 
anomaly  of  gender  identity,  including  transsex- 
ualism. The  most  likely  role  of  heredity,  as 
mediated  by  the  supernumerary  X chromosome, 
is  that  it  impairs  the  central  nervous  system — 
perhaps  because  every  brain  cell  has  an  extra  X- 
chromosome  in  it — and  so  makes  the  individual 
especially  vulnerable  to  developmental  (includ- 
ing social)  trauma  or  insult,  during  the  course 
of  postnatal  development.  The  outcome  is,  how- 
ever, extremely  variable.  Only  a few  men  with 
47,XXY  manifest  anomalies  of  gender  I/R. 

A similar  circuitous  effect  may  apply  also  to 
the  47,XYY  syndrome,  except  that  the  outcome 
is  different.  Whereas  XXY  men  are  prone  to 
behavioral  anomalies  conventionally  classified 
as  neurotic,  XYY  men  are  prone  to  behavioral 
anomalies  that  are  conventionally  classified  as 
character  or  acting-out  disorders,  with  impaired 
impulse  control.  The  proportion  of  XYY  men 
with  any  type  of  behavioral  anomaly  is  not 
known,  nor  is  the  proportion  in  whom  the  be- 
havioral anomaly  pertains  to  eroticism.  When 
there  is  a sexual  component,  if  the  masculine- 
feminine  dimension  of  gender  I/R  is  involved, 
then  episodic  and  situational  bisexualism  is  more 
likely  than  any  other  manifestation  of  gender 
transposition,  and  that  man  is  not  likely  to  be 
effeminate  in  nonerotic  aspects  of  gender  I/R. 
Apart  from  bisexuality,  gender  I/R  in  XYY  men 
may  also  be  anomalous  in  a paraphiliac  way, 
as  for  example  in  exhibitionism. 

Apart  from  invoking  heredity  as  an  explan- 
atory principle,  nativists  for  the  most  part  have 
been  content  to  attribute  causality  vaguely  and 
diffusely  to  constitutional  or  innate  determinants. 
An  innate  determinant  is  literally  one  that  is  set 
before  birth.  Paradoxically,  instead  of  having 
had  its  origin  in  the  fetus  itself,  it  may,  indeed, 
be  acquired — acquired  in  uterine  environment 
provided  by  the  mother.  Thus  an  innate  char- 
acteristic may  be  acquired  from,  for  example, 
exogenous  toxic  substances  absorbed  into  the 
mother’s  bloodstream;  from  infections  contracted 
by  the  mother  and  transmitted  to  the  fetus;  or 
from  the  metabolic  by-products  of  stress,  mal- 
nutrition, or  disease  in  the  mother. 

So  far  as  is  currently  known,  hormones  are 
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the  only  features  of  the  intrauterine  environment 
that  influence  the  fetus  in  such  a way  as  to  sub- 
sequently influence  gender-dimorphic  behavior. 
The  effect  of  hormones  that  reach  the  fetus  from 
the  mother  via  the  placenta  is  the  stame  as 
those  that  are  secreted  by  the  endocrine  system 
of  the  fetus  itself.  The  principles  involved  are 
those  already  enunciated  as  the  Adam  principle 
and  the  Eve  principle. 

It  goes  without  saying  that  the  ethics  of 
human  rights  necessitate  that  one  must  rely  on 
a so-called  experiment  of  nature,  a human  clinical 
syndrome,  that  matches  a contrived  animal  ex- 
periment. Then  the  findings  of  each  type  of 
investigation  can  be  compared,  to  see  if  any 
shared  conclusion  emerges. 

Hormonal  experiments  on  animals  during  the 
past  quarter  century  have  opened  up  a hitherto 
unsuspected  science  of  hormones  and  the  brain. 
It  is  now  known  that  brain  cells  themselves, 
notably  in  the  hypothalamus,  secrete  hormones — 
the  so-called  releasing  factors  (RF)  or  releasing 
hormones  (RH).  The  chain  of  command  with 
respect  to  sexual  endocrinology  goes  from  RH 
to  the  nearby  pituitary  gland  which  secretes 
gonadotropins,  that  is,  gonad-stimulating  hor- 
mones. Gonadotropins  are  carried  in  the  blood- 
stream to  activate  the  testes  and  the  ovaries  to 
secrete  their  own  sex  hormones,  the  sex  steroids. 
The  sex  steroids  are  synthesized  in  the  body 
from  cholesterol.  The  progression  is  from  cho- 
lesterol to  progesterone,  to  androgen,  to  estrogen. 
All  three  sex  hormones  are  found  in  the  blood- 
stream of  men  and  women,  so  that  their  names, 
androgen,  the  male  sex  hormone,  estrogen,  the 
female  sex  hormone,  and  progesterone,  the  preg- 
nancy hormone,  are  actually  misnomers.  Men 
and  women  differ  in  the  relative  proportion  of 
each  hormonal  sex  steroid,  not  in  their  absolute 
presence  or  absence. 

Sex-shared,  Threshold-dimorphic  Behavior 

In  attempting  to  find  words  to  describe  the 
prenatal  programming  of  sexually  dimorphic 
behavior  it  is  easy  to  fall  into  the  trap  of  termin- 
ological sexism  and  to  label  behavior  as  mas- 
culine or  feminine  when  in  fact  it  belongs  to  both 
sexes,  but  in  different  degrees.  For  example, 
the  brain  pathways  for  lordosis  are  present  in 


both  sexes,  as  are  the  pathways  for  mounting 
and  thrusting;  but  the  strength  or  maybe  the 
type  of  exteroceptive  stimulus  necessary  to  evoke 
the  response  is  different  in  degree  for  each  sex, 
as  is  also  the  interoceptive  readiness  of  the  male 
or  female  to  respond.  Prenatal  hormonal  pro- 
gramming does  not  facilitate  one  type  of  response 
at  the  expense  of  totally  suppressing  the  other. 
What  it  does  do  is  to  regulate  the  threshold  for 
the  appearance  of  the  behavior,  making  it  more 
easilv  expressed  by  one  of  the  sexes  rather  than 
the  other.  Thus,  the  behavior  itself  is  sex-shared, 
but  threshold-dimorphic.  For  example,  a cow 
can  mount  another  cow  in  heat,  whereas  she 
also  can  be  mounted  by  a bull  when  she  herself 
is  in  heat. 

In  primates,  including  human  beings,  the  list 
of  sex-shared  behavior  that  is  rendered  threshold- 
dimorphic  as  a sequel  to  prenatal  hormonal  pro- 
gramming is  given  in  Table  2.  This  list  could 
not  have  come  into  existence  if  the  only  behavior 
available  for  study  were  that  of  ordinary  boys 
and  girls,  men  and  women.  The  reason  is  that 
people  do  not  grow  and  develop  in  an  environ- 
mental and  cultural  vacuum,  unfolding  their 
nativistic  propensities,  so  to  speak,  like  a crocus 
opening  its  petals.  Consider  again  the  8-cell 
template  of  Table  1,  with  attention  to  cells  3 and 
4.  Cell  3 is  a reminder  that  it  is  not  phyletically 
arbitrary  but  imperative  that  there  be  some  form 
of  cultural  heritage  if  human  beings  are  to  be 
able  to  develop  at  all.  Cell  4 is  a reminder  that 

TABLE  2* 

Sex-Shared,  Threshold-Dimorphic  Behavior 
Kinetic  energy  expenditure 
Dominance  assertion 
Roaming  and  territory  mapping 
Defense  of  the  troop  and  the  young  against 
predators 

Mounting  and  presenting  sexual  rehearsal 
play 

Visual  and  tactual  erotic  arousal 
Bisexualism 

Parental  caretaking  and  nondomestic  career 
Language  and  nonlanguage  reasoning 

*Data  from  Money.2 
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nature,  having  exercised  her  option  to  make  us 
a sexually  dimorphic  species,  has  also  allowed 
the  possibility  of  an  option  as  to  what  constitutes 
the  cultural  aspects  of  sexual  dimorphism.  Every 
known  culture  has  its  own  version  or  stereo- 
types of  sexually  dimorphic  behavior,  regardless 
of  great  divergency  between  some  cultures  and 
others.  Thus,  it  is  impossible  for  anyone  to 
conjecture  what  a baby  would  grow  up  to  mani- 
fest in  gender  identity/role  without  the  overlay 
of  cultural  gender  stereotypes,  for  it  is  impos- 
sible to  grow  up  and  be  human  without  them. 

Syndrome  Methodology 

Methodologically,  the  way  out  of  this  quan- 
dary is  to  move  away  from  polling  and  observing 
random  samples  of  the  population  at  large,  since 
they  cannot  yield  information  about  the  origins 
of  sexually  dimorphic  behavior.  Turn  instead  to 
the  lower  half  of  the  8-cell  template  and  as- 
semble a collection  of  special  subjects  each  of 
whom  has  a special,  known  prenatal  biography 
that  qualifies  that  subject  as  atypical  by  reason 
of  an  idiographic,  nativistic  imperative  that  will 
affect  subsequent  sexually  dimorphic  behavior 
(cell  5). 

In  human  beings,  this  methodology  means, 
since  one  cannot  contrive  special  experiments 
of  intervention  to  manipulate  a subject’s  idio- 
graphic nativistic  imperatives,  that  one  chooses 
clinical  syndromes  in  which  nature  herself  is 
architect  of  the  manipulation  (cell  5).  In  animals, 
the  manipulation  is  a man-made  experimental 
option,  idiographic  and  nativistic,  (cell  6)  im- 
posed on  the  subject  in  fetal  life. 

In  the  present  instance,  the  human  clinical 
population  of  special  pertinence  is  comprised  of 
chromosomal  (46, XX)  and  gonadal  females  mas- 
culinized in  utero  by  reason  of  having  the  adreno- 
genital syndrome  of  hermaphroditism,  also  known 
as  congenital  virilizing  adrenal  hyperplasia 
(CVAH).  In  CVAH,  a daughter  fetus  is  mas- 
culinized by  an  anomalous  excess  of  androgen 
secreted  by  her  own  adrenocortical  glands.  The 
anomaly  is  genetically  recessive  in  origin.  Be- 
cause of  the  genetic  defect,  the  adrenal  cortices 
are  unable  to  complete  the  biosynthesis  of  their 
proper  hormone,  cortisol,  and  release  instead  a 
precursor  product  with  strong  masculinizing 
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properties.  In  an  earlier  era,  a parallel,  much 
smaller  group  of  girls  was  inadvertently  mas- 
culinized in  utero  as  a sequel  to  a new  synthetic 
pregnancy  saving  hormone  (progestin)  formerly 
given  to  pregnant  mothers  threatened  with  mis- 
carriage. These  girls  ceased  coming  under  the 
abnormal  hormonal  masculinization  after  they 
were  born.  The  girls  with  the  adrenogenital 
syndrome  need  medication,  cortisone  or  its 
equivalent,  after  they  are  born,  in  order  to  cor- 
rect the  adrenocortical  imbalance  and  prevent 
additional  masculinized  development. 

The  experimental  rhesus  monkeys  of  present 
concern  are  those  chromosomal  (46, XX)  and 
gonadal  females  that  were  rendered  masculin- 
ized and,  therefore  hermaphroditic,  because  the 
pregnant  mother  was  injected  with  large  doses 
of  male  hormone,  testosterone — enough  to  mas- 
culinize the  external  genitals  of  the  daughter. 

Prenatal  and  Postnatal  Components 

A list  of  eight  categories  of  sex-shared,  thresh- 
old dimorphic  behavior  is  given  in  Table  2.  This 
list  is  derived  from  the  combined  monkey  and 
human  prenatal  androgenization  data.  The  cor- 
respondence of  findings  from  two  primate  species 
lends  credence  to  the  hypothesis  that  prenatal 
androgen  (or  its  absence)  is  the  responsible 
agent  in  setting  the  threshold  level.  The  repli- 
cation of  findings,  as  samples  of  increasingly 
larger  sizes  are  assembled  at  different  clinics, 
further  supports  the  hypothesis,  though  not  to 
the  exclusion  of  all  controversy.  There  are  those 
controversialists  who  would  prefer,  in  the  case 
of  human  beings,  to  attribute  all  sexually  dimor- 
phic behavior  in  adrenogenital  girls  to  cultural 
environmental  determinants  ( cells  7 and  8,  of  the 
8-cell  template).  Their  argument  runs  thus:  the 
parents  of  a daughter  born  with  a penis-sized 
clitoris  will  expect  her  to  be  boyish,  regardless 
of  surgical  and  pharmacologic  treatment,  and  so 
will  not  try  to  get  rid  of  tomboyism.  Of  course, 
the  argument  could  be  reversed,  namely,  that 
the  parents  would  panic  at  the  possibility  of 
tomboyism,  and  so  discourage  and  punish  all  its 
manifestations.  The  issue  will  be  definitely  set- 
tled on  the  basis  of  more  empirical  facts  from 
additional  primate  species,  and  from  more  human 
clinical  studies.  Meantime,  the  evidence  clearly 
favors  the  hypothesis  that  the  presence  or  absence 
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of  prenatal  androgenization  is  responsible  for 
setting  the  threshold  for  the  emergence  of  cer- 
tain types  of  sex-shared,  but  threshold-dimorphic 
behavior.  This  prenatal  developmental  occurrence 
does  not,  however,  preordain  everything  that 
will  happen  postnatally  in  the  gender-dimorphic 
differentiation  of  behavior — or,  to  say  it  more 
generally,  the  gender-dimorphic  differentiation  of 
gender  I/R.  The  postnatal  phase  has  its  own 
principles  of  differentiation  which  are  superim- 
posed on  those  of  the  prenatal  phase.  What 
happens  prenatally  is  the  establishment  of  trends 
or  predispositions  which  will  not  rigidly  dictate 
what  happens  postnatally,  but  will  become  in- 
corporated into  subsequent  development  strongly 
influenced  by  postnatal  social  determinants. 

Identification  and  Complementation 

The  principles  of  the  postnatal  differentia- 
tion of  gender  I/R  (cells  7 and  8 of  the  8-cell 
template)  of  any  given  individual  are  those  of 
identification  and  complementation.5  Identifi- 
cation means  copying  or  modeling  oneself  after 
people  — primarily  the  parent,  usually  of  the 
same  sex.  Complementation  means  matching 
one’s  responses  reciprocally  to  those  of  people — 
primarily  the  parent,  usually,  of  the  other  sex. 

Except  for  erotic  threshold  changes  that  ac- 
company the  hormonal  changes  of  puberty,  the 
differentiation  of  gender  I/R  takes  place  and 
is  completed  in  childhood.  The  critical  forma- 
tive years  are  approximately  between  age  eighteen 
months,  when  native  language  begins  to  be  used 
in  dialogue,  and  4/2  years.  As  in  the  case  of 
native  language,  growth  of  gender  I/R  or  its  re- 
tardation and  distortion  may  ensue,  dependent 
on  various  biographical  circumstances. 

Pubertal  Hormones 

According  to  present  knowledge,  the  funda- 
mentals of  a person’s  gender  I/R,  errors  included, 
are  in  place  before  puberty.  The  hormones  of 
puberty  lower  the  threshold  for  and  increase 
the  ease  with  which  erotic  imagery  and  behavior 
express  themselves.  Pubertal  hormones  per  se 
do  not  determine  the  dimension  of  sexuality  as 
homo-,  hetero-,  or  bisexual,  nor  do  hormones 
determine  paraphiliac  sexual  behavior.  Changes 
in,  or  errors  of  gender  I/R  of  ostensible  post- 
pubertal  onset  represent  either  delayed-action 
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effects  of  long-standing  etiology  or,  more  rarely, 
the  effects  of  CNS  (or  possibly  vascular)  path- 
ology of  more  recent  origin.  Erotic  failure  (hy- 
pophilia)  or  increase  (hyperphilia),  without 
actual  change  in  erotic  gender  I/R,  may  be  re- 
lated to  change  in  sex  hormone  levels,  rather 
than  to  neural  or  vascular  changes.  More  likely 
however,  the  hypophiliac  and  hyperphiliac  phe- 
nomena are  without  diagnosable  etiologic  re- 
lationship to  either  the  neurological,  the  vascular 
or  the  endocrine  systems. 

Kinetic  Energy  Expenditure 

Androgenized,  hermaphroditic  46, XX  monkeys 
gained  high  scores  on  rough-and-tumble  play, 
chasing  play,  threat  play,  and  on  initiation  of 
play,  as  compared  with  control  females,  though 
not  as  high  as  the  scores  of  control  males.  In 
human  hermaphrodites,  it  was  not  a feasible 
aspect  of  the  investigative  design  to  get  actual 
scores  for  different  types  of  play  as  observed. 
Rather  it  was  necessary  to  get  self-reports,  and 
parental  and  school  reports.  Then  it  emerged 
that  prenatally  androgenized  girls  were  outstand- 
ing as  tomboys.  They  were  proud  of  their  tom- 
boyishness,  and  did  not  consider  the  term  pejora- 
tive. They  were  known  as  tomboys  because  of 
their  interest  and  prowess  in  vigorous  athletic 
energy  expenditure  and  in  competitive  games 
and  team  sports,  especially  when  they  joined 
boys’  teams.  Congruent  with  their  status  as 
tomboys,  these  girls  did  not  like  fussy  and  frilly 
clothes.  They  preferred  utility  clothes,  usually 
pants  or  shorts,  that  are  easy  to  play  in.  Dressy 
girls’  fashions  and  accessories  were  for  special 
occasions,  and  usually  at  the  mother’s  insistence. 

Dominance  Assertion 

Rough-and-tumble  play,  chasing  play,  and 
threatening  play  obviously  bear  some  relation- 
ship to  aggression,  yet  they  are  not  synonymous 
with  fighting  and  attack.  Likewise,  the  rivalries 
of  competitive  team  sports  are  related  to,  but 
not  svnonvmous  with  aggression.  The  term,  ag- 
gressive,  is  used  amorphously:  a business  man 
is  aggressive  if  he  has  a high  sales  record;  a lover 
is  aggressive  if  he  takes  the  initiative;  a bully 
is  aggressive  if  he  picks  a fight;  and  a male  is, 
according  to  popular  stereotype,  aggressive 
whereas  a female  is  passive.  For  present  scien- 
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tific  purposes,  it  is  desirable  to  subdivide  aggres- 
sion, for  example  into  fighting,  assertion,  and 
dominance. 

Whereas  neither  monkey  nor  the  human  sub- 
jects were  prone  to  assault  others  or  engage  in 
fights,  they  were  not  victimized  by  others  who 
did.  Adrenogenital  girls  found  a niche  for  them- 
selves in  the  dominance  hierarchy  of  childhood. 
Other  children  respected  their  position,  without 
challenge,  so  that  fighting  was  seldom  necessary. 
In  fact,  they  were  a gentle  and  peaceful  group 
as  were  their  brothers  (46,XY)  with  the  same 
syndrome.  They  were  not  ambitious  strivers 
jockeying  always  for  a position  of  leadership  at 
the  top — and  this  applied  to  boys  as  well  as  girls. 

Human  females  with  the  adrenogenital  syn- 
drome are  typically  visually  attractive  to  males. 
They  are  slow  to  reach  the  romantic  and  dating 
age  of  interest  in  males.  They  have  proved  reti- 
cent to  erotic  self-disclosure  as  teenagers.  There 
is  strong  evidence  among  the  older  group  that 
the  prevalence  of  bisexual  erotic  imagery  is  higher 
than  expected,  though  bisexual  practice  has  not 
proved  to  be  equally  prevalent.6 

Parental  Caretaking  and  Nondomestic  Career 

As  compared  with  some  other  mammals,  non- 
human  primates  as  a subgroup  are  less  note- 
worthy for  preparing  a nest  or  den  for  their 
young  than  they  are  for  protective  cuddling  and 
carrying  them.  The  young  cling.  Except  that 
they  cannot  breast  feed  the  newborn,  when  adult 
male  primates  take  care  of  the  young,  their 
behavior  almost  completely  replicates  that  of 
females  with  young.  The  behavior  is  not  sexually 
dimorphic,  but  the  threshold  for  displaying  it 
is:  a male  ignores  an  importuning  infant  before 
finally  responding  to  it,  whereas  a female  does 
not.  This  threshold  dimorphism  is  evident  even 
in  the  juvenile  years:  young  female  monkeys 
play  with  babies  and  care  for  them  in  a manner 
reminiscent  of  girls  playing  with  dolls. 

The  evidence  suggesting  that  prenatal  andro- 
genization  may  set  the  threshold  for  parental 
caretaking  comes  from  human  studies.  The  mon- 
key studies  did  not  include  this  variable.  Girls 
with  a history  of  prenatal  androgenization  have 
manifested  not  only  a lack  of  parentalizing  doll 
play,  but  an  aversion  to  maternal  rehearsal  play 
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with  dolls.  Their  preference  was  for  toys  suitable 
for  more  energetic  play — toys  that  are  conven- 
tionally assigned  to  boys. 

Lack  of  interest  in  parentalism  persisted  into 
the  adolescent  and  young  adult  years,  in  these 
prenatally  androgenized  girls.  From  an  early 
age,  their  career  preference  was  for  a nondomes- 
tic career  as  primary,  with  romance,  marriage 
and  family  life  not  excluded,  but  secondary. 

Summary 

To  avoid  the  pitfalls  of  simplistically  arguing 
nature  versus  nurture  in  the  differentiation  of 
gender  identity-role  (gender  I/R),  one  may  use 
a 2x2x2  classification  of  determinants  in  which 
phylographic  (species  shared)  and  idiographic 
(individually  unique)  determinants  are  subdi- 
vided into  imperative  and  optional,  and  are 
juxtaposed  with  nativistic  and  culturistic  determi- 
nants. 

Phylographic  imperatives  in  the  differentiation 
of  gender  I/R  are  not  programmed  directly  by 
the  genetic  code,  but  are  mediated  predomi- 
nantly by  the  prenatal  sex  hormonal  history. 
Prenatal  hormones  program  only  dispositions. 
They  do  not  inexorably  preordain  the  postnatal 
differentiation  of  gender  I/R  which  is,  like  native 
language,  dependent  on  social  stimuli  and  social 
interaction.  Postnatal  differentiation  may  or  may 
not  be  culturally  sex-coded  and  stereotyped. 
Idiographic  factors  that  make  for  individual  dif- 
ference may  be  either  nativistically  or  culturally 
programmed.  Postnatal  differentiation  is  not  pre- 
ordained to  be  automatically  congruent  with  its 
prenatal  antecedents.  Thus  in  the  place  of  uni- 
versal conformity  to  an  idealized  norm,  there 
are  many  personalized  variants  of  gender  I/R, 
some  socially  and  legally  accepted,  and  some 
stigmatized. 

Sexually  dimorphic  behavior  is  classified  as 
imperative  or  optional.  Imperative  sex  roles 
can  be  performed  only  by  one  sex  and  not  the 
other  while  optional  (sex-coded)  roles  can  be 
performed  by  both  sexes.  Optional  sex-role  be- 
havior i>  further  subdivided  into  sexist  and  non- 
sexist roles  dependent  upon  the  degree  to  which 
the  culturally  traditional  coding  of  a sex  role, 
as  male  or  female,  is  based  upon  an  authentic 
sexual  dimorphism. 

In  the  present  age  of  overpopulation,  the 
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availability  of  highly  effective  contraceptive 
technologies,  together  with  an  increasing  repro- 
ductive life  span  and  the  availability  of  labor 
saving  devices,  have  eroded  the  traditional  bases 
for  coding  optional  behavior  in  a sexually  dimor- 
phic way.  As  a result,  there  is  growing  pressure 
within  our  society  to  destereotype  optional  sex 
role  behavior  by  redefining  sex-coded  roles  as  hu- 
man roles  that  are  open  to  either  sex.  The  destereo- 
typing of  sex-coded  roles  provides  a basis  for 
improving  child  rearing  practices  so  as  to  maxi- 
mize the  behavioral  development  of  each  in- 
dividual, regardless  of  sex. 
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E.  Wayne  Martz,  M.D.,  Book  Review  Editor 

The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 

Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


PSYCHOPHARMACOLOGY  UPDATE,  edited  by 
Jonathan  O.  Cole,  M.D.,  The  Collamore  Press, 
Lexington,  Massachusetts,  1980.  195  pp.  Price 
$16.95. 

There  is  a wide  interest  in  and  use  of  psycho- 
tropic drugs  by  almost  all  physicians,  not  only 
psychiatrists.  A rapid  proliferation  of  new  drugs 
with  new  applications  of  older  pharmaceuticals 
accompanies  this  trend.  A reliable  reference 
guide  to  the  latest  data  is,  therefore,  quite  wel- 
come. Thus,  this  small  book  has  an  appealing 
title  with  a prestigious  editor.  Dr.  Cole,  a well- 
known  advocate  and  authority  on  psychiatric 
drugs,  edited  and  wrote  or  co-authored  each  of 
the  13  chapters. 

Unfortunately,  the  book  is  disappointing.  It 
is  neither  current  (1980  copyright)  nor  does  it 
present  the  field  systematically.  The  references 
are  mostly  in  the  1970s.  The  book  is  actually  a 
collection  of  papers  written  between  1976  and 
1980  for  the  McLean  Hospital  Journal  having  no 
thread  of  continuity  or  focus. 

The  introduction  of  so  many  antipsychotic, 
anti-depressant,  and  anxiolytic  drugs  created  an 
illusion  that  we  were  on  the  threshold  of  great 
discoveries  about  disorders  of  thinking,  feeling 
and  behaving.  We  now  realize  that  despite  the 
laboratory  work  on  neurotransmitters,  receptors, 
inhibitors,  and  chemical  enhancers  in  the  brain, 
there  have  been  few,  if  any,  applicable  break- 
throughs in  the  rational  use  of  these  drugs.  While 
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we  hunger  for  data  on  how  and  why  these  chemi- 
cals work,  we  settle  for  empirical  practice — ie, 
use  of  cookbook  recipes.  But  this  book  provides 
us  with  neither  sound  rationale  nor  the  best  cur- 
rent recipes  for  prescribing  these  pharmacologic 
agents,  which  are  very  useful. 

Norman  Taub,  M.D. 


% % 


DISEASE  AND  ITS  CONTROL:  THE  SHAPING  OF 
MODERN  THOUGHT,  by  Robert  P.  Hudson,  Green- 
wood Press,  Westport,  Connecticut,  1983.  259 
pp.  Price  $29.95. 

The  author  is  chairman  of  the  Department  of 
History  and  Philosophy  of  Medicine  at  the  Uni- 
versity of  Kansas.  He  outlines  the  development 
of  medical  thinking  about  the  nature  of  disease 
and  its  control  and  considers  diseases  as  dynamic 
social  constructions  that  have  biographies  of 
their  own. 

Dr.  Hudson  starts  with  the  concept  of  disease 
as  supernatural,  with  an  in-depth  discussion  of 
faith  healing  in  antiquity  and  now,  proceeds  with 
the  acceptance  of  disease  as  natural  but  influ- 
enced by  cosmic  forces,  and  advances  to  the 
causal  localization  of  bodily  pathology,  both 
gross  and  cellular,  with  therapy  modalities  old 
and  new. 
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He  outlines  the  great  pandemics  and  how  they 
changed  the  course  of  history,  with  wars  won  or 
lost  depending  on  the  effects  of  disease.  He 
discusses  the  influence  of  disease  on  social  rela- 
tionships, economics,  literature,  art,  and  religious 
teachings. 

Can  pandemics  occur?  Because  microbial  mu- 
tations are  constantly  occurring,  says  Dr.  Hud- 
son, and  war  will  assuredly  break  down  public 
health  barriers,  devastating  world  wide  out- 
breaks are  a definite  future  possibility.  Even 
a limited  nuclear  war  is  an  invitation  to  holo- 
caust. 

David  Platt,  M.D. 
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SOMETHING  HIDDEN:  A Biography  of  Wilder 
Penfield  by  Jefferson  Lewis,  Double  Day  & Com- 
pany, Inc.,  New  York,  1981.  311  pp.  Price  $1 7.95. 

“Brain  surgery  is  a terrible  profession,”  wrote 
Wilder  Penfield  in  1921.  In  Penfield’s  biography, 
Something  Hidden,  Penfield’s  grandson,  Jefferson 
Lewis,  describes  how  one  of  neurosurgery’s  pio- 
neers transformed  the  realistic  pessimism  sur- 
rounding brain  surgery  in  the  1920s  to  the 
guarded  pessimism  of  the  1950s. 

Lewis  painstakingly  describes  Penfield’s  ori- 
gins from  frontier  life  in  Spokane,  Washington, 
through  the  urbane  environment  of  Penfield’s 
undergraduate  days  at  Princeton.  In  his  junior 
year  of  college,  Penfield  disobeys  his  mother- 
manager’s  wish  that  he  become  a minister  and 
decides  to  enter  the  scorned  profession  of  his  es- 
tranged father,  medicine.  Penfield  delays  enter- 
ing medical  school  and  leaves  Princeton  for  Ox- 
ford where  his  Rhodes  scholarship  puts  him  in 
contact  with  the  medical  giants  of  the  day.  Sir 
William  Osier  and  Sir  Charles  Sherrington.  He 
eventually  returns  to  the  States  and  completes 
his  medical  degree  at  Johns  Hopkins. 

During  his  formative  years,  Penfield  has  the 
good  fortune  to  study  physiology  under  Sher- 
rington, neurology  with  Gordon  Holmes,  and 
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histology  in  the  lab  of  Pio  del  Rio-Hortega.  De- 
spite a significant  lack  of  training  in  surgery, 
Penfield  takes  his  first  job  as  a clinical  neuro- 
surgeon at  Columbia  University’s  Presbyterian 
Hospital.  Unable  to  control  the  neurological  ser- 
vices at  Columbia  Medical  School  after  ten  years 
of  trying,  he  leaves  New  York  City  for  Montreal 
where  his  career  blossoms. 

Penfield  attracts  the  attention  of  the  Rocke- 
feller Institute  and  receives  an  enormous  grant 
to  construct  the  Montreal  Neurological  Institute, 
which  becomes  a paradigm  for  the  treatment  of 
neurological  diseases  and  for  the  organization 
of  neurological  research.  A distinguished  life 
follows,  interrupted  only  by  World  War  II  and, 
surprisingly,  later  by  Penfield’s  self-doubts  about 
his  own  abilities. 

Lewis’  simple  declaration  of  Penfield’s  story 
is  interesting,  easy  reading.  He  weaves  the 
many  facets  of  this  loving  father,  clever  fund 
raiser,  superb  hospital  administrator,  deft  sur- 
geon, and,  above  all,  talented  clinical  researcher 
into  a riveting  tale.  There  are,  however,  many 
questions  left  unanswered  by  this  biography 
that  if  answered  would  have  shed  light  on  why 
Penfield  was  able  to  accomplish  so  much  in  a 
nascent  clinical  science.  Lewis  touches  only 
briefly  on  Penfield’s  personal  relationships  with 
his  scientific  colleagues,  especially  his  closest 
ally,  William  Cohn,  who  commits  suicide  when 
Penfield  refuses  to  name  him  head  of  the  Mon- 
treal Neurological  Institute.  My  major  criticism 
is  that  this  biography  lacks  an  in-depth  analysis 
of  Penfield’s  scientific  contributions.  Despite 
these  quibbles,  Lewis’  biography  is  highly  recom- 
mended for  an  account  of  a modem  medical 
hero. 

Alan  J.  Fink,  M.D. 
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INTERNATIONAL  PERSPECTIVES  ON  NEGLECTED 
SEXUALLY  TRANSMITTED  DISEASES,  edited  by 
King  K.  Holmes,  M.D.,  Ph.D.,  and  Per-Anders 
Mardh,  M.D.,  Hemisphere  Publishing  Corpora- 
tion, New  York,  1983.  336  pp.  Price  $44.50. 

For  many  years,  sexually  transmitted  diseases 
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were  indeed  sorely  neglected.  Only  recently  has 
there  been  a resurgent  interest  in  research  involv- 
ing and  ever-expanding  list  of  pathogens  causing 
these  problems.  Most  interests  (and  public 
health  funds)  have  been  relegated  to  gonorrhea 
and  syphilis.  This  book  addresses  some  of  the 
“newer”  pathogens  and  neglected  pathogens  im- 
plicated in  sexuallv  transmitted  diseases  (STD). 

The  book  is  laid  out  in  three  parts.  The  first 
part  is  broken  down  into  individual  chapters  de- 
scribing an  etiologic  agent.  Brief  clinical  descrip- 
tions are  included  in  these  chapters  as  well  as 
detailed  microbiological  information.  The  sec- 
ond part  describes  syndromes  and  complications 
caused  by  STD.  The  third  part  of  the  book 
deals  with  laboratory  diagnosis  of  STD.  The 
problem  with  this  format  is  that  there  is  a great 
deal  of  redundancy.  The  chapter  on  Chlamydia 
infections  bv  Schachter  is  a reasonably  complete 
review  and  very  well  done  by  this  world  recog- 
nized expert  on  chlamydial  disease.  Likewise, 
the  chapter  on  Ureaplasma  and  Mycoplasma  in- 
fections well  reviews  the  controversy  concerning 
the  role  of  these  agents  in  different  STD.  Hepa- 
titis B infections  are  also,  very  appropriately,  in- 
cluded as  a separate  chapter.  Corey’s  chapter  on 
Herpes  simplex  virus  is,  unfortunately,  already 
out-of-date.  Only  one  sentence  is  devoted  to 
acyclovir  therapy.  The  recent  article  in  the 
Annals  of  Internal  Medicine  by  Corey  and 
Holmes  is  actually  a much  better  and  up-to-date 
review.  In  the  section  describing  syndromes  and 
complications  of  STD,  some  criticism  can  be 
made  of  the  fact  that  the  Scandinavian  authors 
have  a tendency  to  look  at  sexually  transmitted 
diseases  only  from  their  perspective.  Specifically, 


the  role  of  Chlamydia  appears  to  be  much  more 
important  in  salpingitis  in  Scandinavia  than  it  is 
in  the  United  States.  Another  criticism  of  the 
chapter  on  acute  salpingitis  is  that  there  are 
very  few  guidelines  given  to  help  the  clinician 
manage  a case  of  complicated  PID,  which  we 
often  see  in  this  country.  In  fact,  almost  no 
discussion  is  given  to  the  common  type  of  severe 
PID  that  we  commonly  encounter  (often  poly- 
microbic in  etiologv  and  associated  with  tubo- 
ovarian  abscesses). 

Overall,  this  book  contains  a number  of  rea- 
sonable well-done  reviews,  although  the  quality 
from  chapter  to  chapter  varies  somewhat.  This 
book  will  probably  be  a useful  reference  book  to 
the  infectious  disease  subspecialist  but  would 
probably  be  of  little  interest  to  the  general  in- 
ternist, pediatrician,  gynecologist,  or  family  prac- 
titioner. 

Dean  L.  Winslow,  M.D. 

'A-  % % 

CLINICAL  PSYCHIATRY  IN  PRIMARY  CARE,  by 
Ingram  J.  Walker,  M.D.,  Addison-Wesley  Publish- 
ing Company,  Menlo  Park,  California,  1981.  323 
pp.  Price  $29.95. 

I truly  enjoyed  this  book  as  it  was  different 
from  other  basic  psychiatry  texts  that  I have 
read.  This  book  gets  away  from  the  usual  dry 
diagnosis  and  therapy  approach.  Rather  it  tries 
to  develop  a positive  attitude  on  the  part  of  the 
primary  care  physician  toward  patients  who  have 
psychiatric  problems.  The  author  had  practiced 
general  medicine  prior  to  training  in  psychiatry. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 
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and  he  brings  his  experience  as  a general  practi- 
tioner into  play  throughout  the  book. 

The  initial  chapters  set  the  tone  for  this  book 
by  presenting  the  author’s  views  on  talking  to 
and  relating  to  patients.  Short  sample  cases  are 
used  throughout  the  book  to  illustrate  important 
points.  Sample  conversations  and  suggested  dia- 
logue help  the  reader  devise  strategies  to  put  the 
information  to  use  in  practice.  The  chapters  on 
psychiatric  diagnosis  are  clearly  written  and  con- 
sistent with  DSM  III.  At  times  the  information 
is  too  superficial  and  sketchy  to  provide  a com- 
plete understanding  of  some  of  the  disorders 
discussed. 

The  strong  aspect  of  this  book  is  its  emphasis 
on  talking  to  patients  and  verbal  psychotherapy. 
Those  without  formal  training  in  psychotherapy 
will  find  enough  information  here  to  help  them 
feel  more  comfortable  in  providing  primary  or 
adjunctive  care  to  patients  with  psychiatric  prob- 
lems. The  author  suggests  ways  to  begin  and 
Continued  on  page  187 
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AN  IPA-HMO 

To  the  Editor: 

Blue  Cross-Blue  Shield  of  Delaware  is  con- 
sidering establishment  of  an  IPA-HMO,  and  has 
distributed  a questionnaire  on  the  subject  to 
practicing  physicians. 

Since  1970,  a committee  of  the  Medical  Society 
of  Delaware  has  considered  the  feasibility  and 
looked  at  options  for  the  establishment  and  oper- 
ation of  an  IPA-HMO  open  to  all  licensed  prac- 
ticing physicians  in  Delaware.  Blue  Cross-Blue 
Shield  made  a decision  to  establish  and  operate 
the  HMO  of  Delaware,  a closed-panel  group,  sub- 
sidized by  Blue  Cross-Blue  Shield  funds  and  in 
direct  competition  with  private  practicing  phy- 
sicians. Patients,  through  employer  groups,  are 
now  being  encouraged  and  induced  to  transfer 
their  care  from  their  private  physicians  to  sala- 
ried physicians  employed  by  and  under  control 
of  Blue  Cross-Blue  Shield. 

Now  let  us  examine  some  of  the  specific 
items  in  the  IPA-HMO  questionnaire. 

Should  primary  care  services  be  reimbursed 
on  a fee-for-service  or  capitation  basis?  The  con- 
sistent position  of  the  Medical  Society  of  Dela- 
ware’s committee  through  the  years  was  that  reim- 
bursement should  be  fee-for-service.  But  now  that 
must  be  changed  to  capitation,  in  order  for  the 
IPA  to  be  competitive  with  HMO  of  Delaware, 
which  is  capitation  based.  Examination  of  the 
performance  of  fee-for-service  and  capitation 
IPA-HMOs  nationally  shows  conclusively  that 
capitation  IPAs  are  far  more  successful. 

Should  specialty  and  ancillary  services  be  re- 
imbursed on  a fee-for-service  or  capitation 
basis?  These  must  be  reimbursed  at  the  outset 
on  a fee-for-service  basis.  But  when  the  volume 
of  a specific  service  increases  sufficiently,  it  too, 
to  be  competitive  with  HMO  of  Delaware, 
should  be  paid  on  a capitation  basis. 
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Should  all  licensed  physicians  practicing  in 
Delaware  be  invited  to  join  the  IPA,  and  ivho 
should  establish  and  monitor  criteria  for  ongoing 
membership?  These  questions  are  basic  to  the 
difference  between  IPA-HMO  and  the  restrictive, 
exclusive  HMO  of  Delaware.  To  serve  the 
needs  of  both  patients  and  physicians  and  to 
prevent  violation  of  the  patient-physician  rela- 
tionship, membership  must  be  open  to  all  phy- 
sicians licensed  to  practice  in  Delaware  who 
choose  to  join  and  to  agree  to  abide  by  the  rules 
set  up  and  maintained  by  their  peers.  Neither 
Blue  Cross-Blue  Shield  nor  a group  of  physi- 
cians and  consumers  selected  by  Blue  Cross- 
Blue  Shield  can  constitute  a true  peer  group. 
This  must  be  the  largest  body  representing  the 
physicians  in  Delaware,  and  that  is  the  Medical 
Society  of  Delaware. 

Should  physicians  be  able  to  join  only  one  IPA- 
HMO  or  as  many  as  they  wish?  This  too  is  a 
basic.  To  prevent  one  group  from  establishing 
hegemony,  to  keep  them  competitive,  and  in 
order  never  to  interfere  with  free  choice  by  both 
patients  and  physicians,  physicians  must  be  able 
to  join  as  many  IPAs  as  they  see  fit. 

Blue  Cross-Blue  Shield  may  now  be  interested 
in  adding  an  IPA-HMO  to  its  closed  panel  group 
in  order  to  protect  its  turf,  because  at  least  two 
other  organizations  (Delaware  Valley  HMO  and 
Cigna)  are  now  exploring  the  feasibility  of  estab- 
lishing IPA-HMOs  in  Delaware. 

I do  not  rule  out  the  possibility  of  Blue  Cross- 
Blue  Shield’s  participation  in  an  IPA.  But  the 
burden  of  proof  must  now  be  on  Blue  Cross- 
Blue  Shield  to  show  how  it  will  correct  for  its 
basic  conflict  of  interest  with  its  HMO  of  Del- 
aware, and  how  it  can  guarantee  that  its  IPA- 
HMO  will  have  its  medical  policies  under  phy- 
sician control. 

David  Platt,  M.D. 
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BREAST  CANCER  IN  KENT  COUNTY: 

SOME  FURTHER  COMMENTS 

To  the  Editor: 

In  his  article,  “Epidemiology  of  Breast  Cancer 
at  Kent  General  Hospital,”  Dr.  Ford  bases  his 
figures  on  survival  rates  published  in  1979.  More 
recent  data  shows  the  statewide  age  adjusted 
rate  in  white  women  in  Delaware  as  97.5%  per 
100,000  women  and  the  rate  for  black  women 
as  69.6%  with  an  average  of  93%. 

I do  not  know  how  the  author  arrived  at  his 
figure  of  19.8  per  100,000  for  the  annual  inci- 
dence of  breast  cancer  in  white  women  treated 
at  Kent  General  Hospital,  unless  it  was  by  elimi- 
nation from  his  calculations  of  the  22  patients 
who  were  treated  in  another  hospital  and  some 
who  were  admitted  with  terminal  disease.  Ob- 
viously, you  should  not  eliminate  terminally  ill 
patients  if  you  are  going  to  report  the  incidence 
of  a disease.  Perhaps  he  also  did  not  take  into 
consideration  the  sex  breakdown  of  the  popula- 
tion in  Kent  County  or  the  at-risk  decades  which. 


of  course,  were  used  in  computing  the  93.5% 
figure  locallv. 

Another  important  factor  is  that  all  the  pa- 
tients with  breast  cancer  in  Kent  Countv  are  not 
treated  in  Kent  County;  our  figures  show  a higher 
incidence  from  Kent  Countv  than  is  reported 
in  Ford’s  paper.  Also  a more  accurate  figure 
for  stage  I disease  is  achieved  when  the  statis- 
tics are  based  on  the  point  of  origin  rather  than 
the  treating  center.  I think  we  have  to  presume 
that  a large  number  of  women  from  Kent  County 
are  seeking  treatment  elsewhere  for  breast  can- 
cer. 

Dr.  Ford  cites  no  figures  and  does  not  mention 
the  possibility  of  radiation  therapy;  I am  sure 
a number  of  these  patients  were  referred  to  cen- 
ters outside  of  Kent  County  for  radiation  ther- 
apy. Further  evaluation  of  the  questions  raised 
by  Dr.  Ford’s  paper  may  be  possible  by  examin- 
ing our  statewide  tumor  registry. 

Leslie  W.  Whitney,  M.D. 
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To  the  Editor: 

The  continuing  concern  over  high  blood  pres- 
sure as  the  cause  of  fatal  heart  disease  and 
stroke,  as  well  as  current  discussion  as  to  whether 
systolic  or  diastolic  pressure  is  the  more  im- 
portant index  of  the  risk  of  sudden  death,  make 
this  a pertinent  time  to  put  forward  simple, 
noninvasive  procedures  for  calculation  of  car- 
diac dynamics  from  blood  pressure  as  measured 
bv  the  sphygmomanometer. 

At  the  present  time,  invasive  methods  of  es- 
timating cardiac  output  may  be  complicated, 
require  periods  of  inactivity  of  the  subject,  and 
often  involve  a team  of  skilled  workers.  Above 
all,  thev  are  very  expensive  at  a time  when  need 
for  the  data  they  give  is  increasingly  great. 
Further,  they  do  not  satisfy  the  requirement  of 
simultaneous  study  of  the  various  components 
of  cardiac  activity,  because  blood  pressure  is 
seldom  recorded  in  reports  of  these  invasive 
operations. 

For  manv  vears  I have  been  interested  in  the 
use  of  blood  pressure  for  estimation  of  cardiac 
function.  I have  published  several  papers  on 
the  subject,  results  of  which  have  been  sum- 
marized mostly  in  the  book  Modern  Occupational 
Medicine d To  fulfill  the  increasing  demand  for 
methods  of  measuring  cardiac  dynamics,  I am 
suggesting  the  use  of  two  simple  formulae.  In 
these  formulae  the  following  factors  are  consid- 
ered: 

SI=Stroke  index,  in  cc/beat/m2  body  surface 
S=Systolic  blood  pressure  in  mm  of  Hg 
D=Diastolic  blood  pressure  in  mm  of  Hg 
ELDI=End  left  diastolic  index 
f=SI/ELDI,  that  is,  left  ventricular  ejection 
fraction. 

Formula  A:  SI=25(S/D) 

Formula  B:  SI/ELDI=f=[l-(D/S)n],  where  n 
has  a value  of  1.5. 

Formula  A has  been  tested  on  sitting  blood 
pressure  measurements  on  more  than  200  indi- 
viduals in  healthy  condition.  The  results  give 
stroke  volumes  and  cardiac  outputs  which  fulfill 
the  range  reported  in  the  literature.  Unfor- 
tunately, there  are  very  few  records  of  cardiac 
output  or  stroke  volume  measurements  made  by 
the  modern  invasive  procedures  that  also  carry  re- 


cords of  accompanying  blood  pressure  measure- 
ments, thus  full  testing  of  formula  A has  not 
been  possible. 

Formula  B follows  from  considerations  of  for- 
mula A.  Here  again,  there  has  been  little  op- 
portunity' to  test  its  applicability  because  of  the 
absence  of  blood  pressure  measurements  ac- 
companying measurements  of  cardiac  output  bv 
invasive  techniques.  Becently,  however,  an  ar- 
ticle in  the  Neic  England  Journal  of  Medicine 
by  Vandyke  et  al  gave  blood  pressure  data  and 
data  obtained  by  radionuclide  angiocardiography 
on  a patient  yvho  suffered  from  pulmonary  edema 
after  pericardiocentesis  for  cardiac  tamponade.2 

Before  this  operation,  the  blood  pressure  was 
80/50.  After  100  m/L  of  fluid  had  been  re- 
moved from  the  pericardium,  the  recorded  blood 
pressure  was  180/90.  Our  formula  B for  a blood 
pressure  of  80/50  gives  a value  of  f of  51%.  For 
the  value  of  blood  pressure  of  180/90,  it  would 
give  a value  of  the  expulsion  fraction  of  65%. 
The  radionuclide  procedure  showed  67%.  Later, 
the  patient  again  developed  difficulty  and  his 
blood  pressure  dropped  to  70/40.  After  a peri- 
cardial yvindoyv  procedure  his  blood  pressure 
rose  to  190/100.  He  developed  pulmonary 
edema,  and  after  therapy  for  this  his  blood  pres- 
sure was  restored  to  140/70.  For  the  value  of 
70/40,  our  formula  would  give  f as  56%;  for 
190/100,  as  62%;  for  140/70,  as  65%.  These  data 
indicate  there  is  a practical  value  to  the  formula 
B. 

The  mean  value  of  f in  the  200  plus  subjects 
on  yvhich  yve  tested  formula  A is  given  by  for- 
mula B as  0.44  ± .08,  that  is,  44  ± 8%,  and  the 
mean  value  of  the  ELDI  is  88  ± 11  cc/m2  of 
bodv  surface  area/beat. 

In  1962  Folse  and  Braunwald  made  a detailed 
study  of  a precordial  dilution  technique  for  de- 
termining f in  both  dogs  and  in  humans.3  In  21 
normal  human  hearts  they  recorded  the  ejection 
fraction  as  37  ± 8%/beat,  and  the  end  diastolic 
y'olume  as  89  ± 26  cc/m2  body  surface  area. 

These  values  are  sufficiently  close  to  those 
yve  calculated  from  studv  of  normal  individuals 
to  warrant  further  iiwestigation  of  the  useful- 
ness of  formula  B,  as  yvell  as  formula  A,  in  the 
studv  of  cardiovascular  dynamics. 
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We  hope  that  physicians  interested  in  cardio- 
vascular dynamics  will  take  every  opportunity 
of  testing  the  validity  of  these  two  formulae 
while  they  are  using  invasive  modern  techniques 
based  upon  injection  of  dyes  or  radionuclides  in 
the  determination  of  cardiovascular  dynamics. 
The  formulae  are  so  simple  to  apply  that  they 
may  be  of  great  value  to  those  to  whom  more 
elaborate  and  more  sophisticated  techniques  are 
not  available.  It  is  easy  to  measure  blood  pres- 
sure, and  very  easy  to  calculate  the  values  of 
cardiac  functions  from  blood  pressure  by  these 
formulae,  so  that  at  the  bedside,  or  during  ex- 
ercise, or  during  administration  of  drugs  or  of 
anesthetics,  it  should  be  possible  to  get  a fairly 
close  picture  of  the  activity  of  the  left  ventricle. 

John  H.  Foulger,  Ph.D.,  M.D. 

REFERENCES 

1.  Foulger  JH.  Preventive  medicine  in  industry.  In:  Fleming  AJ, 
D’Alonzo  CA,  Zapp  JA,  eds.  Modern  occupational  medicine. 
Philadelphia:  Lea  & Febiger.  1954:61-100. 

2.  Vandyke  WH,  Cure  J,  Chakko  CS,  et  al.  Pulmonary  edema 
after  pericardiocentesis  for  cardiac  tamponade.  N Engl  J Med. 
1983;  309:595-6. 

3.  Folse  R,  Braunwald  E.  Determination  of  fraction  of  left  ven- 
tricular volume  ejected  per  beat  and  of  ventricular  end-diastolic 
and  residual  volumes-experimental  and  clinical  observations  with 
a precordial  dilution  technique.  Circulation.  1962;  25:674-685. 


HAPPY  HARRY’S  HOME  HEALTH  CARE 


Everything  for  your  patient's  good  Health 

JOBST 


Best  seat  in  the  house. 


Get  the  best  seat  in 
the  house  Sit  in  a 
Hydro-Float 


Medical  studies  indicate  you  II  sit  more  comfortably  on 
a |obst"  Hydro-Float"  Flotation  Pad. 

lobst  Hydro-Float 
Flotation  Pad 
more  evenly 
distributes  your 
weight  oyer  the 
entire  buttocks  area 
to  reduce  pressure  and  pinch 
It  reduces  the  temperature  of 
tissue  subiect  to  pressure 
thereby  reducing  the  suscep- 
tibility to  pressure  sores 


Full  line  of 
products 
available. 


IOBST  Deal, 


“V 


C 


OXYGEN 


Jt 


LJ 


Leisure-lift 


* HOLLISTER®  and  SQUIBB® 
ostomy  supplies 


* Oxygen  - tanks  and 
concentrators 


* Complete  line  of  patient 
aids 


* Professional  Orthopedic 
Fitters 


* We  accept  assignment 


These  products  & services  available  from  all  17  Happy  Harry’s. 
Call  or  visit  our  HOME  HEALTH  CARE  CENTER  - 654-3019 
Trolley  Square  Shopping  Center  - Delaware  Ave.  Wilmington 


180 


Del  Med  Jrl,  March  1984 — Vol  56,  No  3 


MAPROTILINE  AND  IMPOTENCE: 
A CASE  REPORT 


Vasudev  N.  Makhija,  M.D. 


Tricyclic  antidepressants  are  known  to  cause 
erectile  and  ejaculatory  dysfunction  in  men,1 
although  a review  of  the  literature  did  not  reveal 
any  significant  report  of  the  exact  incidence. 

■ Maprotiline,  marketed  as  Ludiomil  by  CIBA,  is 
a relatively  new,  tetracyclic  antidepressant  known 
to  cause  side  effects  similar  to  those  of  tricyclic 
antidepressants.2  On  the  basis  of  its  pharma- 
cological similarities  to  the  tricyclics,  maprotiline 
has  been  mentioned  as  a potential  cause  of  im- 
potence in  men;  however,  a literature  search 
from  1966  to  the  present  did  not  reveal  any 
report  of  impotence  due  to  maprotiline. 

A case  of  impotence  associated  with  mapro- 
tiline is  reported  here,  and  the  possible  mecha- 

Inisms  of  this  effect  are  discussed. 

Case  Report 

!A  58-year-old  white,  married  male  was  re- 
ferred for  what  appeared  to  be  a major  depres- 
| sion  with  melancholia.  He  complained  of  sad- 
ness and  “crying  inside.”  These  symptoms  were 
worse  in  the  mornings  when  the  day  ahead  would 
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the  Veterans  Administration  Medical  and  Regional  Office  Center, 
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seem  a burden.  He  had  also  been  irritable  and 
short  tempered  and  reported  recent  memory  im- 
pairment, which  was  not  apparent  during  mental 
status  examination.  He  had  difficulty  falling 
asleep  as  well  as  staying  asleep  through  the 
night;  the  latter  he  attributed  to  urinary  fre- 
quency. He  was  withdrawn  socially,  did  not  feel 
like  talking  to  anyone,  and  had  gradually  lost 
interest  in  his  work  and  hobbies. 

He  had  had  no  sexual  desire  and  no  sexual  inter- 
course for  two  years  prior  to  his  referral;  how- 
ever, he  had  continued  to  have  early  morning 
erections  and  nocturnal  emissions  once  every 
few  weeks.  The  loss  by  death  of  two  brothers 
and  a son  during  the  preceding  three  years  had 
a significant  impact  on  him.  His  son’s  death  was 
particularly  difficult  for  the  patient,  who  suffered 
an  excessive  guilt  for  “not  preventing  his  death.” 

The  patient  is  the  second  of  twelve  siblings. 
His  father  died  in  his  70s  from  an  accident.  His 
mother  died  during  childbirth  at  the  age  of  40. 
One  brother  died  of  leukemia  and  another  of 
amyotrophic  lateral  sclerosis.  No  history  of  psy- 
chiatric illness  in  the  family  was  reported.  The 
patient  had  been  an  average  student  and  active 
in  sports.  He  enlisted  in  the  Marines  after  gradu- 
ation from  high  school  and  was  in  active  combat 
during  World  War  II. 
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He  had  been  married  for  35  years  and  had 
three  sons.  His  youngest  son,  who  was  mentally 
retarded  but  in  otherwise  good  health,  suddenly 
died  at  the  age  of  28  years  of  a “heart  attack” 
two  years  prior  to  this  consultation.  There  was 
no  history  of  alcohol  or  drug  abuse.  The  patient 
chewed  tobacco,  but  had  stopped  smoking  six 
years  ago. 

About  two  years  prior  to  this  evaluation,  he 
had  a circumcision  to  relieve  phimosis.  He  had 
also  suffered  from  transient  epididymitis,  which 
responded  to  tetracycline.  He  was  not  receiving 
any  drugs  for  hypertension. 

Around  the  time  of  this  consultation,  he  had 
a workup  for  his  neck  pains,  chronic  headaches, 
and  dizziness.  CBC,  BUN,  serum  creatinine, 
electrolytes,  vitamin  B12  and  folate  levels,  blood 
sugar,  a glucose  tolerance  test,  and  thyroid  func- 
tion tests  were  within  normal  limits.  Blood  test 
for  syphilis  was  nonreactive;  stool  guiaic  test 
was  negative.  ECG  showed  a normal  sinus 
rhythm  with  nonspecific  ST-T  abnormalities. 
Chest  and  skull  x-rays  were  normal;  those  of  the 
cervical  spine  revealed  anterior  spurring  at  C6 
and  C7  levels.  Brain  scan  and  CAT  scan  were 
normal.  EMG  of  both  the  upper  extremities 
was  normal.  Urine  culture  grew  no  organisms. 

Aspirin  and  a cervical  collar  were  prescribed 
for  his  head  and  neck  pains.  About  four  months 
after  the  initial  psychiatric  evaluation,  methyl- 
dopa,  and  triamterene  and  hydrochlorothiazide 
( Dyazide,  Smith  Kline  & French)  were  prescribed 
for  hypertension.  The  patient  took  the  medica- 
tion for  about  a month. 

His  depression  was  treated  with  psychother- 
apy and  maprotiline  (Ludiomil,  CIBA)  for  about 
ten  months.  Maprotiline  was  begun  at  the  dose 
of  25  mg  and  increased  over  a period  of  eight 
weeks  to  150  mg  daily,  then  decreased  to  100 
mg  because  of  excessive  drowsiness.  Over  a 
period  of  the  next  four  weeks,  maprotiline  was 
again  increased  to  150  mg  per  day  in  divided 
doses;  this  time  he  did  not  develop  excessive 
drowsiness. 

His  response  to  treatment  was  partial.  He  felt 
more  “relaxed”  and  slept  better,  and  he  did  not 
have  to  get  up  as  frequently  at  night  to  urinate. 


He  felt  less  depressed  and  became  interested 
again  in  his  hobbies.  About  two  weeks  after 
he  began  to  take  maprotiline,  he  reported  that 
his  ability  to  achieve  penile  erections  became  com- 
pletely lost,  and  early  morning  erections  disap- 
peared. Two  weeks  after  he  discontinued  the 
drug,  erectile  function  returned  and  his  sex  life 
improved  considerably. 

He  resumed  working  after  which  he  dropped 
out  of  treatment. 

Discussion 

He  did  not  seem  to  have  any  physical  disorder 
that  could  have  caused  impotence.  As  his  erec- 
tile function  improved  after  the  drug  was  stop- 
ped, it  seems  likely  that  the  onset  of  this  patient’s 
impotence  was  temporally  related  to  his  use  of 
malprotiline.  During  the  course  of  treatment 
he  also  received  methyldopa,  which  is  also  known 
to  cause  impotence.3  However,  methyldopa  was 
not  the  likely  cause  for  his  impotence  because 
the  onset  of  this  symptom  and  its  reversal  were 
not  related  to  methyldopa. 

It  is  often  difficult  to  evaluate  impotence  in 
a depressed  patient,  since  depressed  patients 
tend  to  lose  sexual  desire  and  their  erectile  func- 
tion can  be  impaired.  Although  these  phenom- 
ena were  noted  by  this  patient,  his  early  morning 
erections  did  not  disappear  during  his  depression, 
but  did  cease  when  he  was  taking  maprotiline. 
It  seems  that  his  depression  responded  to  treat- 
ment but  his  sexual  function  did  not  return  until 
after  maprotiline  was  discontinued. 

Penile  erection  is  a reflex  phenomenon  de- 
pendent on  integration  of  psychological  and  other 
stimuli  with  competent  neurological  and  haemo- 
dynamic responses.4  Integrity  of  the  autonomic 
nervous  system  is  essential  for  normal  sexual  ac- 
tivity.5 Although  an  erection  can  be  produced 
by  stimulation  of  the  pelvic  parasympathetic 
nerves,  the  erection  itself  is  probably  not  a 
cholinergic  event. 

One  hypothesis  suggests  that  erection  develops 
as  a result  of  neural  transmission  that  reaches  the 
genitalia  via  the  pelvic  parasympathetic  nerves. 
The  final  common  pathway  for  haemodynamic 
control  appears  to  be  the  short  adrenergic  nerves 
that  release  norepinephrine  and  act  on  beta 
adrenergic  receptors.  Destruction  of  the  sacral 
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parasympathetic  outflow  has  been  associated 
with  development  of  impotence.6 

Erection  may  also  result  from  impulses  origi- 
nating in  the  brain  and  reaching  the  genitalia  via 
the  sympathetic  nervous  system.5  Alterations  in 
; sexual  behaviour  and  potency  have  been  associ- 
ated with  alterations  in  levels  of  brain  serotonin 
and  dopamine.  Erectile  function  may  be  de- 
pressed by  serotonin  and  conversely  may  be 
stimulated  by  brain  dopamine.6 

Maprotiline  HC1  is  a tetracyclic  compound 
differing  from  tricyclics  in  having  an  ethylene 
bridge  across  the  central  ring.  However,  it  shares 
many  of  the  pharmacological  properties  of  tri- 
cyclic antidepressants.2 

The  most  obvious  neurobiochemical  effect  of 
maprotiline  is  its  ability  to  inhibit  noradrenaline 
uptake  through  the  nerve-cell  membrane  in  the 
central  nervous  system  and  in  several  peripheral 
sympathetically  innervated  tissues.  It  does  not 
inhibit  serotonin  uptake.  Inhibition  of  dopamine 
uptake  due  to  maprotiline,  especially  in  nigro- 
striatal  dopaminergic  systems,  has  not  been  ruled 
out.7 

There  are  several  mechanisms  by  which  mapro- 
tiline may  cause  impotence.  Sedation  from  ma- 
protiline may  result  in  loss  of  libido.  The  anti- 
cholinergic effects  of  this  drug  may  cause  im- 
potence, as  may  its  inhibition  of  dopamine  up- 


take. The  anticholinergic  properties  of  mapro- 
tiline may  be  responsible  for  a marked  decrease 
in  nocturnal  urinary  frequency  in  this  patient. 
Hyperprolactinemia  has  been  associated  with 
sexual  impotence  in  men,8  and  drugs  producing 
hyperprolactinemia  may  tend  to  cause  impotence. 
Tricyclic  antidepressants  and  phenothiazines  are 
included  in  this  group  of  drugs.9 

It  is  difficult  to  say  if  sexual  dysfunction  caused 
by  antidepressants  is  dose  dependent,  although 
one  study  reported  that  impotence  can  occur  at 
subtherapeutic  dosage  levels  as  low  as  10  mg 
a day  of  imipramine.10  We  suggest  that  if  a 
patient  develops  impotence  due  to  maprotiline, 
another  drug  should  be  substituted.  It  may  be 
interesting  to  investigate  further  the  potential 
uses  of  maprotiline  in  the  treatment  of  nocturnal 
enuresis. 
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Continued  from  page  176 

continue  therapeutic  conversations,  and  the  de- 
scription of  brief  psychotherapy  techniques  should 
allow  any  empathetic  physician  to  employ  them 
with  selected  patients.  The  book  is  weak  on 
psychopharmacology  and  psychiatric  emergen- 
cies. Perhaps  this  is  intentional,  but  important 
points  are  left  out,  especially  in  the  discussion 
on  toxic  emergencies.  The  author  has  clearly 
tried  to  downplay  the  role  of  medication  and 
emphasize  the  use  of  skillful,  empathetic  listening 
and  talking. 

I recommend  this  book  to  experienced  primary 
care  providers  as  a review  of  psychiatry  in  gen- 
eral and  a tool  to  increase  one’s  understanding 
of  patients  and  skill  in  treating  patients  of  all 
types.  The  book  is  too  superficial  to  be  used  as 
a primary  psychiatric  text  for  students,  but  they 
may  find  it  helpful  in  learning  how  to  talk  and 
relate  to  patients.  Those  who  have  found  other 
psychiatry  texts  overly  dull  and  intellectual  may 
enjoy  the  refreshing  approach  in  this  book. 

Lawrence  M.  Markman,  M.D. 

'A'  % 

HARRISON'S  PRINCIPLES  OF  INTERNAL  MEDICINE, 
10th  Edition,  edited  by  Robert  G.  Petersdorf, 
M.D.,  Raymond  D.  Adams,  M.D.,  Eugene  Braun- 
wald,  M.D.,  et  al,  McGraw-Hill,  Hightstown,  New 
Jersey,  1983.  2212  pp.  Ulus.  Price  $70.00. 

With  2,212  pages  of  single-spaced  text,  this 
comprehensive  textbook  of  internal  medicine 
continues  to  grow  in  size  and  in  scope.  Har- 


rison’s has  been  “my”  medical  textbook  since 
medical  school,  and  after  reviewing  the  tenth 
edition  will  remain  so. 

With  so  many  topics  to  cover,  the  organization 
of  this  type  of  book  becomes  very  important. 
The  table  of  contents  is  a bit  confusing.  Con- 
tents are  divided  into  “Topical  Table  of  Con- 
tents” including  Clinical  Pharmacology,  Immun- 
ology, Emergency  Medicine,  Genetic  Diseases 
and  Neoplastic  Diseases.  There  are  also  “Ab- 
breviated Contents”  and  “Contents”  which  dis- 
play the  377  chapters  of  the  book.  At  the  end 
of  each  chapter  is  a bibliography  of  important 
reference  works,  many  as  recent  as  1982  and 
1983! 

The  editors  emphasize  the  new  and  updated 
sections  of  the  tenth  edition.  In  the  sections  of 
gastroenterology,  metabolism,  cardiology,  cardiac 
surgery,  neurology,  pulmonary  medicine,  and  in- 
fectious diseases  significant  changes  have  been 
made.  There  is  a comprehensive  chapter  on  ad- 
verse reactions  to  drugs,  which  becomes  \ery 
important  as  more  and  more  new  drugs  become 
available.  A chapter  on  tobacco  smoking,  one 
of  the  most  important  causes  of  morbidity  and 
mortality  in  our  society,  is  also  included. 

Overall  the  book  is  quite  good,  and  can  be 
recommended  for  medical  students,  house  offi- 
cers, and  busy  practitioners  of  medicine  and  sui 
gery.  Mastery  of  the  tables  of  contents  may 
take  some  time,  but  once  aceomplished  will  en- 
sure a rewarding  experience  in  the  use  of  this 
important  textbook. 

John  J.  Chabalko,  M.D. 
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CURRENT  THERAPY  IN  ALLERGY  AND  IMMUN- 
OLOGY: 1983-1984,  by  Lawrence  M.  Lichtenstein, 
M.D.,  Ph.D.,  and  Anthony  S.  Fauci,  M.D.,  C.  V. 
Mosby  Company,  St.  Louis,  1983.  337  pp.  Price 
$44.00. 

Therapy  in  Allergy  and  Immunology  is  a 
rapidly  expanding  field,  and  the  editors  have 
compiled  a very  interesting  collection  of  topics 
that  are  covered  by  89  different  authors  in  the 
field. 


covered,  including  rheumatoid  arthritis,  juvenile 
rheumatoid  arthritis,  Reiter’s  disease,  Sjogren’s 
syndrome,  progressive  systemic  sclerosis,  derma- 
tomyositis,  mixed  connective  tissue  disease  and 
other  forms  of  vasculitis. 

I found  most  interesting  the  sections  on  skin 
diseases  and  immuno-deficient  diseases.  This  is 
a most  valuable  book  to  have  at  desk  side  for 
rapid  consultation  and  review  for  the  problems 
it  covers. 


The  subjects  covered  consist  of  the  treatment 
of  the  usual  allergic  syndromes  such  as  allergic 
rhinitis,  asthma  in  adults  and  children,  aspirin- 
induced  asthma,  food  sensitivity  in  children, 
food  allergy  in  adults,  chronic  urticaria,  chronic 
angioedema,  hereditary  angioedema,  and  Peni- 
cillin and  drug  reactions. 

Anaphylaxis  is  covered  thoroughly.  The  im- 
munological and  rheumatological  diseases  are 
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CLINICAL  MANAGEMENT  OF  POISONING  AND 
DRUG  OVERDOSE,  edited  by  Lester  M.  Haddad, 
M.D.,  and  James  F.  Winchester,  M.D.,  W.  B. 
Saunders  Company,  Philadelphia,  1983.  1012 
pp.  Price  $75.00. 

This  text  is  a comprehensive  reference  describ- 
ing the  clinical  evaluation  and  management  of 
poisonings  and  drug  overdoses.  As  such,  the 
book  is  an  attempt  to  “bring  toxicology  out  of 
the  forensic  and  chemistry  laboratories  and  into 
the  clinical  arena.”  Clinical  toxicology  is  a 
rapidly  developing  field  that  is  relevant  not 
only  to  emergency  physicians,  but  also  to  pedia- 
tricians and  primary  care  practitioners  alike. 
“With  an  annual  five  million  accidental  ingestions 
in  children  alone,  poisoning  constitutes  the  most 
common  pediatric  emergency.”  Recreational  drug 
use,  suicide  attempts  by  ingestion,  and  occupa- 
tional exposures  constitute  a fairly  large  percent- 
age of  Emergency  Department  visits,  and  thus 
mandate  that  physicians  be  knowledgeable  in 
toxicology. 

This  text  is  divided  into  two  major  sections; 
the  first  outlines  a general  approach  to  the  pa- 
tient while  the  second  offers  information  on 
specific  substances.  More  often  than  not,  a pa- 
tient presents  following  the  ingestion  of  an 
unknown  substance.  The  first  section  is  a valu- 
able guide  for  clinical  evaluation  and  manage- 
ment in  this  situation.  Metabolic  derangements 
are  categorized  by  organ  system  with  emphasis 
on  the  more  acute  and  potentially  lethal  compli- 
cations. 
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A separate  chapter  on  chemical  or  drug  injuries 
of  the  eye  merits  special  mention.  Selected 
symptoms  are  discussed  (ie,  lacrimation,  photo- 
phobia, visual  disturbances,  etc.)  followed  by  a 
complete  list  of  causative  agents.  On-site  treat- 
ment, transport,  and  emergency  department 
evaluation  and  treatment  are  reviewed.  The 
sections  titled  Relevant  Ocular  Anatomy  and 
Agents  of  Injury  are  especially  informative.  This 
format  is  typical  of  the  first  section;  it  represents 
a comprehensive  distillation  of  information  cate- 
gorized by  organ  system. 

The  second  section  is  divided  into  chapters 
that  discuss  specific  substances  according  to 
chemical  group  (ie,  tricyclics,  hydrocarbons, 
etc.).  Each  chapter  lists  available  forms,  usual 
indications,  pharmacokinetics,  clinical  presenta- 
tion of  the  overdose,  and  guidelines  for  evalua- 
tion and  treatment  of  specific  effects. 

The  text  is  encyclopedic  yet  not  a tome,  as 
only  clinically  pertinent  information  is  included. 
Readers  interested  in  clinical  chemistry  or  for- 
ensic toxicology  are  referred  elsewhere.  This 


work  is  intended  for  use  by  pediatricians,  emer- 
gency physicians,  and  primary  care  providers. 
A copy  is  kept  in  our  Emergency  Department 
and  has  proven  to  be  an  invaluable  resource  in 
the  treatment  of  poisonings  and  drug  overdoses. 
I highly  recommend  this  book  to  anyone  who  is 
involved  in,  or  merely  interested  in,  clinical  toxi- 
cology. 

Robert  O’Connor,  M.D. 

Dr.  O’Connor  is  a second-year  resident  in  the  Department  of 
Emergency  Medicine  at  The  Wilmington  Medical  Center. 
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ULTRASOUND  IN  OBSTETRICS  AND  GYNECOL- 
OGY, by  Peter  W.  Callen,  M.D.,  W.  B.  Sounders 
Company,  Philadelphia,  1983.  Illus.  368  pp. 
Price  $45.00. 

Ultrasound  in  Obstetrics  and  Gynecology  is 
well-written,  up-to-date,  and  easy  to  read.  It  is 
a practical  and  complete  text  on  obstetrics  and 
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gynecologic  ultrasound  aimed  at  clinicians,  ultra- 
sonographers,  and  radiologists.  Each  chapter 
is  written  by  a different  contributor  and  every 
topic  is  thoroughly  discussed. 

The  first  chapter,  “Ultrasound  in  the  First 
Trimester  of  Pregnancy,”  addresses  basic  embry- 
ology. With  diagrams  and  well-captioned  sono- 
grams, the  author  makes  it  clear  even  to  the  most 
uninitiated  reader.  After  briefly  reviewing  the 
extra-embryonic  structures  of  the  pregnancy,  first 
trimester  abnormalities  are  reviewed  along  with 
their  ultrasonic  appearances. 

A full  chapter  is  devoted  to  methods  of  esti- 
mating gestational  age.  Shortcomings  and  pit- 
falls  are  included.  Ultrasound  and  clinical 
parameters  are  compared.  This  chapter  is  very 
informative  and,  although  detailed,  still  man- 
ages to  facilitate  easy  reading.  A good  com- 
panion chapter  to  this  one  evaluates  the  pa- 
rameters of  normal  fetal  growth  and  the  detec- 
tion of  intrauterine  growth  retardation.  These 
two  chapters  alone  make  this  book  worthwhile. 

A chapter  entitled  “Normal  Fetal  Anatomy”  is 
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interesting  and  very  well  illustrated.  However, 
I’m  not  certain  all  sonographers  would  be  able 
to  identify  all  fetal  parts  as  easily  as  the  author 
suggests. 

The  coverage  of  obstetrical  ultrasound  con- 
tinues with  chapters  addressing  fetal  anomalies, 
normal  and  pathologic  fetal  skeleton  and  neural 
axis,  and  fetal  behavior.  Prenatal  diagnostic 
procedures  and  the  perinatal  management  of  a 
fetus  with  a correctable  defect  are  covered  with 
completeness. 

Gynecologic  ultrasound  is  also  covered  in 
great  detail.  The  topic  is  begun  with  several 
very  well-illustrated  chapters  about  normal  fe- 
male pelvic  anatomy.  Normal  uterine  variants 
are  included.  Ovarian  and  uterine  pathology, 
along  with  their  ultrasound  appearances,  are 
discussed. 

A chapter  is  devoted  to  the  ultrasound  appear- 
ance of  intrauterine  devices  along  with  a dis- 
cussion of  their  complications.  The  ultrasound 
evaluation  of  gestational  trophoblastic  disease  is 
covered  in  detail  with  pathologic  correlation  in- 
cluded among  the  illustrations. 

The  sonographic  evaluation  of  pelvic  infec- 
tions and  eotopic  pregnancy  are  presented  as 
separate  chapters  by  separate  authors.  These 
topics  are  well  covered  but  are  presented  as 
black  and  white  areas.  In  actuality  most  would 
agree  that  they  are  often  overlapping  in  ultra- 
sonic appearance.  In  fact,  ultrasound  is  very 
helpful  in  such  clinical  situations,  but  sometimes 
the  results  are  less  than  diagnostic. 

The  author  has  included  a very  good  discussion 
of  pelvimetry,  which  is  simple,  complete,  and 
informative. 

The  book  is  completed  with  a short  chapter 
dealing  with  the  physical  principles  of  ultra- 
sound. A subject  of  this  importance  should  per- 
haps have  been  the  first  chapter. 

This  book  can  serve  both  as  a basic  text  or 
as  an  excellent  reference  text.  For  this  reason, 
I think  it  would  be  a wise  investment  for  the 
clinician,  the  ultrasonographer,  and  the  radiolo- 
gist. 

Lori  Siegel  De  Persia,  M.D. 

Dr.  De  Persia  is  a third-year  resident  in  the  Department  of 
Radiology,  The  Wilmington  Medical  Center. 


190 


Del  Med  Jrl,  March  1984 — Vol  56,  No  3 


Book  Reviews 


THE  RADIOLOGY  OF  EMERGENCY  MEDICINE, 
Second  Edition,  by  John  H.  Harris,  Jr.,  M.D.,  and 
William  H.  Harris,  M.D.,  Williams  and  Wilkins, 
Baltimore,  1983.  699  pp.  Illus.  Price  $68.95. 

The  first  edition  of  this  text,  which  appeared 
in  1974,  was  very  well  received  and  subsequently 
became  a nearly  indispensable  reference  for 
most  Emergency  Departments.  Since  then, 
emergency  medicine  has  been  recognized  as  a 
distinct  area  of  specialization  and  has  grown  ac- 
cordingly. At  the  same  time,  radiology  has  taken 
advantage  of  new  technology  and  advanced  with 
extraordinary  new  imaging  procedures,  including 
the  CT  scan,  ultrasound,  and  interventional  an- 
giography. Thus  the  revision  of  this  familiar 
reference,  incorporating  the  newest  insights  of 
related  fields,  is  both  timely  and  welcome. 


The  text  handles  each  body  system  in  turn 
with  special  emphasis  on  trauma,  and  includes 
a chapter  on  diaphyseal  lesions  (of  special  im- 
portance because  of  their  frequent  bearing  on 
nearby  joints  and  soft  tissue  structures).  As 
the  authors  themselves  note,  a text  of  this  size 
is  unable  to  address  each  and  every  subject  in 
great  depth;  the  purpose  is,  rather,  to  focus  upon 
those  areas  which  tend  to  be  “pitfalls”  for  the 
emergency  specialist. 

Not  least  in  their  efforts  are  the  seotions  on 
skull  and  facial  radiographs.  These  notoriously 
difficult  areas  are  discussed  clearly  and  logically, 
with  a heavy  emphasis  on  differentiating  normal 
anatomy  from  pathology.  Treatment  of  the  all- 
important  spinal  column  is  similarly  clear  and 
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helpful.  Relevant  CT  scans  are  included  and 
greatly  add  to  the  discussion. 

In  these  and  other  areas,  especially  in  the  ex- 
tremities, the  authors  emphasize  relevant  soft 
tissue  anatomy  and  the  potential  for  harm  to 
these  structures  implicit  in  certain  bony  path- 
ologies. Helpful  clinical  correlations  are  the 
rule:  The  indications,  risks,  and  relative  value 
of  each  procedure  are  well  documented  through- 
out. Certain  studies  are  noted  to  be  low-yield 
or  outdated;  others  are  acclaimed  for  their  ac- 
curacy or  value  in  certain  clinical  situations. 

All  in  all,  the  authors  have  done  a good  job 
sifting  through  a huge  volume  of  radiologic 
knowledge  and  presenting  the  relevant  subjects 
in  a coherent  and  helpful  manner.  Their  text 
is  lucid,  well  written,  and  abounds  with  excellent 
reproductions.  It  is  my  opinion  that  for  all  in- 
volved in  the  practice  of  emergency  medicine, 
this  text  would  be  a valuable  addition  to  any 
medical  library. 

Charles  L.  Reese,  IV,  M.D. 
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1984,  in  Atlanta.  Programs  planned  will  include  discussion  panels,  specialty  updates,  state 
of  the  art  lectures,  award  lectures,  clinical  vignettes,  computer  sessions,  and  special  presen- 
tations. This  program  meets  the  criteria  for  hour-for-hour  Category  I credits  for  the  Phy- 
sician’s Recognition  Award  of  the  AM  A.  Contact:  American  College  of  Physicians,  Con- 
vention Department,  4200  Pine  Street,  Philadelphia,  Pennsylvania  19104. 


The  historic  city  of  Boston  will  be  the  setting  for  UPDATE  IN  CARDIAC  CATHETER- 
IZATION AND  INVASIVE  CARDIOLOGY:  1984,  conducted  by  the  American  College  of 
Cardiology  and  Harvard  Medical  School’s  Department  of  Medicine  May  5-6,  1984.  The 
program  is  designed  for  adult  cardiologists  who  have  a special  interest  in  cardiac  catheter- 
ization and  angiography.  Emphasis  will  be  placed  on  the  latest  developments  in  coronary 
angioplasty,  thrombolysis  in  acute  myocardial  infarction.  Laser  techniques,  evaluation  of 
coronary  spasm,  invasive  electrophysiology,  permanent  pacemaker  technology,  and  endo- 
myocardial biopsy.  In  addition,  there  will  be  sessions  in  interpretation  of  hemodynamic- 
data,  hemodynamic  stress  testing  (exercise  and  pacing),  theory  and  practice  of  presssre 
measurement,  brachial  arteriotomy  and  repair,  and  IABP  technique.  Participants  will  re- 
ceive 15  Category  I credit  hours.  Registration  fee  is  $335  for  ACC  members  and  $365 
for  nonmembers.  Contact:  American  College  of  Cardiology,  9111  Old  Georgetown  Road, 
Bethesda,  Maryland  20814.  Telephone:  (301)  897-5400. 
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Infectious  Disease  The  21st  Annual  INFECTIOUS  DISEASE  SYMPOSIUM  will  be  held  May  7-11,  1984, 
Symposium  at  the  Delaware  Academy  of  Medicine  in  Wilmington,  Delaware.  Contact:  William  J. 

Holloway,  M.D.,  Infectious  Disease  Research  Laboratory,  Delaware  Division,  The  Wilmington 
Medical  Center,  Wilmington,  Delaware  19899.  Telephone:  (302)  428-2744. 


Florida  Symposium  The  NUCLEAR  MAGNETIC  RESONANCE  1984  National  Symposium  will  be  held  May 
on  NMR  Imaging  7-11,  1984,  in  Orlando,  Florida.  This  symposium  is  designed  to  provide  a comprehensive 
teaching  course  in  all  aspects  of  nuclear  magnetic  resonance.  The  strengths  and  limitations 
of  the  new  modality  will  be  explored  in  depth  from  a clinical  perspective.  The  course 
covers  the  practical  aspects  of  planning  for  and  implementation  of  NMR  imaging.  Practical 
experience,  including  comparison  with  other  modalities,  site  selection,  equipment  acquisition, 
and  economic  considerations  will  be  emphasized.  Participants  will  be  eligible  for  30  hours 
of  Category  I CME  credit.  Registration  fee  is  $350  for  physicians  and  $225  for  residents. 
Contact:  Department  of  Radiology,  College  of  Medicine,  University  of  South  Florida,  Tampa, 
Florida  33612. 


Cardiology  A five-day  workshop,  CONSULTANT’S  COURSE  IN  CARDIOLOGY,  will  be  held  May 
Workshop  in  the  14-18,  1984,  in  New  York  City.  The  program  is  being  cosponsored  by  the  American  College 

Big  Apple  of  Cardiology  and  the  Page  and  William  Black  Post  Graduate  School  of  Medicine  of  the 
Mount  Sinai  School  of  Medicine.  The  program  will  present  a comprehensive  view  of  major 
topics  in  cardiology  today,  including  the  latest  diagnostic  and  therapeutic  approaches  to 
chronic  and  acute  coronary  heart  disease,  valvular  heart  disease,  congenital  heart  disease  in 


'! 
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can  give  your  patients 
greater  independence 
& comfort. 
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the  adolescent  and  adult,  myocardial  disease,  pericardial  disease,  infective  endocarditis,  and 
arrhythmias  of  conduction  abnormalities.  Registration  fee  is  $315  for  ACC  members  and 
$390  for  nonmembers.  Contact:  American  College  of  Cardiology,  9111  Old  Georgetown 
Road,  Bethesda,  Maryland  20814.  Telephone:  (301)  897-5400. 

Emergency 
Medicine  Seminar 

The  Department  of  Emergency  Medicine  of  The  Johns  Hopkins  Medical  Institutions  is 
sponsoring  a program  entitled  ADVANCED  TOPICS  IN  EMERGENCY  MEDICINE  May 
14-16,  1984,  in  Baltimore.  The  program  will  consist  of  21  hours  of  instruction.  Registra- 
tion fee  for  the  program  is  $300  for  physicians,  $75  for  trainees,  and  $175  for  nurses.  Contact: 
Program  Coordinator,  Office  of  Continuing  Education,  Turner  22,  720  Rutland  Avenue, 
Baltimore,  Maryland  21205.  Telephone:  (301)  955-6046. 

Animals  and  the 
Scientist 

The  Scientists  Center  for  Animal  Welfare  and  The  Johns  Hopkins  University  Medical  Insti- 
tutions are  sponsoring  a workshop  entitled  ANIMALS  AND  THE  SCIENTIST:  INSTITU- 
TIONAL RESPONSIBILITIES  May  21-22,  1984.  This  workshop  is  the  first  of  three  regional 
programs  to  assist  those  doing  research  with  animals  in  biomedical  researoh  and  testing  to 
establish  and  run  effective  Animal  Care  and  Use  Committees.  Registration  fee  is  $95. 
Contact:  Susan  Babaro,  Office  of  Continuing  Education,  Turner  22,  720  Rutland  Avenue, 
Baltimore,  Maryland  21205.  Telephone:  (301)  955-6046. 

American 
Geriatrics  Society 
Meeting 

The  American  Geriatrics  Society  will  hold  its  41st  ANNUAL  SCENTIFIC  MEETING  in 
association  with  the  American  Federation  for  Aging  Research  in  Denver,  May  15-18.  CME 
credit  is  available.  Contact:  Linda  Hiddemen  Barondess,  Executive  Vice  President,  American 
Geriatrics  Society,  10  Columbus  Circle,  New  York,  New  York  10019.  Telephone:  (212)  582- 
1333. 

Conference  on 
Legal  Medicine 

The  Amercan  College  of  Legal  Medicine  will  sponsor  the  24th  INTERNATIONAL  CON- 
FERENCE ON  LEGAL  MEDICINE  May  10-13,  1984,  at  Loews  Paradise  Valley  Resort 
in  Scottsdale,  Arizona.  Participants  will  be  eligible  for  19.5  credit  hours  in  Category 
I of  the  Physician’s  Recognition  Award  of  the  AM  A.  Registration  fee  is  $250  for  ACLM 
members  and  $300  for  nonmembers.  Contact:  American  College  of  Legal  Medicine,  213 
W.  Institute  Place,  Suite  412,  Chicago,  Illinois  60610.  Telephone:  (312  ) 440-0080. 

Sports  Medicine 
Conference 

A seminar  entitled  SPORTS  MEDICINE  TODAY  will  be  held  May  17-18,  1984,  in  New 
York  City.  The  seminar  is  cosponsored  by  the  Long  Island  Jewish-Hillside  Medical  Center, 
the  Nassau  chapter  of  the  American  Heart  Association,  and  the  State  University  of  New  York 
at  Stony  Brook.  This  program  will  address  the  most  important  aspects  of  sports  medicine 
suoh  as:  exercise,  training  methods,  risk  and  benefits  of  exercise-testing,  prevention  and 
treatment  of  athletic  injuries,  endocrine  aspects  of  sports  medicine,  and  the  effects  of  exercise 
and  nutrition  on  body  composition.  This  program  meets  the  criteria  for  16  credit  hours  in 
Category  I of  the  AMA.  Registration  fee  is  $300  (American  Heart  Association  members 
receive  a 10%  discount).  Contaot:  Ann  J.  Boehme,  Continuing  Education  Coordinator; 
Long  Island  Jewish-Hillside  Medical  Center,  New  Hyde  Park,  New  York.  Telephone:  (212) 
470-2114. 

Providing  Quality 
Medical  Care  in 
Your  Practice 

The  Southern  Medical  Association  is  sponsoring  a seminar  entitled  PROVIDING  QUALITY 
MEDICAL  CARE  IN  YOUR  PRACTICE  May  18-20,  1984,  in  Hilton  Head,  South  Carolina. 
Registration  fee  is  $220  for  SMA  members  and  $275  for  nonmembers  of  SMA.  Contact: 
Jeanette  Stone,  Southern  Medical  Association,  P.O.  Box  2446,  Birmingham,  Alabama  35201. 
Telephone:  (205)  323-4400. 
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Litigation  and  The  University  of  Maryland  School  of  Medicine  is  sponsoring  two  continuing  education 
Nutrition  CME  in  programs  on  May  18,  1984,  of  interest  to  physicians.  PERSONAL  INJURY  LITIGATION: 
Baltimore  A MOCK  TRIAL  will  be  held  in  Baltimore.  Participants  will  receive  six  AMA  Category 
I credits.  Registration  fee  is  $85.  NUTRITION  ISSUES:  PROBLEMS  OF  THE  ELDERLY 
will  also  be  held  in  Baltimore.  Participants  in  this  program  will  receive  five  AMA  Category 
I credits.  Registration  fee  is  $85.  For  information  on  both  conferences  contact:  Program 
of  Continuing  Education,  University  of  Maryland  School  of  Medicine,  Room  300i,  MSTF, 
10  Pine  Street,  Baltimore,  Maryland  21201.  Telephone:  (301)  528-3956. 


SMA  Seminar  on 
Malpractice 
Prophylaxis 


NYAFP  Annual 
Convention 


AACA  Spring 
Seminar 


MALPRACTICE  PROPHYLAXIS  is  the  subject  of  a conference  to  be  sponsored  by  the  j 
Southern  Medical  Association  June  14-15,  1984,  in  Memphis.  Registration  fee  for  the  pro- 
gram is  $220  for  SMA  members  and  $274  for  nonmembers  of  SMA.  Contact:  Jeanette  I 
Stone,  Southern  Medioal  Association,  P.O.  Box  2446,  Birmingham,  Alabama  35201.  Tele-  I 
phone:  (205)  323-4400. 


The  New  York  State  Academy  of  Family  Physicians  will  hold  its  ANNUAL  CONVENTION 
from  May  18-23,  1984,  in  Monticello,  New  York.  The  Congress  of  Delegates  will  convene 
on  May  18-20,  and  the  Scientific  Assembly  will  be  held  on  May  21-23.  Contact:  Martin 
E.  Panzer,  M.D.,  Convention  Chairman,  New  York  State  Academy  of  Family  Physicians, 
30  West  State  Street,  Colonial  Plaza,  Binghamton*  New  York  13901.  Telephone:  (607) 
722-7205. 


The  American  Academy  of  Clinical  Anesthesiologists  and  the  East  Tennessee  State  University 
College  of  Medicine  are  cosponsoring  the  1984  SPRING  SEMINAR  IN  ANESTHESIOLOGY 
May  30-June  2,  1984,  in  Hilton  Head,  South  Carolina.  Contact:  Program  Director,  American 
Academy  of  Clinical  Anesthesiologists,  P.O.  Box  11691,  Knoxville,  Tennessee  37939-1681. 
Telephone:  (615)  588-6279. 
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THE  DELAWARE  CHAPTER  ARTHRITIS  FOUNDATION*  RHEUMATOLOGY  NEWS 


SELF-HELP  FOR  DELAWAREANS  WITH  ARTHRITIS 


Arthritis,  like  other  chronic  illnesses,  often 
requires  major  changes  in  lifestyle.  For  years, 
persons  with  arthritis  have  been  told  to  “learn  to 
live  with  it.”  Physicians  and  allied  health  pro- 
fessionals have  made  unique  contributions  to 
the  health  care  system  that  facilitates  these 
transitions.  However,  there  is  a special  therapy 
that  most  professionals  cannot  provide;  genuine 
empathic  understanding  comes  only  from  those 
who  have  arthritis  themselves. 

Persons  with  arthritis  have  traditionally  recip- 
rocated this  understanding  in  the  waiting  rooms 
of  physicians’  offices,  clinics,  and  rehabilitation 
facilities.  They  swap  their  tales  of  sleepless 
nights  and  share  secret  pain-killing  remedies.  As 
they  compare  notes,  they  gain  comfort  in  know- 
ing that  they  are  not  the  only  ones  learning  to 
live  with  arthritis. 

The  benefits  of  this  experience  have  been 
captured  in  the  formalization  of  the  Arthritis 
Self-Help  Course,  a six-week,  twelve-hour  pro- 
gram for  persons  with  arthritis  and  their  families. 
The  first  Arthritis  Self-Help  Course  ( ASHC)  was 
developed  by  Kate  Lorig,  Ph.D.,  and  launched 
at  the  Stanford  Arthritis  Center  in  1979.  Since 
then,  hundreds  of  similar  courses  have  taken 
place  across  the  United  States.  The  national 
Arthritis  Foundation  adopted  the  ASHC  in  1981 
and  has  promoted  it  widely. 

The  opportunity  to  provide  Delawareans  with 
the  ASHC  was  fully  realized  in  1982.  Twenty 
Delawareans  who  have  arthritis  were  trained  as 
course  leaders;  they  have  since  shared  their  ex- 
pertise with  nearly  one  hundred  arthritis  patients 

Editorial  Subcommittee  of  the  Medical  and  Scientific  Committee, 
The  Delaware  Chapter  Arthritis  Foundation. 

“Located  at  234  Philadelphia  Pike,  Wilmington,  Delaware  19809. 
Telephone  (302)  764-8254,  762-4942.  Delaware  physicians  outside 
the  Wilmington  calling  area  may  dial  toll  free  1-800-292-9599. 


in  groups  from  Clavmont  to  Georgetown.  A 
monthly  community  support  group  has  grown 
out  of  these  courses. 

The  goal  of  the  ASHC  is  to  assist  participants 
to  change  their  daily  activities  in  ways  that 
diminish  pain,  maximize  function,  and  develop 
a sense  of  self-responsibility  for  well-being.  This 
goal  embraces  the  concept  of  self-help:  persons 
with  a common  experience  helping  one  another. 
This  concept  is  different  from  self-care,  in  which 
new  treatments  are  proposed.  Rather,  self-help 
groups  promote  the  management  plan  of  the 
health  care  team  through  educational  materials 
and  the  reinforcement  of  the  group  process. 

For  the  nominal  fee  of  $15  each  participant 
is  given  two  books:  The  Arthritis  Helpbook  by 
Kate  Lorig,  Ph.D.,  and  A Comprehensive  Guide 
to  Arthritis  by  James  Fries,  M.D.  Both  are  ex- 
cellent resources  developed  for  lay  persons. 
Supplemental  Arthritis  Foundation  brochures 
are  included  as  needed. 

The  material  covered  in  the  ASHC  has  been 
reviewed  and  approved  by  the  National  Patient 
Services  Committee  of  the  Arthritis  Foundation. 
Since  1981,  the  ASHC  has  been  field-tested  na- 
tionally; data  continues  to  be  collected  to  mea- 
sure course  effectiveness. 

To  participate  in  local  ASHCs,  persons  with 
arthritis  may  call  the  local  chapter  of  the  Arthritis 
Foundation  (764-8254).  All  members  of  the 
group  must  obtain  written  consent  from  their 
physicians. 

Barbara  Wilhelm,  R.N.,  is  the  ASHC  Coordi- 
nator for  Delaware.  She  can  be  contacted 
through  the  local  Arthritis  Foundation  office  to 
answer  questions  about  course  activities. 
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BABY  DOE 


Thomas  Jefferson  stated,  “The  price  of  liberty 
is  eternal  vigilance.”  Those  words  have  endured 
the  test  of  time  and  are  as  true  for  us  today  as 
when  they  were  first  written.  Though  Jefferson 
was  speaking  in  the  broader  sense  of  individual 
rights  and  freedoms,  we  recognize  that  his  words 
are  relevant  even  to  rules  and  regulations  of  a 
narrower  scope. 

As  we  are  all  painfully  aware,  the  federal 
government  moved  in  March  to  adopt  “Baby 
Doe”  regulations  based  on  Section  504  of  the 
Rehabilitation  Act  of  1973  (which  prohibits  re- 
cipients of  federal  financial  assistance  from  dis- 
criminating against  handicapped  persons).  The 
American  Medical  Association,  the  American 
Academy  of  Family  Physicians,  the  Association 
of  American  Medical  Colleges,  the  American 
College  of  Obstetricians  and  Gynecologists,  the 
American  Hospital  Association,  the  Hospital  As- 
sociation of  New  York  State,  and  numerous  indi- 
vidual physicians  have  filed  suit  seeking  to  per- 
manently enjoin  federal  investigation  of  medical 
treatment  decisions  and  other  enforcement  ac- 
tions and  to  have  the  final  federal  regulation  de- 
clared invalid. 

According  to  its  president,  James  H.  Sammons, 
M.D.,  the  AMA  “believes  without  reservation 
that  medical  decisions  involving  the  care  of 
severely  handicapped  newborns  should  be  the 
responsibility  of  the  parents,  in  consultation  with 
their  physicians  and  other  professionals  on  the 
medical  treatment  team.” 

The  AMA  is  opposing  “Baby  Doe”  regulations 
because  at  the  most  fundamental  level  they  vio- 
late the  family’s  right  to  privacy  and  set  up  ad- 
versary relationships  between  the  family,  the 


physician,  and  the  hospital.  Nothing  could  por- 
tend more  disaster  for  the  future  of  medical  care. 

The  Medical  Society  of  Delaware  joins  the 
AMA  in  supporting  the  establishment  of  volun- 
tary ethical  review  committees  bv  hospitals  and 
their  medical  staffs  as  provided  for  in  the  final 
federal  regulation.  At  the  same  time,  we  strongly 
oppose  the  incorporation  of  those  committees  in 
a civil  rights  enforcement  program.  This  would 
negate  the  ability  of  such  groups  to  serve  their 
intended  purpose  of  assisting  parents  and  pro- 
fessionals with  difficult  medical/ethical  decisions. 

Furthermore,  in  pending  litigation  the  AMA 
is  contending  that  Congress  never  intended  Sec- 
tion 504  to  mandate  treatment  decisions  or  to 
require  physicians  and/or  hospitals  to  override 
parental  decisions  regarding  their  children’s 
medical  care.  It  is  also  arguing  that  Medicare 
and  Medicaid  reimbursement  (which  could  be 
withdrawn  as  penalty  for  violating  the  regula- 
tions) does  not  constitute  “federal  financial 
assistance”  for  purposes  of  enforcement  of  Sec- 
tion 504. 

The  AMA’s  position  is  that  the  interests  of  the 
severely  handicapped  newborn  are  best  served 
when  his  family  and  physician  thoughtfully 
weigh  the  available  treatment  options;  the  ex- 
pected benefits,  risks,  and  limitations  of  pro- 
posed care;  and  the  way  in  which  the  potential 
for  human  relationships  is  constrained  by  that 
infant’s  condition.  These  decisions  can  only 
be  made  in  an  atmosphere  totally  devoid  of 
bureaucratic  interference. 

I challenge  anyone  to  name  a profession  that 
possesses  a greater  commitment  and  devotion  to 
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life.  Preserving  and  extending  human  life  is 
our  very  reason  for  being.  Unfortunately,  not 
all  the  biological  systems  that  contain  life  are 
able  to  sustain  it.  Confronted  by  situations  of 
critical,  disastrous  or  unusual  nature,  parents 
and  physicians  must  be  free  to  exercise  caring 
and  affectionate,  yet  sensible,  judgment  in  choos- 
ing options.  Rigid  rules  imposed  by  the  State 
can  never  substitute  for  the  wisdom,  experience, 
and  accumulated  knowledge  of  dedicated  men 
and  women  to  lessen  suffering,  maintain  health, 
and  prolong  life,  or,  in  that  unfortunate,  unhappy, 
and  rare  situation,  to  accept  the  decision  that 
death  will  be  a merciful  relief  to  all  parties  in- 
volved. 


AIRPORT  SHUTTLE  SERVICE,  inc. 
HOTEL  du  PONT 


WILMINGTON,  DELAWARE 
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TO  OR  FROM 

PHILA.  INTERNATIONAL  AIRPORT 
And  All  of  Delaware  and  Maryland 
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Deluxe  Door-To-Door  Pickup  Or  Delivery  At 
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Course  Director:  Patrick  B.  Storey,  M.D. 

Associate  Dean  for  Continuing 
Medical  Education 

A 3-day  program  that  will  provide  you,  the  practic- 
ing physician,  with  the  information  you  need  to 
make  informed  judgments  about  automating  your 
office. 

Approved  for  18  Category  1 credit 
hours  of  the  Physician's  Recogni- 
tion Award  of  the  American  Medical 
Association  and  18  prescribed 
hours  by  the  AAFP 


For  further  information,  contact: 
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Introduction 

Before  the  advent  of  modem  endocrinology, 
symptoms  occurring  during  the  menopausal 
phase  of  a woman’s  life,  the  onset  of  which  varies 
from  the  early  40s  to  the  late  50s,  were  con- 
sidered purely  psychoneurotic.  In  the  1960s 
it  became  fashionable  to  prescribe  estrogens 
for  continued  youthfulness,  but  in  the  1970s  the 
hazards  of  estrogen  therapy  became  apparent. 
Today,  the  menopause  and  estrogen  replace- 
ment therapy  remain  controversial  subjects. 
There  are  those  who  continue  to  believe  that 
the  menopause  is  a physiologic  event  and,  there- 
fore, any  attempt  to  correct  estrogen  deficiency 
would  be  a meddlesome  intrusion  into  the  natural 
aging  process.  Others  believe  that  only  vaso- 
motor manifestations  (hot  flushes,  sweats)  and 
atrophic  vaginitis  are  directly  due  to  estrogen 
deficit  and  should  be  treated  with  cyclic  oral 
estrogens  in  the  smallest  dosage  for  the  shortest 

Dr.  Gambrell  is  a clinical  professor.  Department  of  Endocrin- 
ology, Medical  College  of  Georgia,  Augusta,  Georgia. 

Ms.  Hyatt  is  a research  assistant  in  the  Greenblatt-Gambrell 
Clinic,  Augusta,  Georgia. 

This  paper  was  adapted  from  a presentation  at  The  Wilmington 
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period  of  time.  Still  others  believe  that  the 
menopause  is  a hormonal  deficiency  state  and, 
like  all  endocrinopathies,  should  be  managed 
as  vigorously  as  need  be  without  a necessary 
limitation  on  time.  They  believe  that  metabolic 
changes  occur  subsequent  to  the  relative  lack 
of  gonadal  steroids  that  may  lead  to  osteoporosis, 
psychogenic  manifestations,  and  possibly  even 
atherosclerotic  heart  disease.  It  is  my  belief,  as 
biased,  perhaps,  as  those  of  the  opponents  of 
hormone  replacement  therapy,  that  the  physician 
should  render  effective  physiologic  and  psycho- 
logic support  whenever  necessary  throughout 
the  increasing  length  of  human  existence. 

Pathophysiology  of  the  Menopause 

The  menopause  cannot  be  defined  simply  as 
an  isolated  phenomenon  of  estrogen  deficiency; 
it  is  a complex  sequence  of  events  of  biologic 
aging.  Several  factors  affect  the  severity  of 
symptoms  during  this  period  of  a woman’s  life. 
Probably  the  most  important  factor  is  the  amount 
of  estrogen  depletion  and  the  rate  at  which  estro- 
gen levels  decrease.  A second  factor  is  the  in- 
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herited,  as  well  as  acquired,  propensity  to  with- 
stand or  succumb  to  the  aging  process.  The 
third  factor  is  the  psychologic  impact  of  aging 
and  the  woman’s  ability  to  accept  or  deny  the 
emotional  changes  of  the  menopause.  Little 
wonder  that  symptoms  accompanying  the  psy- 
chosexual  upheaval  of  this  period  may  be 
labeled  by  one  physician  as  psychoneurotic  and 
by  another  as  menopause. 

Ovarian  estrogen  secretion  represents  the  ma- 
jor source  of  estrogen  production  during  the  re- 
productive years.  At  the  time  of  the  menopause, 
ovarian  function  declines  — rapidly  in  some, 
slower  in  others  — and  gonadotropin  production 
by  the  pituitary  increases.1  Postmenopausally, 
serum  follicle-stimulating  hormone  (FSH)  and 
luteinizing  hormone  (LH)  values  are  markedly 
elevated,  with  FSH  rising  to  range  of  75  to  200 
mlU/ml,  and  LH  to  60  to  90  mlU/ml.  Within 
a year  of  cessation  of  menstruation,  serum  FSH 
may  increase  as  much  as  thirteen-fold,  while  the 
corresponding  rise  in  LH  is  approximately  three- 
fold. After  a further  rise  in  both  FSH  and  LH 
during  the  early  postmenopausal  years,  there  is 
a gradual  decline.  Thirty  years  after  the  onset 
of  menopause,  serum  gonadotropin  levels  are 
only  40%  to  50%  of  the  maximum  level  reached 
earlier;  however,  these  levels  are  still  much 
higher  than  those  found  during  the  reproductive 
years. 

Because  life  spans  have  steadily  increased,  to- 
day more  than  one-third  of  a woman’s  years  are 
postmenopausal.  As  longevity  increases,  so  do 
the  problems  of  the  climacteric.  Some  women 
require  hormone  therapy  for  years  instead  of 
months,  continuously  instead  of  cyclically,  and 
in  larger  dosages  than  the  minimal  doses  often 
recommended.  On  the  other  hand,  not  all  post- 
menopausal women  require  estrogen  therapy,  as 
'some  women  produce  sufficient  endogenous  es- 
trogens to  remain  asymptomatic  and  prevent  the 
metabolic  changes  of  later  life.  However,  within 
this  group  are  certain  individuals  who  require 
progestogen  therapy  to  prevent  endometrial  hy- 
perplasia and  possible  subsequent  neoplasia. 

Because  postmenopausal  women  produce  little, 
if  any,  progesterone,  this  deficiency  may  lead  to 
improper  shedding  of  the  endometrium,  so  that 


unopposed  exposure  to  estrogens  may  cause  hy- 
perplasia and  even  cancer.  Carcinoma  of  the 
endometrium  or  breast  need  not  increase  as  a 
result  of  long-term  estrogen  therapy  if  cyclic 
progestogens  in  adequate  dosages  are  added  to 
the  estrogen  regimen. 

A wide  variety  of  symptoms  and  physical 
changes  have  been  associated  with  the  climac- 
teric. Some  patients  may  only  experience  ces- 
sation of  menses;  others  experience  severe  re- 
actions that  are  occasionally  disabling. 

Vasomotor  Symptoms 

Vasomotor  instability,  manifested  by  hot 
flushes  or  night  sweats,  usually  has  an  insidious 
onset  and  increases  as  serum  estrogens  decline. 
Vasomotor  symptoms  are  quite  variable  in  fre- 
quency and  severity  and  may  persist  for  several 
months  to  a few  years.  If  untreated,  the  hypo- 
thalamus and  autonomic  nervous  system  grad- 
ually adjust  to  the  lower  levels  of  estrogen,  and 
eventually  hot  flushes  abate.  Patients  with  go- 
nadal dysgenesis  display  high  levels  of  gonado- 
tropins; yet  these  individuals  experience  vaso- 
motor symptoms  only  after  exposure  to  exo- 
genous estrogen  therapy  and  its  subsequent 
withdrawal. 

Urogenital  Atrophy 

Atrophy  of  the  genital  epithelium  may  result 
in  senile  vaginitis  with  symptoms  of  irritation, 
burning,  pruritis,  leukorrhea,  dyspareunia,  and 
occasionally  even  vaginal  bleeding.  As  vaginal 
secretions  decrease,  the  vaginal  epithelium  may 
become  thin  and  easily  traumatized,  and  the 
vagina  may  shorten  and  become  less  distensible.2 
To  a lesser  extent,  vulvar  epithelium  also  be- 
comes thin  and  may  become  irritated.  Since 
the  integrity  of  the  lower  urinary  tract  mucosa 
is  estrogen-dependent,  irritative  symptoms  such 
as  dysuria  and  burning  on  urination  may  occur, 
and  episodes  of  cystitis  may  become  more  fre- 
quent. Urethral  caruncles  and  non-gonococcal 
urethritis  are  infrequent  signs  of  estrogen  de- 
ficiency. 

Psychosomatic  Complaints 

Many  climacteric  women  complain  of  in- 
creased nervousness,  depression,  anxiety,  insom- 
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nia,  and  headaches.  Pre-existing  psychosomatic 
problems  may  be  intensified  simply  because  of 
hot  flushes.  Libido  may  be  decreased  due  to 
atrophic  vaginitis;  however,  an  occasional  patient 
experiences  increased  libido  because  of  freedom 
from  the  fear  of  becoming  pregnant.  Sexual 
dysfunction  in  the  menopausal  woman,  long 
regarded  by  psychologists  and  sex  therapists  as 
entirely  psvchogenic  in  origin,  has  been  re- 
peatedly shown  to  be  responsive  to  hormonal 
therapy.  Relief  may  be  afforded  by  estrogens 
for  such  complaints  as  vaginal  dryness  and  dys- 
pareunia,  and  by  androgens  when  loss  of  sex 
interest  is  the  basis  of  the  problem.  Headaches 
are  frequently  regarded  as  psychosomatic  and 
not  hormone-related.  Although  recent  studies 
fail  to  prove  that  the  psychogenic  manifestations 
of  climacteric  women  are  hormone  dependent, 
they  indicate  that  many  are  at  least  hormone- 
responsive. 

Osteoporosis 

With  increasing  longevity,  a woman  reaching 
age  50  currently  has  a life  expectancy  of  84 
years,  by  which  age  the  already  serious  mor- 
bidity and  mortality  associated  with  postmeno- 
pausal osteoporosis  may  become  even  greater. 
There  are  190,000  hip  fractures  each  year,  most 
of  which  should  be  preventable,  at  an  annual 
cost  estimated  at  $1  billion. 

Osteoporosis  is  a skeletal  disorder  primarily 
affecting  trabecular  bone  in  which  a reduction 
in  the  quantity  of  bone  predisposes  to  fracture. 
Although  both  sexes  have  loss  of  bone  mass  with 
aging,  it  is  rare  for  men  to  develop  symptomatic 
osteoporosis  before  age  70.  Hip  fractures  are 
ten  times  more  frequent  in  women  than  in  men, 
but  are  uncommon  in  black  women. 

Bone  loss  is  associated  with  alterations  in  cal- 
cium metabolism  yielding  negative  calcium  bal- 
ance. It  is  difficult  to  detect  changes  in  urinary 
calcium  levels,  since  24-hour  collections  reflect 
absorbed  dietary  calcium.  Patients  must  be 
studied  in  a fasting  state  during  which  urinary 
calcium  derives  primarily  from  bone.  By  com- 
paring fasting  calcium  levels  in  women  who  had 
hysterectomy  with  ovarian  conservation  to  those 
who  also  had  bilateral  oophorectomy,  the  in- 
crease in  resorption  of  calcium  from  bone  was 


related  to  reduced  ovarian  estrogens.  Both  fast- 
ing plasma  and  urinary  hvdroxyproline  confirmed 
that  the  increased  calcium  excretion  was  due  to 
increased  bone  resorption  of  calcium.  Women 
undergoing  a natural  menopause  have  similar 
changes  in  calcium  metabolism.  The  increase 
in  fasting  serum  or  urinary  calcium  that  follows 
either  natural  menopause  or  bilateral  oophorec- 
tomy is  reversible  with  estrogen  therapy.  Estro- 
gen therapy  inhibits  the  resorption  of  calcium 
from  bone,  probably  mediated  through  calci- 
tonin; several  clinical  studies  have  shown  estro- 
gen’s effectiveness  in  preventing  osteoporosis.3'5 

At  least  three  studies  have  shown  that  the  ad- 
dition of  a progestogen  to  estrogen  therapy  may 
actually  increase  bone  mass  by  promoting  new 
bone  formation.6'8  In  fact,  the  addition  of  a 
progestogen  to  estrogen  therapy  may  not  only 
be  important  to  the  prevention  of  osteoporosis, 
it  may  be  even  more  essential  in  the  treatment 
of  patients  with  osteoporosis.9  The  importance 
of  beginning  estrogen-progestogen  therapy  early 
in  the  climacteric,  and  the  benefits  of  these 
hormones  to  osteoporotic  women,  regardless  of 
age,  was  emphasized  by  the  ten-year  double- 
blind  prospective  study  of  Nachtigall  et  al.G  They 
observed  significant  differences  between  patients 
receiving  cyclic  estrogen-progestogen  therapy 
and  a group  given  a placebo.  If  the  combina- 
tion estrogen-progestogen  therapy  was  begun 
less  than  three  years  after  the  last  menstrual 
period,  bone  density  actually  increased.  Al- 
though they  also  noted  some  loss  of  bone  mass 
in  the  estrogen-progestogen  users  when  therapy 
was  started  later  than  three  years  after  meno- 
pause, the  loss  was  significantly  less  than  in  both 
placebo  groups.  Christiansen  et  al,  in  a cross- 
over study  comparing  the  effects  of  estrogen- 
progestogen  therapy  with  those  receiving  placebo, 
found  that  bone  mineral  content  increased  dur- 
ing the  three  years  of  combination  therapy,  but 
continued  to  decrease  in  the  placebo-treated 
group.7  ( Figure  1 ) When  some  of  the  estrogen- 
progestogen  group  were  changed  to  a placebo, 
bone  density  decreased;  placebo-treated  women 
had  an  increase  in  bone  mineral  content  after 
being  changed  to  estrogen-progestogen  therapy. 
Crilley  et  al  compared  the  effects  of  estrogens 
only  and  an  estrogen-progestogen  combination 
on  the  metabolic  parameters  of  bone  loss:  plasma 
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MONTHS 

FIGURE  1 

Bone  mineral  content  as  a function  of  time  and  treatment  in  94  (Study 
I)  and  77  (Study  II)  postmenopausal  women.  (Reprinted  with  per- 
mission from  Christiansen  et  al.7) 


calcium,  urinary  calcium/creatinine  ratio  and 
hydroxyproline.8  All  were  further  decreased 
when  the  progestogen  was  added  to  the  estro- 
gen. There  are  neither  estrogen  nor  progestogen 
receptors  in  bone;  however,  progestogens  interact 
with  glucocorticoid  receptors  in  bone.  This  may 
be  the  mechanism  where  added  progestogen  en- 
hances the  beneficial  effects  of  estrogen  so  that 
combination  therapy  promotes  new  bone  forma- 
tion. 

Coronary  Artery  Disease 

Myocardial  infarction  rarely  occurs  in  women 
before  menopause;  younger  women  who  undergo 
bilateral  oophorectomy  before  age  40  demon- 
strate a higher  incidence  of  myocardial  infarction 
unless  estrogen  replacement  therapy  is  begun 
soon  after  castration.  Though  there  is  a paucity 
of  clinical  studies  to  demonstrate  the  benefits 
of  estrogen  therapy  in  reducing  the  risk  of 
atherosclerotic  heart  disease,  several  recent  clini- 
cal and  epidemiologic  studies  suggest  that  estro- 
gens exert  a protective  effect.  Burch  et  al  ob- 
served a 63%  decrease  in  deaths  from  heart  dis- 
ease in  1,000  estrogen-treated  women  followed 
for  15  years.4  Hammond  et  al  found  a signifi- 
cantly lower  incidence  of  coronary  artery  disease 
(P< 0.001)  in  estrogen  treated  women  compared 


with  untreated  controls.5  They  also  observed 
a much  lower  incidence  of  congestive  heart 
failure  and  atherosclerotic  cardiovascular  dis- 
ease in  the  estrogen  users. 

Lipid  Metabolism 

Both  surgical  and  natural  menopause  appear 
to  be  related  to  changes  in  the  blood  lipid  pro- 
file associated  with  atherosclerosis,  hypertension, 
and  coronary  artery  disease.  Serum  cholesterol 
and  triglycerides  rise  as  much  as  20%  after  meno- 
pause and  may  continue  to  increase  with  time. 
When  considering  estrogen  therapy  to  counteract 
this  increase,  however,  it  should  be  kept  in  mind 
that  not  only  do  natural  estrogens  (conjugated 
estrogens,  estradiol  pellets,  micronized  estradiol) 
and  synthetic  estrogens  (ethinyl  estradiol,  mes- 
tranol,  quinestrol)  have  different  lipid  effects  on 
serum  lipid  patterns,  but  in  higher  dosages  may 
also  produce  different  lipid  responses.  An  in- 
crease in  very  low  density  lipoproteins  (VLDL), 
low  density  lipoproteins  (LDL),  or  both,  is  as- 
sociated with  coronary  artery  disease,  whereas 
high  density  lipoprotein  (HDL)  seems  to  have 
some  protective  effect.  In  general,  low  dosages 
of  natural  estrogens  decrease  VLDL  and  LDL 
while  increasing  HDL,  forming  an  antiathero- 
genic pattern.  High  dosages  of  natural  estro- 
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gens  and  sometimes  low  to  moderate  dosages 
of  synthetic  estrogens  may  decrease  HDL  while 
increasing  VLDL  or  LDL,  which  is  an  athero- 
genic lipid  pattern. 

Risks  of  Malignancy 

Endometrial  Cancer 

Unopposed  estrogens  have  a role  in  the  de- 
velopment of  endometrial  hyperplasia,  a pre- 
cancerous  lesion  in  some  women,  and  in  neo- 
plasia, primarily  because  of  incomplete  shedding 
of  the  endometrium.  Several  retrospective  studies 
since  1975  indicate  that  the  risk  of  endometrial 
cancer  is  increased  in  estrogen  users  from  1.7 
to  8.0-fold;10  12  but  there  is  now  sufficient  evi- 
dence from  both  the  United  States  and  England 
to  indicate  that  opposing  estrogen  therapy  with 
cyclic  progestogens  will  prevent  most  endome- 
trial cancers.1317  Progesterone  and  progestogen 
therapy  ensures  more  complete  sloughing  of 
the  endometrium,  leaving  fewer  cells  and  glands 
behind  to  continue  proliferation  and  overgrowth. 
Though  the  protective  action  of  progestogens  on 
the  endometrium  is  primarily  physical,  there  are 


other  biochemical  actions  of  both  endogenous 
progesterone  and  synthetic  progestogens  that  are 
important.17  Progestogens  decrease  estrogen  re- 
ceptors in  endometrial  cells  and  induce  both  es- 
tradiol dehydrogenase  and  isocitric  dehydro- 
genase activity,  the  enzyme  mechanism  by  which 
endometrial  cells  metabolize  and  excrete  estro- 
gens. During  the  reproductive  years,  the  human 
corpus  luteum  produces  progesterone  for  13  to 
14  days  during  a normal  28-day  cycle.  Therefore, 
it  is  onlv  logical  that  progestogen  should  be  given 
to  estrogen-treated  women  for  at  least  13  days 
during  a 30-  or  31-dav  month. 

Progestogen  therapy  for  postmenopausal  estro- 
gen users  was  introduced  at  Wilford  Hall  USAF 
Medical  Center  in  1971  and  a prospective  study 
was  begun  in  1975.  To  identify  those  post- 
menopausal women  at  greatest  risk  of  endome- 
trial cancer,  both  estrogen-treated  patients  and 
those  who  were  asymptomatic  were  given  a 
progestogen  challenge  test.  The  test  is  ad- 
ministered by  prescribing  a trial  of  progestogens, 
either  Provera®  10  mg  or  Aygestin®  5 mg,  for 
13  days  to  each  postmenopausal  woman  with 


ADENOCARCINOMA  OF  ENDOMETRIUM  COMPARED  TO  NUMBER  OF 
ESTROGEN  AND  ESTROGEN  ~ PROGESTOGEN  TREATED  WOMEN 


FIGURE  2 

Adenocarcinoma  of  the  endometrium  in  hormone  users  compared  with  the  number  of 
estrogen  and  estrogen-progestogen  users  from  1972  through  1981. 
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an  intact  uterus.  If  withdrawal  bleeding  re- 
sults from  the  progestogen  challenge,  the  pro- 
gestogen should  be  continued  for  13  days  each 
month  for  as  long  as  withdrawal  bleeding  fol- 
lows. 

Figure  2 compares  the  number  of  estrogen 
users  and  estrogen-progestogen  users  to  the 
number  of  cases  of  endometrial  cancer  diagnosed 
at  Wilford  Hall  USAF  Medical  Center  each  year 
for  the  ten  years  from  1972  through  1981.  With 
ever  increasing  estrogen  use  ( from  approxi- 
mately 1,000  postmenopausal  women  in  1972, 
to  3,700  during  1975),  there  was  no  increase  in 
the  cases  of  endometrial  cancer:  six  in  1972; 
five  in  1973;  and  seven  each  in  1974  and  1975. 
However,  with  ever  increasing  progestogen  use 
(from  10%  of  the  unopposed  estrogen  users  in 
1972,  to  98%  during  1980),  the  cases  of  cancer 
decreased  from  seven  in  1975,  to  three  or  four 
each  year  during  the  next  five  years,  to  only 
two  cases  in  1981. 

From  1975  through  1981,  adenocarcinoma  of 
the  endometrium  was  diagnosed  in  28  patients 
at  Wilford  Hall  USAF  Medical  Center  during 
20,560  patient-years  of  observation,  for  an  over- 
all incidence  of  136.2  per  100,000  women  per 
year.  (Table  1)  Eight  cases  were  diagnosed 
in  the  estrogen-progestogen  users  during  11,753 
patient-years  of  observation,  for  an  incidence  of 
68.1:100,000  women;  ten  cases  were  found  in  the 
unopposed  estrogen  users  during  2,424  patient- 
years  of  observation,  for  an  incidence  of  410.8: 


100,000;  nine  cases  were  diagnosed  in  the  un- 
treated group  during  3,484  patient-years  of  ob- 
servation, for  an  incidence  of  258.3:100,000.  Only 
one  case  was  discovered  in  the  vaginal  cream 
user  group  during  1,976  patient-years,  for  an 
incidence  of  50.6:100,000,  and  no  endometrial 
cancers  occurred  during  913  patient-years  of 
observation  in  either  the  androgen  or  progesto- 
gen user  group,  which  consisted  primarily  of 
asymptomatic  women  who  had  been  identified 
by  the  progestogen  challenge  test  as  being  at 
increased  risk  for  endometrial  cancer  and  were 
receiving  progestogens  only. 

The  difference  in  endometrial  cancer  between 
the  estrogen-progestogen  users  (68.1:100,000) 
and  the  unopposed  estrogen  users  ( 410.8 : 100,000 ) 
was  highly  statistically  significant  (P< 0.0001). 
Not  only  did  the  estrogen-progestogen  users 
have  a significantly  lower  incidence  of  this  ma- 
lignancy than  the  unopposed  estrogen  users, 
they  also  had  a significantly  lower  incidence  of 
cancer  than  the  untreated  women  (358.3:100,000 
with  P<  0.005).  This  difference  between  the 
progestogen  or  androgen  users,  with  no  cancers 
occurring  during  913  patient-years  of  observa- 
tion, and  the  estrogen  users,  although  not  sig- 
nificant, did  indicate  a trend  in  that  direction 
(P  - 0.06). 

Other  studies  have  also  demonstrated  the  effec- 
tiveness of  progestogens  in  protecting  estrogen 
users  from  adenocarcinoma  of  the  endometrium 
and  from  endometrial  hyperplasia  which  has 


TABLE  1 

Incidence  of  Endometrial 

Cancer  at  Wilford  Hal 

USAF  Medical  Center:  1 975-1981 

Patient-Years 

Patients 

Incidence 

Therapy  Group 

of  Observation 

with  Cancer 

(per  100,000) 

Estrogen-Progestogen  Users 

11,753 

8 

68.1 

Unopposed  Estrogen  Users 

2,434 

10 

410.8 

Estrogen  Vaginal  Cream  Users 

1,976 

1 

50.6 

Progestogen  or  Androgen  Users 

913 

0 

— 

Untreated  Women 

3,484 

9 

258.3 

TOTAL 

20,560 

28 

136.2 
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been  established  as  a precancerous  lesion  in 
some  women.13'18  Hammond  et  al  reported  no 
endometrial  cancers  in  72  estrogen-progestogen 
users;  11  cancers  were  detected  in  207  estrogen- 
only  users.15  In  Nachtigall  et  al’s  double-blind 
study,  no  endometrial  cancers  were  diagnosed 
in  84  estrogen-progestogen  users,  but  two  endo- 
metrial cancers  occurred  in  the  84  placebo  users.16 
Studies  from  England  have  uncovered  no  in- 
creased risk  of  endometrial  cancer  in  estrogen- 
progestogen  users;171s  several  of  these  studies 
observed  endometrial  hyperplasia  in  up  to  15% 
of  the  unopposed  estrogen  users.  Thom  et  al 
reported  that  when  five  to  ten  days  of  progesto- 
gen was  added  each  month  to  estrogen  replace- 
ment therapy,  the  frequency  of  hyperplasia  de- 
creased to  2%.18 

During  the  seven  years  of  prospective  study 
at  Wilford  Hall  USAF  Medical  Center,  ten  of 
our  28  patients  with  endometrial  cancer  had 
a previous  diagnosis  of  endometrial  hyperplasia, 
from  four  months  to  eight  vears  before  cancer 
was  detected.  There  were  325  patients  with 
varying  degrees  of  endometrial  hyperplasia  who 
were  treated  with  progestogens  for  seven  to  ten 
days  each  month  for  three  to  six  months,  with 
curettage  repeated  after  therapy.  Hyperplasia 
reversed  to  normal  endometrium  in  307  (94.5%). 
Of  the  18  patients  with  persistent  hyperplasia 
after  progestogen  therapy,  14  had  been  given 
the  progestogen  for  only  seven  days  each  month. 
This  further  emphasizes  the  need  for  prescribing 
progestogen  for  13  days  each  month  to  prevent 
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the  recurrence  of  hyperplasia  that  mav  lead  to 
neoplasia. 

Breast  Cancer 

Carcinoma  of  the  breast  is  the  most  frequent 
malignancy  in  American  women  (27%  of  all  fe- 
male cancers)  and  the  leading  cause  of  death 
from  cancer  in  women  ( 19%  of  all  female  cancer 
deaths).  Where  endometrial  cancer  has  a good 
prognosis  with  five-year  survival  rates  in  excess 
of  90%,  especially  those  developing  in  estrogen 
users,  and  deaths  have  declined  from  27:100,000 
in  1930,  to  7.7:100,000  in  1975,  the  death  rate 
from  carcinoma  of  the  breast  (22.1:100,000)  has 
not  changed  in  the  United  States  in  the  past  45 
years.  The  American  Cancer  Societv  estimated 
that  115,000  new  cases  of  breast  cancer  would 
be  diagnosed  in  the  US  during  1983,  and  that 
38,000  women  would  die  from  the  disease.  The 
mortality  from  breast  cancer  around  the  world 
varies  from  a high  of  27.7:100,000  women  per 
year  in  England,  to  a low  of  0.2:100,000  in  Hon- 
duras. In  contrast  to  the  incidence  of  cervical, 
endometrial  and  ovarian  cancer,  which  peak  in 
the  fifth,  sixth  and  seventh  decades  of  life,  and 
either  plateaus  or  declines  thereafter,  the  inci- 
dence of  breast  cancer  continues  to  increase  as 
long  as  women  live. 

Extensive  investigations  have  been  performed 
in  an  attempt  to  elucidate  the  role  of  endogenous 
estrogens  in  the  etiology  of  breast  cancer;  no 
clear-cut  pattern  or  abnormal  hormonal  milieu 
has  yet  been  delineated.  Recent  reviews  con- 


Incidence  of  Breast  Ca 

TABLE  2 

ncer  at  Wilford  Hall  USAF  Medical  Center:  1975- 

1981 

Patient-Years 

Patients 

Incidence 

Therapy  Group 

of  Observation 

with  Cancer 

(per  100,000) 

Estrogen-Progestogen  Users 

1 1,895 

8 

67.3 

Unopposed  Estrogen  Users 

15,606 

22 

141.0 

Estrogen  Vaginal  Cream  Users 

3,130 

3 

95.8 

Progestogen  or  Androgen  Users 

1,347 

2 

148.5 

Untreated  Women 

5,258 

18 

342.3 

TOTAL 

37,236 

53 

142.3 
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elude  that  despite  these  investigations  of  endo- 
crine factors,  endogenous  hormones,  including 
androgens,  estrogens,  progesterone,  prolactin, 
and  thyroid  hormone,  have  not  been  established 
as  a cause  of  breast  cancer.19,20  However,  as  a 
by-product  of  the  study  in  the  relationship  of 
hormones  to  endometrial  cancer  at  Wilford  Hall 
USAF  Medical  Center,  there  is  considerable  evi- 
dence that  adding  progestogen  to  estrogen  ther- 
apy  significantly  decreases  the  risk  of  mammary 
malignancy  in  postmenopausal  women.21 

During  the  seven  years  from  1975  through 
1981,  53  breast  cancers  were  diagnosed  during 
37,236  patient-years  of  observation,  for  an  over- 
all incidence  of  142.3:100,000  women  per  year. 
(Table  2)  This  group  was  larger  than  the  study 
population  for  endometrial  carcinoma,  as  hyster- 
ectomized women  were  included,  although  not 
those  who  had  a mastectomy.  The  lowest  inci- 
dence of  breast  cancer  was  observed  in  the  estro- 
gen-progestogen users,  with  eight  patients  found 
to  have  mammary  malignancy  during  11,895 
patient-years  of  observation,  for  an  annual  inci- 
dence of  67.3:100,000  women. 

The  Third  National  Cancer  Survey  was  con- 
ducted just  prior  to  the  onset  of  our  study;  the 
National  Cancer  Institute  SEER  data  was  calcu- 
lated toward  the  end  of  our  study.  The  expected 
incidence  of  breast  cancer  in  this  age  group, 
according  to  the  Third  National  Cancer  Survey22 
is  188.3:100,000.  For  ages  55  to  59,  according 
to  the  National  Cancer  Institute  SEER  data,23  it 
is  229.2:100,000.  The  incidence  of  breast  carci- 
noma in  our  estrogen-progestogen  users  (67.3: 

100.000)  was  significantly  lower  than  our  own 
control  group,  the  untreated  women  (342.3: 

100.000) ,  and  lower  than  that  expected  from  the 
Third  National  Cancer  Survey  and  the  National 
Cancer  Institute  SEER  data  (P<0.01). 

The  incidence  of  breast  cancer  in  our  estrogen 
users  (141.0:100,000)  was  significantly  lower  than 
in  our  untreated  group  (342.3:100,000)  (P<0.01), 
as  well  as  lower  than  that  expected  from 
the  NCI  SEER  data  (229.2:100,000)  (P<0.05). 
However,  it  was  not  significantly  different  from 
that  expected  according  to  the  Third  National 
Cancer  Survey  (188.3:100,000).  The  incidence 
of  mammary  malignancy  in  the  estrogen-pro- 
gestogen users  (67.3:100,000)  was  not  signifi- 


cantly lower  than  that  in  the  estrogen  alone  users 
(141.0:100,000),  but  did  indicate  a trend  in  that 
direction,  ( P=0.08) . The  incidence  of  breast 
cancer  in  the  estrogen  vaginal  cream  users  (95.8: 

100.000)  was  also  significantly  lower  (P<0.05), 
when  compared  with  the  untreated  group  (342.3: 

100.000) .  No  other  significant  differences  were 
observed  except  that  our  untreated  women  had 
a higher  incidence  of  breast  cancer  than  expected 
according  to  the  Third  National  Cancer  Survey 
(P<0.01)  and  the  NCI  SEER  data  (P<0.05). 

Five  other  groups  that  have  studied  both  endo- 
metrial and  breast  cancers  among  estrogen  users 
noted  a moderate  association  between  unopposed 
estrogen  therapy  and  endometrial  cancer;  how- 
ever, in  each  instance  the  association  between 
estrogens  and  breast  cancer  was  considerably 
less.  Only  two  studies  to  date  have  found  any 
significantly  increased  risk  of  breast  cancer.24,25 
In  neither  was  the  risk  increased  in  the  total 
study  population,  but  rather  in  subgroups  of 
estrogen  users.  Both  studies  should  be  criticized 
because  they  limited  their  study  populations  to 
age  75  and  65,  respectively,  yet  the  incidence  of 
breast  cancer  continues  to  increase  with  each 
five-year  increment  in  age.  Because  more  women 
are  treated  with  estrogens  in  the  early  meno- 
pausal years  than  after  age  60,  the  alleged  in- 
creased risk  of  breast  oancer  probably  reflects 
greater  use  in  younger  postmenopausal  women 
and  may  not  be  a true  association  at  all. 

While  the  Wilford  Hall  study  can  only  evalu- 
ate the  short-term  prognosis,  since  none  of  these 
patients  were  followed  for  more  than  nine  years, 
and  most  for  considerably  less,  our  data  indicate 
that  estrogen  therapy  for  postmenopausal  women 
does  not  increase  the  risk  of  breast  cancer  and 
may  even  afford  some  protection.  Furthermore, 
adding  progestogen  to  estrogen  therapy  signifi- 
cantly reduces  the  risk  of  mammary  malignancy. 
With  ever  increasing  progestogen  usage  (from 
approximately  9.1%  of  the  estrogen  users  in  1972, 
to  51.1%  during  1981)  a significant  decrease  in 
the  incidence  of  breast  cancer  occurred  in  the 
ninth  and  tenth  year  of  study,  with  the  incidence 
declining  from  188.8:100,000  in  1979  to  104.2: 
100,000  in  1980,  and  to  110.4:100,000  during 
1981.  (Figure  3)  Therefore,  it  apparently  takes 
long-term  progestogen  use  to  demonstrate  the 
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INCIDENCE  OF  BREAST  CANCER  COMPARED  TO  NUMBER  OF 
ESTROGEN  AND  ESTROGEN-PROGESTOGEN  TREATED  WOMEN 
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FIGURE  3 

Incidence  of  breast  cancer  compared  with  the  number  of  estrogen-progestogen  users 
from  1972  through  1981. 


protective  effect  of  added  progestogen  upon  the 
breast. 

Conclusion 

Reserving  hormone  replacement  therapy  only 
for  the  accepted  symptoms  of  the  menopausal 
syndrome,  ie,  severe  vasomotor  symptoms  and 
atrophic  vaginitis,  ignores  the  view  that  the  syn- 
drome is  far  more  complex  and  protean.  The 
proven  and  almost  universally  accepted  benefits 
of  estrogen  replacement  therapy  not  only  include 
relief  of  vasomotor  symptoms,  prevention  of 
atrophic  vaginitis  and  prevention  of  osteoporosis, 
but  may  include  alleviation  of  some  of  the  psy- 
chogenic manifestations  that  are  aggravated  by 
the  menopause.  Furthermore,  increasing  HDL 
cholesterol  by  estrogen  may  decrease  the  risk  of 
cardiovascular  disease  in  oophorectomized  young 
women.  Thirteen  days  of  cyclic  progestogen 
given  along  with  estrogen  reduces  the  risk  of 
endometrial  cancer  by  preventing  or  treating 
unopposed  estrogen-induced  endometrial  hyper- 
plasia. The  risk  of  breast  cancer  has  not  been 
shown  to  be  increased  with  estrogen  therapy, 
and  progestogens  provide  additional  protection 


from  this  tumor.  Furthermore,  the  prognosis 
of  breast  carcinoma  developing  in  hormone 
users  is  improved,  most  likely  due  to  an  earlier 
detection.  Whereas  estrogens  prevent  further 
demineralization  of  bone,  the  addition  of  a pro- 
gestogen apparently  promotes  new  bone  forma- 
tion. Estrogen  replacement  should  no  longer  be 
withheld  from  postmenopausal  women  since  its 
benefits,  especially  with  added  progestogen, 
clearly  exceed  the  risks. 

Editors  Note— The  first  report  in  1923  of  the  isolation  of 
estrogenic  hormone  from  the  ovaries,  by  Edgar  Allen,  Ph.D.,  and 
Edward  A.  Doisey,  Ph.D.,  was  recently  reprinted  in  JAMA 
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ifore  prescribing,  see  complete  prescribing  information  in 
t4F  CO.  literature  or  PDR.  The  following  Is  a brief  summary. 


EARNING 

This  drug  is  not  indicated  tor  initial  therapy  of  edema  or 
-■“oertension  Edema  or  hypertension  requires  therapy 
-ted  to  the  individual  If  this  combination  represents  the 
losage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
s not  static,  but  must  be  reevaluated  as  conditions  in  each 
tatient  warrant. 


In  Hypertension! . . 
When  Need  to 


ntraindications:  Concomitant  use  with  other  potassium- 
mng  agents  such  as  spironolactone  or  amiloride  Further  use 
muna,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
••existing  elevated  serum  potassium.  Hypersensitivity  to  either 
nponent  or  other  sulfonamide-derived  drugs 
mings:  Do  not  use  potassium  supplements,  dietary  or  other- 
ie,  unless  hypokalemia  develops  or  dietary  intake  of  potas- 
im  is  markedly  impaired.  If  supplementary  potassium  is 
tided,  potassium  tablets  should  not  be  used.  Hyperkalemia 
— 11  occur,  and  has  been  associated  with  cardiac  irregularities.  It 
i lore  likely  in  the  severely  ill,  with  urine  volume  less  than  one 
I /day.  the  elderly  and  diabetics  with  suspected  or  confirmed 
lal  insufficiency.  Periodically,  serum  K+  levels  should  be  deter- 
ned  If  hyperkalemia  develops,  substitute  a thiazide  alone, 
r rict  K . intake.  Associated  widened  QRS  complex  or  arrhyth- 
r requires  prompt  additional  therapy.  Thiazides  cross  the 
rental  barrier  and  appear  in  cord  blood.  Use  in  pregnancy 
uires  weighing  anticipated  benefits  against  possible  hazards, 

Iiuding  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
Eerse  reactions  seen  in  adults  Thiazides  appear  and  tri- 
erene  may  appear  in  breast  milk.  If  their  use  is  essential,  the 
(snt  should  stop  nursing.  Adequate  information  on  use  in 
dren  is  not  available.  Sensitivity  reactions  may  occur  in 
psnts  with  or  without  a history  of  allergy  or  bronchial  asthma 
sible  exacerbation  or  activation  of  systemic  lupus  erythe- 
i osus  has  been  reported  with  thiazide  diuretics. 
reutions:  Do  periodic  serum  electrolyte  determinations  (par- 
arty  important  in  patients  vomiting  excessively  or  receiving 
interal  fluids,  and  dunng  concurrent  use  with  amphotericin  B 
i orticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
im  creatinine  determinations  should  be  made,  especially  in 
tlderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
fficiency.  Cumulative  effects  of  the  drug  may  develop  in 
lints  with  impaired  renal  function.  Thiazides  should  be  used 
i caution  in  patients  with  impaired  hepatic  function.  They  can 
i ipitate  coma  in  patients  with  severe  liver  disease.  Observe 
■ 'tarty  for  possible  blood  dyscrasias.  liver  damage,  other  idio- 
rratic  reactions  Blood  dyscrasias  have  been  reported  in 
nnts  receiving  triamterene,  and  leukopenia,  thrombocyto- 
ia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
' i reported  with  thiazides.  Thiazides  may  cause  manifestation 
i ent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may 
' ecreased  when  used  concurrently  with  hydrochlorothiazide- 
; ge  adjustments  may  be  necessary.  Clinically  insignificant 
idions  in  arterial  responsiveness  to  norepinephrine  have 
, i reported.  Thiazides  have  also  been  shown  to  increase  the 
1 nyzmg  effect  of  nondepolanzmg  muscle  relaxants  such  as 
curanne.  Triamterene  is  a weak  folic  acid  antagonist  Do 
idic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
t rtensive  effects  may  be  enhanced  in  post-sympathectomy 
!!  n|s  Use  cautiously  in  surgical  patients  Tnamterene  has 
found  in  renal  stones  in  association  with  the  other  usual 
>$•  llus  components.  Therefore,  Dyazide  should  be  used  with 
ion  in  patients  with  histones  of  stone  formation.  A few  occur- 
JS  of  acute  renal  failure  have  been  reported  in  patients  on 
:ide  when  treated  with  indomethacin.  Therefore,  caution  is 
’ ,n  administering  nonsteroidal  anti-inflammatory  agents 
Dyazide'  The  following  may  occur:  transient  elevated  BUN 
n eatinme  or  both,  hyperglycemia  and  glycosuria  (diabetic 
|l  n requirements  may  be  altered),  hyperuricemia  and  gout 
lis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
' >ossible  metabolic  acidosis.  Dyazide'  interferes  with  fluores- 
neasurement  of  quinidine  Hypokalemia  is  uncommon  with 
(1  J lde  ■ out  should  it  develop,  corrective  measures  should  be 
1 such  as  potassium  supplementation  or  increased  dietary 
_ i of  potassium-rich  foods.  Corrective  measures  should  be 
'I  ited  cautiously  and  serum  potassium  levels  determined 
ntinue  corrective  measures  and  Dyazide'  should  labora- 
[ alues  reveal  elevated  serum  potassium  Chloride  deficit 
occur  as  well  as  dilubonal  hyponatremia  Concurrent  use 
chlorpropamide  may  increase  the  risk  of  severe  hypo- 
1 nia.  Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
ibance  Calcium  excretion  is  decreased  by  thiazides 
yae  should  be  withdrawn  before  conducting  tests  for  para- 
>d  function. 


Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
^bur  Assurance  of 


SK&F  Quality 


' d®s  may  add  to  or  potentiate  the  action  of  other  antihyper- 
“edrugs 

ics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
ym  toxicity. 

*•  Reactions;  Muscle  cramps,  weakness,  dizziness  head- 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity, 
ra-  other  dermatological  conditions;  nausea  and  vomiting, 
ea.  constipation,  other  gastrointestinal  disturbances-  pos 
lypotension  (may  be  aggravated  by  alcohol,  barbiturates 
■ /colics).  Necrotizing  vasculitis,  paresthesias,  icterus 
I,  satros.  xanthopsia  and  respiratory  distress  including  pneu- 

} isand  pulmonary  edema,  transient  blurred  vision,  sialade- 
, nd  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
sen  lound  in  renal  stones  in  association  with  other  usual 
JS  components  Rare  incidents  of  acute  interstitial  nephritis 
seen  reported  Impotence  has  been  reported  in  a few 
' Pyaz,de  - allh°ugh  a causal  relationship  has  not 

’ istabtished . 

* .'Dyazide  is  supplied  in  bottles  of  1000  capsules; 
TV  Un"  Packages  (unit-dose)  of  100  (intended  for  institu- 
u*®  only):  in  Patient-Pak”  unit-of-use  bottles  of  100. 
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Arthritis  Therapy 
That  Checks  Out. 


Jt 


Gastric  distress  is  reduced.  pH-dependent 
matrix  virtually  doesn’t  release  in  acidic  stomach. 


. / 


ZORprin®  (aspirin)  is  released  in  the  alkaline 
environment  of  the  small  intestine. 


— 

VZ 


Zero-order  release  delivers  drug  at  a constant 
rate,  reducing  serum  peaks  and  valleys. 


Convenient  b.i.d.  dosage... enhances  patient  compliance. 


* 1 Economical . . . comparable  efficacy  and  safety  as  other  NSAIDs,  yet  costs 
approximately  one-half  as  much. 


Your  first  step  in  arthritis  therapy. . . ZORprin  (ASPIRIN)  Zero-Order  Release. 
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ZORprin 


(ASPIRIN)  Zero-Order  Release 


DESCRIPTION:  Each  capsule-shaped  tablet  of  Zorprin  contains  800  mg  of  aspirin,  formulated  in  a special  matrix  to  control  the  release  of  aspirin  after 
ingestion.  The  controlled  availability  of  aspirin  provided  by  Zorprin  approximates  zero-order  release;  the  in  vitro  release  of  aspirin  from  the  tablet  matrix  is 
linear  and  independent  of  the  concentration  of  the  drug.  □ CLINICAL  PHARMACOLOGY:  Aspirin,  as  contained  in  Zorprin.  is  a salicylate  that  has 
demonstrated  anti-inflammatory  and  analgesic  activity.  Its  mode  of  action  as  an  anti-inflammatory  and  analgesic  agent  may  be  due  to  the  inhibition  of 
synthesis  of  prostaglandins,  although  its  exact  mode  of  action  is  not  known.  □ Zorprin  dissolution  is  pH-dependent.  In  vitro  studies  have  shown  very  little 
aspirin  to  be  released  in  acidic  solutions;  whereas,  Zorprin  releases  the  majority  of  its  aspirin  (90%)  in  a zero-order  mode  at 
a neutral  to  alkaline  pH.  It  is  this  pH  dependence  of  Zorprin  that  reduces  direct  contact  between  aspirin  and  the  gastric 
mucosa,  resulting  in  a reduction  of  its  gastrointestinal  side-effect  potential.  □ Bioavailability  data  for  Zorprin  have  confirmed 
that  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  can  be  measured  24  hours  after  a single  oral  dose.  This 
substantiates  a twice  daily  dose  regimen.  Multiple  dose  bioavailability  studies  showed  similar  steady-state  salicylate  levels 
for  Zorprin  as  for  conventional  release  aspirin  using  the  same  total  daily  dose  Long-term  monitoring  of  salicylate  levels 
showed  no  signs  of  accumulation  once  steady-state  levels  were  reached  (4-6  days).  □ Studies  of  in  vivo  prostaglandin 
levels  (PGE2)  have  shown  Zorprin  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  to  reduce  PGE2  levels  14  hours 
after  a single  oral  800  mg  dose  while  an  equivalent  dose  of  aspirin  produced  a reduction  of  PGE2  levels  only  through  six 
hours.  Zorprin's  effect  on  prostaglandins  other  than  PGE2  has  not  been  determined.  □ Salicylates  are  excreted  mainly  by 
the  kidney,  and  from  studies  in  humans  it  appears  that  salicylate  is  excreted  in  the  urine  as  free  salicylic  acid  (10%); 
salicyluric  acid  (75%)  salicylic  phenolic  (10%);  acyl  glucuronides  (5%)  and  gentisic  acid  (<1%).  □ INDICATIONS  & USAGE: 
Zorprin  is  indicated  for  the  treatment  of  rheumatoid  arthritis  and  osteoarthritis.  The  safety  and  efficacy  of  Zorprin  have 
not  been  established  in  those  rheumatoid  arthritic  patients  who  are  designated  by  the  American  Rheumatism  Association  as  Functional  Class  IV 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair,  little  or  no  self-care).  □ In  patients  treated  with  Zorprin  for  rheumatoid  arthritis  and 
osteoarthritis,  the  anti-inflammatory  action  of  Zorprin  has  been  shown  by  reduction  in  pain,  morning  stiffness  and  disease  activity  as  assessed  by  both 
the  investigators  and  patients.  □ In  clinical  studies  in  patients  with  rheumatoid  arthritis  and  osteoarthritis.  Zorprin  has  been  shown  to  be  comparable  to 
conventional  release  aspirin  in  controlling  the  aforementioned  signs  and  symptoms  of  disease  activity  and  to  be  associated  with  a statistically  significant 
reduction  in  the  milder  gastrointestinal  side  effects  (see  ADVERSE  REACTIONS).  Zorprin  may  be  well  tolerated  in  some  patients  who  have  had 
gastrointestinal  side  effects  with  conventional  release  aspirin,  but  these  patients  when  treated  with  Zorprin  should  be  carefully  followed  for  signs  and 
symptoms  of  gastrointestinal  bleeding  and  ulceration.  □ Since  there  have  been  no  controlled  trials  to  demonstrate  whether  or  not  there  is  any  beneficial 
effect  or  harmful  interaction  with  the  use  of  Zorprin  in  conjunction  with  other  nonsteroidal  anti-inflammatory  agents  (NSAI),  the  combination  cannot  be 
recommended  (see  Drug  Interactions).  □ Because  of  its  relatively  long  onset  of  action,  Zorprin  is  not  recommended  for  antipyresis  or  for  short-term 
analgesia.  □ CONTRAINDICATIONS:  Zorprin  should  not  be  used  in  patients  known  to  be  hypersensitive  to  salicylates  or  in  individuals  with  the 
syndrome  of  nasal  polyps,  angioedema,  bronchospastic  reactivity  to  aspirin,  renal  or  hepatic  insufficiency,  hypoprothrombinemia  or  other  bleeding 
disorders.  Zorprin  is  not  recommended  for  children  under  12  years  of  age;  it  is  contraindicated  in  all  children  with  fever  accompanied  by  dehydration. 

□ WARNINGS:  Zorprin  should  be  used  with  caution  when  anticoagulants  are  prescribed  concurrently,  since  aspirin  may  depress  platelet  aggregation 
and  increase  bleeding  time.  Large  doses  of  salicylates  may  have  hypoglycemic  action  and  enhance  the  effect  of  the  oral  hypoglycemics,  concomitant 
use  therefore  is  not  recommended.  However,  if  such  use  is  necessary,  dosage  of  the  hypoglycemic  agent  must  be  reduced.  The  hypoglycemic  action  of 
the  salicylates  may  also  necessitate  adjustment  of  the  insulin  requirements  of  diabetics.  □ While  salicylates  in  large  doses  have  a uricosuric  effect,  smaller 
amounts  may  reduce  water  excretion  and  increase  serum  uric  acid.  □ USE  IN  PREGNANCY:  Aspirin  can  harm  the  fetus  when  administered  to  pregnant 
women.  Aspirin  interferes  with  maternal  and  infant  hemostasis  and  may  lengthen  the  duration  of  pregnancy  and  parturition.  Aspirin  has  produced 
teratogenic  effects  and  increases  the  incidence  of  stillbirths  and  neonatal  deaths  in  animals.  □ If  this  drug  is  used  during  pregnancy,  or  if  the  patient 
becomes  pregnant  while  taking  this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus.  □ Aspirin  should  not  be  taken  during  the  last 
3 months  of  pregnancy.  □ PRECAUTIONS:  Appropriate  precautions  should  be  taken  in  prescribing  Zorprin  for  patients  who  are  known  to  be  sensitive  to 
aspirin  or  salicylates.  Particular  care  should  be  used  when  prescribing  this  medication  for  patients  with  erosive  gastritis,  peptic  ulcer,  mild  diabetes 
or  gout.  As  with  all  salicylate  drugs,  caution  should  be  exercised  in  prescribing  Zorprin  for  those  patients  with  bleeding  tendencies  or  those  on 
anticoagulants.  □ In  order  to  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  who  have  been  on  prolonged  corticosteroid  therapy  should 
have  their  therapy  tapered  slowly  rather  than  discontinued  abruptly  when  Zorprin  is  made  a part  of  the  treatment  program.  □ Patients  receiving  large 
doses  of  aspirin  and/or  prolonged  therapy  may  develop  mild  salicylate  intoxication  (salicylism)  that  may  be  reversed  by  dosage  reduction.  □ Salicylates 
can  produce  changes  in  thyroid  function  tests.  □ Salicylates  should  be  used  with  caution  in  patients  with  severe  hepatic  damage,  preexisting 
hypoprothrombinemia,  Vitamin  K deficiency  and  in  those  undergoing  surgery.  □ Since  aspirin  release  from  Zorprin  is  pH  dependent,  it  may  change  in 
those  conditions  where  the  gastric  pH  has  been  increased  as  a result  of  antacids,  gastric  secretion  inhibitors  or  surgical  procedures.  □ Drug  Interactions: 
(See  WARNINGS)  Aspirin  may  interfere  with  some  anticoagulant  and  antidiabetic  drugs.  Drugs  which  lower  serum  uric  acid  by  increasing  uric 
acid  excretion  (uricosurics)  may  be  antagonized  by  the  concomitant  use  of  aspirin,  particularly  in  doses  less  than  2.0  grams/day.  Nonsteroidal 
anti-inflammatory  drugs  may  be  competitively  displaced  from  their  albumin  binding  sites  by  aspirin.  This  effect  may  negate  the  clinical  efficacy  of  both 
drugs.  Also,  the  gastrointestinal  inflammatory  potential  of  nonsteroidal  anti-inflammatory  drugs  may  be  potentiated  by  aspirin.  The  combination  of 
alcohol  and  aspirin  may  increase  the  risk  of  gastrointestinal  bleeding.  □ Aspirin  may  enhance  the  activity  of  methotrexate  and  increase  its  toxicity. 

□ Sodium  excretion  produced  by  spironolactone  may  be  decreased  in  the  presence  of  salicylates.  Concomitant  administration  of  other  anti-inflammatory 
drugs  may  increase  the  risk  of  gastrointestinal  ulceration.  Urinary  alkalinizers  decrease  aspirin's  effectiveness  by  increasing  the  rate  of  salicylate  renal 
excretion  Phenobarbital  decreases  aspirin's  effectiveness  by  enzyme  induction.  □ Pregnancy  Category  D.  See  WARNINGS  Section.  □ Nursing  Mothers: 
Salicylates  have  been  detected  in  the  breast  milk  of  nursing  mothers.  Because  of  the  potential  for  serious  adverse  reactions  from  aspirin  in  nursing 
infants,  a decision  should  be  made  whether  to  discontinue  nursing  or  discontinue  the  drug,  taking  into  account  the  benefit  of  the  drug  to  the  mother. 

□ ADVERSE  REACTIONS:  Hematologic:  Aspirin  interferes  with  hemostasis.  Patients  with  a history  of  blood  coagulation  defects  or  receiving  anti- 
coagulant drugs  or  with  severe  anemia  should  avoid  Zorprin.  Aspirin  used  chronically  may  cause  a persistent  iron  deficiency  anemia.  □ Gastrointestial: 
Aspirin  may  potentiate  peptic  ulcer,  and  cause  stomach  distress  or  heartburn.  Aspirin  can  cause  an  increase  in  occult  bleeding  and  in  some  patients 
massive  gastrointestinal  bleeding.  However,  the  greatest  release  of  active  drug  from  Zorprin  is  designed  to  occur  in  the  small  intestine  over  a period  of 
time.  This  has  resulted  in  fewer  symptomatic  gastrointestinal  side  effects.  □ Allergic:  Allergic  and  anaphylactic  reactions  have  been  noted  when 
hypersensitive  individuals  have  taken  aspirin.  Fatal  anaphylactic  shock,  while  not  common,  has  been  reported.  □ Respiratory:  Aspirin  intolerance, 
manifested  by  exacerbations  of  bronchospasm  and  rhinitis,  may  occur  in  patients  with  a history  of  nasal  polyps,  asthma,  or  rhinitis.  The  mechanism  of 
this  intolerance  is  unknown  but  may  be  the  result  of  aspirin-induced  shunting  of  prostaglandin  synthesis  to  the  lipoxygenase  pathway  and  the  liberation 
of  leukotrienes,  e.g.  slow-reacting  substance  of  anaphylaxis.  □ Dermatologic:  Hives,  rashes,  and  angioedema  may  occur,  especially  in  patients  suffering 
from  chronic  urticaria.  □ Central  Nervous  System:  Taken  in  overdoses,  aspirin  provides  stimulation  which  may  be  manifested  by  tinnitus.  Following  initial 
stimulation,  depression  of  the  central  nervous  system  may  be  noted.  □ Renal:  Aspirin  rarely  may  aggravate  chronic  kidney  disease.  □ Hepatic:  High  doses 
of  aspirin  have  been  reported  to  produce  reversible  hepatic  dysfunction.  □ OVERDOSAGE:  Overdosage,  if  it  occurs,  would  produce  the  usual  symptoms 
of  salicylism:  tinnitus,  vertigo,  headache,  confusion,  drowsines,  sweating,  hyperventilation,  vomiting  or  diarrhea.  Plasma  salicylate  levels  in  adults  may 
range  from  50  to  80  mg/dl  in  the  mildly  intoxicated  patient  to  110  to  160*  mg/dl  in  the  severely  intoxicated  patient.  An  arterial  blood  pH  of  7.1  may  indicate 
serious  poisoning.  The  clearance  of  salicylates  in  children  is  much  slower  than  adults  and  should  receive  due  consideration  when  aspirin  overdosages 
occur  in  infants;  salicylate  half-lives  of  30  hours  have  been  reported  in  infants  4-8  months  old.  Treatment  for  mild  intoxication  should  include  emptying 
the  stomach  with  an  emitic,  or  gastric  lavage  with  5%  sodium  bicarbonate.  Individuals  suffering  from  severe  intoxication  should,  in  addition,  have  forced 
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Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


THOUGHTS  ON  THE  DEATHS  OF  THE 
DOCTORS  O'BRIEN 

( Composed  in  St.  Ann’s  Church) 

Something  out  of  Stonehenge — not  fully 
understood 

Some  ageless  sense  of  deja  vu? 

No,  it  is  Euripides  who  breathes  inside  this 
church 

With  children  reading  scripture — incanting  song 
Bravely  eulogizing  their  parentage  . . . with 
Shoulders  sagging  under  trembling  chins. 

And  so  it  ends — 

In  a double  hearse  of  death 

With  splintering  hearts  flying  out  like  darts 

Into  the  winter  winds  . . . where 

The  tribute  sounds  of  mourning 

In  Greek  choruses  of  tears 

Weep  with  the  splendid  children 

for  our  departed  friends 

February  17,  1984 

Editor’s  Note— This  poem  was  submitted  to  the  Delaware  Medi- 
cal Journal  anonymously. 

& V*  & 

THE  ALLEGORY  OF  A PAIN 

Lulu  is  a patient.  She  is  a very  bitter  and 
lonely  person.  Her  childhood  was  characterized 
by  interactions  with  her  parents  which  were  of 
a rejecting,  critical  kind.  Since  then,  all  of  her 
meaningful  relationships  have  been  characterized 
by  a sense  of  being  abandoned,  rejected,  and 
criticized.  In  her  therapy,  in  the  absence  of 
any  environmental  stimulus,  she  felt  the  ther- 
apist was  rejecting,  abandoning,  and  critical. 
The  hub  of  Lulu’s  treatment  involves  getting 
her  to  recognize  her  persistent  distorting  of  re- 


lationship so  they  become  a mirror  of  her  early 
experiences  with  her  parents. 

What  does  all  of  this  have  to  do  with  the 
meaning  of  pain?  In  the  legal  arena,  it  is  com- 
monplace for  plaintiffs  to  be  diagnosed  as  hav- 
ing injury-related  psychological  impairment.  I 
am  not  now  talking  about  major  trauma,  such  as 
loss  of  a limb.  I am  talking  about  minor  slips 
and  falls  that  create  major  psychological  and 
psychiatric  disorders.  In  these  situations,  the 
plaintiff  is  viewed  as  a passive  victim  of  his  or 
her  environment,  and  the  temporal  relationship 
between  injury  and  the  psychiatric  disability 
is  viewed  as  demonstrating  the  injury  relatedness 
of  the  latter.  Yet,  how  many  Lulus  must  there 
be  in  the  crowd  of  those  injured  and  suing? 

The  interpersonal  consequences  of  injury  re- 
create psychological  problems  through  anger 
at  the  employers  and  insurance  company  for 
doubting  the  validity  of  one’s  complaints.  This 
creates  a need  for  personal  vindication;  the  court- 
room drama  replaces  the  family  fight  and  the 
religious  confessional  of  childhood.  Also,  the 
reinforcement  of  disability  is  fueled  by  aggressive 
lawyers  and  biased  physicians.  What  appears 
to  be  a legal  process  becomes  a symbolic  echo 
of  family  strife  and  personal  credibility.  No 
wonder  “Lulu  D”  becomes  “psychologically  dis- 
abled.” 

It  is  important  for  lawyers  and  physicians  to 
recognize  that  the  passive  victim  injured  by  his 
environment  is  a fiction  who  generally  does  not 
fit  the  world  of  patients  as  we  know  it.  Pa- 
tients are  active  participants  and  creators  of  the 
worlds  they  live  in;  this  model  must  be  brought 
into  the  courtroom  in  a meaningful  and  under- 
standable manner. 

David  E.  Raskin,  M.D. 
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DRGs:  A LOOK  AT  SOME  OF  THE  NUMBERS 

DRG,  the  abbreviation  for  diagnosis-related 
groups,  has  recently  been  mentioned  with  suffi- 
cient frequency  and  intensity  of  anguish  in  these 
pages  and  others  that  most  physicians  are  now 
aware  of  the  concept.  Most  physicians  are,  how- 
ever, understandably  uncertain  about  the  actual 
significance  of  a prospective  payment  system 
to  them  as  they  practice  their  profession. 

DELRO  recently  prepared  a chart  that  com- 
pares the  DRG  payment  to  average  charges  for 
the  ten  most  frequently  used  DRG  classifications. 
(Table  1) 

In  the  six  hospitals  in  Delaware  evaluated  by 
DELRO,  the  charge  for  hospitalization  with  con- 
gestive heart  failure  (DRG  #127),  which  is  the 
most  frequent  reason  for  admission  in  this  group 
of  hospitals,  ranged  from  $2,138  to  $4,398.  The 
DRG  payment  for  congestive  heart  failure  will 
be  $2,300  to  the  lowest  cost  hospital  and  $2,981 
to  the  highest.  The  reimbursement  to  a given 
hospital  may  thus  be  as  much  as  one-third  below 
its  reported  costs  for  treating  that  illness. 

Chronic  obstructive  pulmonary  disease 
(COPD),  the  second  most  frequent  DRG,  pro- 
duces very  similar  numbers  in  the  most  expensive 
hospital  in  Delaware  where  the  DRG  for  a pa- 
tient suffering  from  COPD  is  approximately  60% 


of  the  billing  in  the  past.  Remember,  no  allow- 
ance is  made  for  difference  in  length  of  stays  or 
severity  of  illness  in  individual  patients;  DRGs 
are  based  on  diagnosis  alone. 

It  is  hard  for  me  to  imagine  the  full  ramifi- 
cations of  DRGs  to  our  present  model  of  prac- 
tice, particularly  since  at  the  start  not  all  patients 
under  a hospital  roof  will  be  affected,  only  those 
insured  by  Medicare.  There  are,  however,  num- 
erous rumors  that  unless  the  DRG  mechanism  is 
a total  economic  failure  to  the  insurers  (not  to 
the  insured  or  the  hospitals),  other  patients 
whose  reimbursement  is  from  private  insurance 
companies  will  come  under  a similar  system. 

In  a speech  to  the  Association  of  Academic 
Health  Centers,  Lewis  D.  Bluemle,  Jr.,  M.D., 
president  of  Thomas  Jefferson  University,  sug- 
gested that  to  balance  their  budgets  ( or,  at  least 
to  diminish  their  deficit),  hospitals  may  have  to 
lessen  the  costs  of  insufficiently  reimbursed  ser- 
vices by  reinstituting  multi-bed  wards,  now  to 
be  called  “shared  care  units.”  In  these  shared 
care  units  patients  who  can  do  the  food  service 
and  the  housekeeping  will  perform  them  for 
those  who  cannot.  Bluemle  is  not  joking  about 
this  brave  new  world  where  medical  care,  it 
seems,  must  still  be  paid  for  and  fewer  are  willing 
or  able  to  do  so. 

Bernadine  Z.  Paulshock,  M.D. 


TABLE  1 

COST  VERSUS  DRG  PAYMENT  REPORT 


HOSPITAL  A 

HOSPITAL  B 

HOSPITAL  C 

HOSPITAL  D 

HOSPITAL  E 

HOSPITAL  F 

DRG 

COST 

DRG 

PAYMENT 

COST 

DRG 

PAYMENT 

COST 

DRG 

PAYMENT 

COST 

DRG 

PAYMENT 

COST 

DRG 

PAYMENT 

COST 

DRG 

PAYMENT 

127 

$2,319 

$2,300 

$2,413 

$2,300 

$4,398 

$2,981 

$3,514 

$3,142 

$3,799 

$2,300 

$2,138 

$2,300 

88 

2,459 

2,301 

3,228 

2,301 

4,757 

2,982 

3,819 

3,143 

3,298 

2,301 

1,943 

2,301 

39 

1,612 

1,107 

1,423 

1,107 

N/A 

1,435 

1,164 

1,513 

1,012 

1,107 

642 

1,107 

14 

3,907 

2,989 

3,114 

2,989 

5,545 

3,874 

3,902 

4,084 

3,352 

2,989 

3,257 

2,989 

140 

2,008 

1,668 

2,136 

1,668 

2,559 

2,161 

2,571 

2,278 

2,014 

1,668 

1,452 

1,668 
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“We  believe  the  malpractice  picture  CAN 
change— if  we  first  help  each  other  understand 
the  problems  and  then  tighten  our  controls.” 


Pennsylvania  Casualty  Company’s  physician  executives  discuss  their  roles 
in  the  company’s  ongoing  effort  to  reduce  and  control  malpractice  risks. 


I u 


Robert  L.  Lambert,  M.D. 

Medical  Director 

"Our  Medical  Department  focuses 
on  the  clinical  aspects  of  malpractice 
claims  and  suits  the  company 
receives  and  tries  to  point  out  ways 
for  doctors  to  avoid  similar  situations 
in  the  future.  Through  our  reviews, 
we've  been  able  to  spot  recurring 
problems  or  emerging  trends  and 
warn  policyholders.  We  don’t  try  to 
serve  as  amateur  attorneys'  or  judge 
the  actions  or  decisions  of  a 
colleague.” 


Joseph  A.  Rlcd,  M.D. 

Associate  Medical  Director 

"One  of  the  reasons  I joined 
Pennsylvania  Casualty  Company  is 
because  of  its  true  commitment  to 
help  physicians  curb  losses,  and  more 
importantly,  prevent  malpractice.  That 
commitment  goes  beyond  merely 
worrying  about  lost  dollars;  there  is  a 
genuine  interest  in  improving  the 
quality  of  care  being  rendered. 
Education— something  I believe  in 
strongly— is  the  cornerstone  of  the 
company’s  service  to  policyholders." 


Clinton  H.  Lowery,  M.D. 

Vice  President,  RiskManagement/GLA. 

"We're  now  devoting  more  of  our 
risk  management  efforts— already 
extremely  strong  on  the  hospital 
level— to  our  individual  physician 
policyholders.  We're  here  to  help  you 
deal  with  the  malpractice  assault  on 
our  profession,  and  to  increase  your 
sense  of  security.  Obviously,  we 
cannot  do  this  for  you.  It  must  be 
done  with  you.” 


Don’t  renew  your  malpractice  coverage  without  a quote  from  Pennsylvania  Casualty  Company. 
For  more  information,  see  your  independent  agent  of  broker,  or  contact  us  at  the  address  below. 


PENNSYLVANIA  CASUALTY  COMPANY 

415  Fallowfield  Road  / P.O.  Box  53  / Camp  Hill,  PA  1 701 1 / (71 7)  763-1422 


Endorsed  Insurer  of  the  Medical  Society  of  Delaware 


© 1984  Pennsylvania  Casualty  Company,  Camp  Hill.  PA  ■ ALL  RIGHTS  RESERVED 
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AN  UNUSUAL  CASE  OF  CARPAL 
TUNNEL  SYNDROME 


J.  Richard  Bowen, 
James  T.  Bennett, 


This  report  describes  a patient  with  an  unusual 
carpal  tunnel  syndrome  caused  by  neurofibro- 
matosis. Many  tumorous  diseases  of  the  median 
nerve  are  manifested  as  carpal  tunnel  syndrome, 
including  neurilemoma,1  lipomata,2,3  and  neu- 
roma-in-continuity.4 These  tumors  may  invade 
or  compress  the  median  nerve.5  In  the  patient 
described  here,  a neurofibroma  involved  the  sub- 
cutaneous tissue,  the  transverse  carpal  ligament, 
the  tenosynovium  of  the  flexor  tendons,  the  epi- 
neural  tissue  of  the  median  nerve,  and  the  carpal 
bones. 

Case  Report 

An  11-year-old  white  female  had  been  followed 
since  age  four  for  neurofibromatosis  involving 
only  the  right  upper  extremity.  This  was  char- 
acterized by  hypertrophv  of  the  entire  right 
upper  arm,  multiple  subcutaneous  nodules,  and 
a large  cafe-au-lait  spot  near  the  right  elbow. 
(Figure  1)  The  patient  has  had  intermittent 
pain  about  the  right  wrist  since  four  years  of 
age,  but  has  remained  neurologically  normal. 
Treatment  has  been  primarily  symptomatic  with 
analgesics  and  splints. 


Dr.  Bowen  is  an  orthopedic  surgeon  at  the  Alfred  I.  du  Pont 
Institute,  Wilmington,  Delaware. 

Dr.  Bennett  is  a fellow  at  the  Alfred  I.  du  Pont  Institute,  Wil- 
mington, Delaware. 


FIGURE  1 

Arm  showing  cafe-au-lait  spots. 
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FIGURE  2 

Roentgenograph  demonstrates 
extrinsic  erosion  of  carpal  bones 
and  soft-tissue  changes  of  neu- 
rofibroma along  the  ulnar  bor- 
der of  the  forearm. 


Recently,  the  pain  at  the  wrist  increased. 
Neurologic  examination  revealed  decreased  two- 
point  discrimination  in  the  index  and  third  fin- 
gers. Radiographs  demonstrated  extrinsic  ero- 
sion of  the  navicular,  trapezium,  and  pisiform 
bones.  (There  have  been  no  soft  tissue  changes 
of  the  neurofibroma  along  the  ulnar  border  of  the 
forearm  and  elbow  since  early  childhood,  except 
for  a very  mild  thickening  in  the  carpal  area.) 
(Figure  2) 


Electromyography  of  the  median  intrinsic 
muscles  demonstrated  scattered  fibrillations  and 
positive  waves;  proximal  muscles  were  consid- 
ered normal.  Median  nerve  conduction  velocity 
was  measured  at  49.7  meters  per  second  and 
sensory  latency  was  3.6  milliseconds;  these  were 
considered  borderline  abnormal. 


As  continued  use  of  a volar  splint  did  not 
alleviate  her  symptoms,  surgery  was  advised. 
At  surgery,  abnormal  tissue  resembling  neu- 
rofibromatosis, which  bulged  through  the 
incision,  was  encountered  immediately  under 
the  skin.  (Figure  3)  The  abnormal  tissue  in- 
volved the  transverse  carpal  ligament  and  was 
found  deep  in  the  carpal  tunnel.  The  median 
nerve  was  found  to  be  normal;  biopsy  of 
the  tenosynovium  and  epineural  tissue  was  ob- 
tained. Deep  to  the  carpal  canal,  the  synovium 
of  the  carpus,  which  appeared  normal,  was  bi- 
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FIGURE  3 

Intraoperative  photograph  of  neu- 
rofibroma immediately  deep  to 
the  skin. 
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opsied.  Postoperatively,  the  wrist  pain  resolved, 
the  wound  healed  uneventfully,  and  there  has 
Deen  no  recurrence  of  the  patient’s  symptoms. 

Histological  examination  showed  the  lesion  to 
be  a neurofibroma.  The  subcutaneous  tissue 
demonstrated  fibro-fatty  tissue  in  which  nerve 
bundles  were  identified.  (Figure  4)  Several 
of  the  nerve  bundles  contained  peripheral  layers 
of  compact  nerve  tissue  surrounding  fibers  that 
had  a looser  arrangement.  The  nuclei  were 
frequently  arranged  in  a palisading  pattern.  The 
same  histological  appearance  was  seen  in  the 
tenosynovium  and  epineural  tissue  around  the 
median  nerve.  The  synovium  overlying  the  car- 
pus was  normal  fibrous  tissue  showing  no  signs 
of  neurofibromatosis. 

Discussion 

Neurofibromata  associated  with  neurofibro- 
matosis of  von  Recklinghausen’s  disease  rarely 
cause  carpal  tunnel  syndrome.6  This  report 
describes  a patient  with  an  unusual  presentation 
of  both  carpal  tunnel  syndrome  and  neurofibro- 
matosis. In  our  patient,  the  clinical  manifesta- 
tions of  neurofibromatosis  were  confined  to  the 
right  upper  extremity  and  consisted  of  general- 
ized limb  hypertrophy  including  bony  and  soft 
tissue  elements,  an  unusual  cafe-au-lait  spot, 
subcutaneous  neurofibromata,  and  a peripheral 
neuropathy.  The  osseous  lesions  found  con- 
sisted of  extrinsic  carpal  bone  erosion.7  The 


median  nerve  neuropathy  across  the  wrist  was 
suspected  to  be  extrinsic  compressive  neuropathy, 
but  preoperatively  the  concern  was  the  pos- 
sibility of  significant  intrinsic  involvement  of 
the  nerve.  The  large  subcutaneous  swelling 
was  confirmed  as  neurofibromata  with  nerve  bun- 
dles. 

Pulvertaft  described  two  similar  patients,  in 
one  of  whom  the  median  nerve  sheath  was  in- 
volved with  fibro-fatty  tissue  consistent  with 
neurofibromatosis,  but  in  which  no  nerve  ele- 
ments were  found.  In  his  second  patient,  the 
median  nerve  was  grossly  involved  and  “lost  its 
identity  in  a mass  of  homogenous  tissue.”8  In  our 
patient,  the  neurofibroma  compressed  the  median 
nerve  by  involvement  of  the  median  nerve 
sheath  and  expansion  of  neurofibromatosis  with- 
in the  carpal  tunnel. 

Summary 

Carpal  tunnel  syndrome  caused  by  extrinsic 
compression  or  intrinsic  involvement  of  the  me- 
dian nerve  by  neurofibromatosis  is  rare.  The 
salient  clinical,  roentgenographical,  and  histo- 
logical features  of  a patient  with  neurofibroma- 
tosis and  carpal  tunnel  syndrome  secondary  to 
extrinsic  compression  of  the  median  nerve  are 
presented.  Unique  features,  including  nerve 
elements  found  in  the  fibro-fatty  connective  tis- 
sue, are  described. 


FIGURE  4 

Histologic  specimen  demonstrat- 
ing a whorl  of  neurofibroma. 
(Hemotoxylin  and  eosin  stain, 
400X  magnification.) 
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Protect  your  employees,  your 
company,  and  yourself  from  the 
personal  suffering  and  financial  loss 
of  cancer... call  your  local  unit  of  the 
American  Cancer  Society  and  ask 
for  their  free  pamphlet,  “Helping  Your 
Employees  to  Protect  Themselves 
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New,  Customized,  Energy  Efficient,  Convenient. 


Introducing  the  new  Corporate 
Center  at  Wilton,  where  you  can 
now  lease  office  space  in  a 
new,  top-quality  building  — in 
a campus-like  setting  — at  a 
strategic  location. 

You  can  lease  from  1,000  to 
48,000  square  feet  and  expand 
as  your  business  expands.  The 
units  are  customized  and  each 
has  its  own  private  entrance. 


They're  energy  efficient  from 
top  to  bottom,  and  that  means 
savings  for  you.  And  their  loca- 
tion offers  numerous  advantages 
not  found  in  most  suburban 
office  complexes. 

You  owe  it  to  yourself  and  your 
business  to  check  out  the  new 
Corporate  Center  in  Wilton.  Call 
today  for  a brochure  or  more 


information.  Call  Joe  Remedio 
Jr.  at  (302)  429-7200  or  Connie 
Wilds  at  (302)  655-9621. 


Offered  jointly  by  Patterson-Schwartz 
& Associates,  Inc.  and  P.  Gerald  White, 
Inc.,  Realtors,  Wilmington,  Delaware. 


A 

JL  A~re  there  any  car  dealers 
left  in  the  world 
who  still  practice  the  fine  art 
of  attention  to  detail? 


Precious  few. 


Delaware  Cadillac 


1984  Delaware 
Cadillac  Coupe 
Deville 

UNDER  $16,000 


llll 


Compare  a Delaware 
Cadillac  with  any 
other  luxurious 
automobile. 


IlliUfl 


iuJ 


Delaware  Cadillac 


Pennsylvania  Avenue 
& DuPont  Street 


Wilmington,  Del. 
(302)  656-3100 


Open  Monday,  Wednesday  and  Thursday  8 a.m.  to  9 p.m.; 
Tuesday  and  Friday  8 a.m.  to  6 p.m.;  Saturday  10  a.m.  to  4 p.m. 


The  View  Box 


John  S.  Wills,  M.D.,  Editor 


This  month’s  View  Box 


was  contributed  by  Huyen  D.  Tran,  M.D.,  and  James  F.  Lally,  M.D. 


ABDOMINAL  COMPUTED  TOMOGRAPHY 
IN  A MAN  WITH  LUNG  CANCER 


FIGURE  1 

Computed  tomographic  section  of  the  upper  abdomen  of  a 56-year-old 
white  male  with  known  small  cell  carcinoma  of  the  lung. 


WHAT  IS  YOUR  DIAGNOSIS? 


Dr.  Tran  is  a fourth-year  resident  in  Diagnostic  Radiology  at 
The  Wilmington  Medical  Center. 

Dr.  Lally  is  an  Associate  in  the  Department  of  Radiology  at 
The  Wilmington  Medical  Center. 
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The  View  Box 


FIGURE  2 


CT  section  through  adrenals  shows  bilateral  adrenal 
masses  consistent  with  metastases. 


FIGURE  3 


CT  of  another  patient  showing  normal  adrenals 
for  comparison. 


Routine  abdominal  computed  tomography 
(CT)  has  been  advocated  as  part  of  the  staging 
treatment  of  all  patients  with  small  cell  carci- 
noma of  the  lung.  Due  to  the  high  incidence 
of  widespread  dissemination  with  this  cell  type, 
about  one-third  of  these  patients  will  show  liver 
or  adrenal  metastases  on  the  abdominal  CT.1,2 
This  information  is  not  only  helpful  for  prog- 
nosis, but  also  gives  a baseline  for  CT  follow-up 
of  the  effectiveness  of  treatment. 

In  patients  with  nonsmall  cell  carcinoma  of 
the  lung,  detection  of  metastases  directs  the 
therapeutic  approach.  In  a recent  retrospective 
series,  adrenal  metastases  were  found  incident- 
ally during  chest  CT  in  one-fifth  of  patients  with 
nonsmall  cell  carcinoma  of  the  lung  who  were 
initially  considered  potentially  resectable.3  These 
patients  received  radiation  therapy  rather  than 
thoracotomy. 

There  is  disagreement,  however,  on  the  utility 
of  routine  chest  CT  as  a staging  procedure  be- 


fore thoracotomy  in  these  patients.  Similarly, 
it  is  not  clear  whether  all  patients  with  nonsmall 
cell  carcinoma  of  the  lung  should  have  routine 
CT  of  the  adrenals  before  undergoing  thora- 
cotomy. If,  however,  CT  of  the  chest  is  to  be 
done,  the  adrenals  certainly  should  be  evaluated 
as  this  is  easily  performed  with  a few  extra 
sections  performed  during  CT  of  the  chest.  For 
these  patients,  CT  of  the  chest  and  adrenals 
needs  to  be  specifically  requested. 

If  an  adrenal  or  hepatic  mass  is  detected,  CT 
guided  percutaneous  aspiration  biopsy  is  a safe 
and  effective  way  to  obtain  cells  for  tissue  diag- 
nosis.4 


REFERENCES 

1.  Vas  W,  Zylak  CJ,  Mather  D,  et  al.  The  value  of  abdominal 
computed  tomography  in  the  pre-treatment  assessment  of  small 
cell  carcinoma  of  the  lung.  Radiology.  1981;  138:417-418. 

2.  Dunnick  NR,  Ihde  DC,  Johnston-Early  A.  Abdominal  CT  in  the 
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3.  Nielsen  ME  Jr,  Heaston  DK,  Dunnick  NR,  et  al.  Pre-opera- 
tive CT  evaluation  of  adrenal  glands  in  non-small  cell  broncho- 
genic carcinoma.  Am  J Roentgenol.  1982;  1 39 :317-320. 

4.  Heaston  DK,  Handel  DB,  Ashton  PR,  et  al.  Narrow  gauge 
needle  aspiration  of  solid  adrenal  masses.  Am  J Roentgenol. 
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Letters  to  the  Editor 


To  the  Editor: 

I have  been  asked  by  the  Delaware  Board 
of  Medical  Practice  to  comment  upon  the  scope 
of  practice  afforded  to  physicians’  assistants  un- 
der Delaware  law.  Other  physicians  in  Dela- 
ware may  be  interested  in  an  assessment. 

There  is  no  Delaware  statute  which  provides 
for  separate  licensure  or  certification  of  physi- 
cians’ assistants.  There  is  no  specification  of 
formal  education  or  clinical  experience  which 
must  be  obtained  by  a person  before  he  can  act 
as  a physician’s  assistant  in  Delaware.  The 
authority  of  a person  to  act  as  an  assistant  to  a 
physician  is  set  forth  in  24  Del.  C.  1703(e)(7). 
That  paragraph  provides  that  the  licensing  re- 
quirements specified  in  the  Medical  Practice  Act 
shall  not  prevent  a person  from  rendering  medi- 
cal, surgical  or  health  services  if  such  services 
are  rendered  under  the  supervision  and  control 
of  a licensed  physician.  The  brief  statement 
contained  in  section  1703(e)(7)  enables  per- 
sons acting  under  the  supervision  and  direction 
of  a physician  to  render  some  medical,  surgical 
or  health  services  even  though  that  individual 
is  not  licensed  as  a physician  himself.  However, 
section  1703(e)(7)  itself  is  silent  as  to  the  type 
of  supervision  which  is  required  of  the  physi- 
cian and  the  type  of  medical  services  which  may 
be  rendered  by  the  person  assisting  the  physician. 

The  Board  of  Medical  Practice  has  passed  a 
regulation  concerning  the  supervision  which  phy- 
sicians must  give  to  persons  acting  under  the 
provisions  of  section  1703(e)(7).  The  Board 
has  interpreted  section  1703(e)(7)  as  requiring 
that  the  supervising  physician  be  physically 
present  on  the  premises  and  immediately  avail- 
able, in  person,  for  consultation  and  assistance. 
Therefore,  a physician’s  assistant  has  authority 
to  act  on  behalf  of  the  physician  only  when  the 


physician  is  physically  present  on  the  premises 
and  available  for  consultation. 

Although  section  1703(e)(7)  does  not  itself 
specify  the  types  of  medical  services  which  a 
person  acting  under  the  supervision  of  a phy- 
sician may  render,  the  Delaware  Supreme  Court 
has  provided  guidance  in  this  area.  In  State 
Board  of  Examiners  of  Optometry  v.  Kuhwald, 
Del.  Supr,  389  A.2d  1277  (1978),  the  Delaware 
Supreme  Court  reviewed  the  issue  of  the  scope 
of  practice  afforded  to  physicians’  assistants. 
In  that  case,  Mr.  Kuhwald,  who  was  not  a 
licensed  physician,  asserted  that  he  was  able  to 
fit  contact  lenses  for  patients  because  he  was 
acting  under  the  supervision  of  a physician.  The 
Delaware  Optometry  Act  specifically  provided 
that  the  fitting  of  contact  lenses  is  considered  the 
practice  of  optometry.  In  reviewing  the  scope 
of  practice  afforded  to  persons  acting  under  the 
supervision  of  a physician  under  section  1703 
(e)(7),  the  Delaware  Supreme  Court  reviewed 
the  purpose  announced  by  the  General  Assembly 
when  it  enacted  the  legislation.  In  particular, 
the  Court  quoted  the  preamble  to  the  Bill.  One 
of  the  paragraphs  to  the  preamble  to  the  Bill 
stated: 

WHEREAS,  it  is  the  purpose  of  this 
Act  to  provide  a means  by  which  para- 
medical personnel,  such  as  nurses,  phy- 
sician assistants  and  others  performing 
limited  medical  services  may  be  uti- 
lized in  freeing  physicians  of  time- 
consuming  chores  more  easily  handled 
by  the  paramedical  personnel. 

In  light  of  the  purpose  which  the  General 
Assembly  stated  in  enacting  section  1703(e)(7), 
the  Court  ruled  that  a physician’s  assistant  could 
perform  only  “limited  medical  services”  and 
“time-consuming  chores.”  The  Court  went  on  to 
rule  that  the  fitting  of  contact  lenses,  which  was 
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included  within  the  definition  of  the  practice 
of  optometry,  could  not  be  classified  as  either  a 
limited  medical  service  or  a time-consuming 
chore.  Therefore,  Mr.  Kuhwald  was  without 
authority  to  fit  contact  lenses  under  the  phy- 
sician’s assistant  exception. 

My  office  recently  reviewed  the  issue  of  a 
hospital  regulation  which  permitted  physicians’ 
assistants  to  enter  orders  in  the  hospital  on  a 
patient’s  medical  record.  The  hospital  regula- 
tion further  required  the  physician  to  counter- 
sign the  order  within  twenty-four  hours  after  its 
entrv.  In  the  opinion,  it  was  indicated  that  a 
physician’s  assistant  is  not  precluded  from  en- 
tering an  order  on  a medical  record.  However, 
a physician’s  assistant  could  enter  orders  only 
which  relate  to  “limited  medical  services”  or 
“time-consuming  chores.”  In  particular,  my 
office  commented  that  under  the  Kidnoald  de- 
cision, a physician’s  assistant  cannot  indepen- 
dently order  treatment. 

In  summation,  it  would  appear  that  a phy- 
sician’s assistant  acting  under  the  provisions  of 


Jefferson 
Medical  College 
of 

Thomas  Jefferson  University 

presents 

2ND  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE 
May  16-18,  1984 
at 

The  Hershey  Philadelphia  Hotel 

A three  day  intensive  symposium  sponsored  by  the 
Department  of  Medicine,  Jefferson  Medical  College. 

1025  Walnut  Street,  Philadelphia,  Pennsylvania. 

[ A(EMh\  approve(j  20  credit  hours  in  Category  I 
Willis  C Maddrey,  M.D.  Program  Director 
John  H Martin,  M.D.  Associate  Director 

A registration  fee  of  $375  00  includes  course  syllabus, 
continental  breakfasts,  coffee  breaks,  luncheons  and  a reception-dinner 


For  information  and  registration, 
call  the  Office  of  CME  at  (215)  928-6992 


section  1703(e)(7)  has  the  ability  to  perform 
only  the  services  which  may  be  fairly  charac- 
terized “limited,  medical  services”  or  “time-con- 
suming chores.”  The  physician’s  assistant  may 
not  independently  diagnose  or  order  treatment. 
In  addition,  under  Board  regulation,  the  physi- 
cian who  supervises  a person  under  the  pro- 
visions of  section  1703(e)(7)  must  be  physi- 
cally present  on  the  premises  whenever  an  assis- 
tant is  rendering  medical  care. 

Edward  F.  Kafader 

Mr.  Kafader  is  the  Deputy  Attorney  General  for  the  State  of 
Delaware. 


PHYSICIANS  AND  THE  CIGARETTE  PANDEMIC 

To  the  Editor: 

An  event  of  monumental  significance  in  the 
medical  publishing  world  occurred  late  last  year 
with,  in  my  opinion,  insufficient  acknowledge- 
ment. I refer  to  the  publication  in  December  of 
an  issue  of  the  New  York  State  Journal  of  Medi- 
cine (NYSJM)  devoted  entirely  to  tobacco. 

This  is  not  the  first  time  this  has  been  done, 
nor,  probably,  will  it  be  the  last.  What  is  un- 
fortunate is  that  such  an  issue,  entirely  devoted 
to  smoking,  is  not  seen  often  enough.  This  is 
especially  true  considering  the  depth  (340,000 
tobacco-related  deaths  in  the  U.S.  in  1983)  and 
scope  ( $13  billion  in  direct  health  care  expenses 
each  year)  of  the  cigarette  “pandemic”  as  the 
leading  preventable  cause  of  morbidity  and  mor- 
tality in  the  Western  world.  The  December 
issue  of  the  NYSJM  contains  statements  by  the 
last  five  Surgeons  General  of  the  United  States 
on  smoking,  as  well  as  an  interview  with  the 
present  one,  C.  Everett  Koop,  M.D.  It  also  contains 
information  on  the  politics  and  ethics  (or  lack 
thereof)  of  the  tobacco  industry  in  the  United 
States  and  the  rest  of  the  world. 

The  issue  also  includes  practical  advice  for 
the  physician  on  what  s/he  can  do  to  help  pa- 
tients quit  smoking.  I feel  confident  that  most, 
if  not  all,  physicians  realize  the  hazards  of 
smoking.  I do  not  feel  as  confident  that  all  phy- 
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sicians  are  doing  as  much  as  they  can,  within 
reason,  to  assist  their  patients  who  still  smoke. 
Studies  indicate  the  importance  of  physician  en- 
couragement in  getting  patients  to  quit.  Two 
articles  in  the  NYSJM  offer  advice  as  to  how  best 
to  proceed.  A third  article  offers  a “positive 
health  strategy”  for  the  waiting  room,  including 
a list  of  magazines  that  do  not  accept  cigarette 
advertising.  Do  not  look  for  the  usual  denizens 
of  the  waiting  room  such  as  Time,  Newsiueek,  or 
Sports  Illustrated  on  this  list;  they  are  the  three 
leading  magazines  with  respect  to  advertising 
revenue. 

I encourage  all  physicians  to  take  the  time 
to  read  the  December  1983  issue  of  the  New 
York  State  Journal  of  Medicine.  They  owe  it 
to  themselves  and  their  patients. 

Mark  Glassner,  M.D. 

Editor’s  Note— Dr.  Glassner,  a resident  in  Family  Practice  at 
The  Wilmington  Medical  Center,  is  currently  involved  in  starting 
a Delaware  chapter  of  the  national  organization  DOC  (Doctors 
Ought  to  Care),  a group  designed  to  educate  teens  and  preteens 
on  various  health  issues,  including  smoking.  Those  interested  in 
learning  more  about  DOC  can  contact  Dr.  Glassner  at  428-2925. 

Dr.  Glassner  is  a third-year  resident  in  the  Department  of 
Family  Practice  at  The  Wilmington  Medical  Center. 


FOR  SALE 

Used  Physician  Office  Computer  System 
1 8 Months  Old— Like  New! 

VECTOR  GRAPHIC  SYSTEM  3005 
(VECTOR  III) 

• 5%  inch  Seagate  Winchester-type  hard 
disk  drive 

• 56  K Available  random  access  memory 

• Industry  compatible  CP/M  2.2  operating 
system 

• EPSON  MX-100  Dot  Matrix  printer 

• LEX-11  Acoustically  coupled  modem 

• TRS  80  Radioshack  line  filter 

• 51  Double-sided,  double-density  diskettes 

• Complete  medical  software  programs  for 
patient  accounts,  billing,  aged  trial  bal- 
ance, insurance  claims,  ICDA  usage  and 
many  others. 

COST:  50%  original  price 

(302)  762-6650 


— Sudden 
Cardiac 
Death: 

Detection  and 
Prevention 


A one-day 
symposium  in 
Philadelphia 
Saturday,  May  5, 1984 
9 a.m.  to  4 p.m. 

Five  noted  specialists  present  a review 
of  current  advances  in  the  detection  and 
treatment  of  the  high  risk  patient  likely  to 
suffer  sudden  cardiac  death.  Subjects  in- 
clude detection,  pharmaceutical  approaches, 
current  and  to-be-available  therapy,  new 
pacemakers,  internal  cardioverters  and  de- 
fibrillators, and  surgical  approaches. 

Faculty:  Joel  Morganroth,  M.D.,  Professor  of 
Medicine  and  Pharmacology,  Director,  Sudden 
Death  Prevention  Program,  Hahnemann  Uni- 
versity; J.  Thomas  Bigger,  Jr.,  M.D.,  Professor 
of  Medicine  and  Pharmacology,  Columbia  Uni- 
versity, Director,  Arrhythmia  Control  Unit, 
Columbia-Presbyterian  Medical  Center;  Donald 
C.  Harrison,  M.D.,  William  G.  Irwin  Professor 
of  Cardiology,  Chief  of  Cardiology,  Stanford 
University  School  of  Medicine;  Aldan  H.  Harkin, 
M.D.,  Professor  of  Surgery,  University  of  Penn- 
sylvania School  of  Medicine;  Scott  Spielman, 
M.D.,  Associate  Professor  of  Medicine,  Co- 
Director,  Electrophysiology,  Hahnemann  Uni- 
versity. 

For  enrollment  information: 

Dr.  Vail  P.  Garuin,  Warminster  General 
Hospital,  225  Neivtown  Road, 
Warminster,  PA  18974.  (215)  441-6600. 

5 Category  1 credit  hours  approved. 

A 10th  Anniversary  Program  of 


— Warminster  General  Hospital  — 

Division  ot  United  Hospitals.  Inc 

Wajminster,  PA  18974 
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EDB  CONTAMINATION  PUT  IN  PERSPECTIVE 

To  the  Editor: 

If  state  health  commissioners  see  fit  to  ban 
grain  products  containing  even  less  ethylene  di- 
bromide (EDB)  than  the  EPA-recommended 
maximum  allowable  amount,  then  they  are  ob- 
liged to  ban  immediately: 

Automobiles,  home  cooking,  wood  stoves,  fur- 
naces, coal  burners,  any  outdoor  burning,  smoked 
meats,  bacon,  sausage,  salami,  hotdogs,  some  im- 
ported beers,  and,  of  course,  cigarettes. 

All  of  the  aforementioned  either  produce  or 
can  contain  several  powerful  carcinogens  (poly- 
cyclic aromatic  hydrocarbons  [PAH],  nitrosa- 
mines  and  others)  at  or  exceeding  the  levels  of 
EDB  found  in  cake  mixes  and  other  grain  pro- 
ducts. 

For  example,  a well-done  charcoal-broiled  T- 
bone  steak  and  the  smoke  from  one  cigarette 
can  each  contain  100  parts-per-billion  (ppb)  of 
PAH,  some  of  which,  such  as  benzpyrene,  are  at 
least  as  carcinogenic  as  EDB. 

It  should  be  realized  that  the  current  uproar 
over  EDB  is  vastly  disproportionate  to  the  total 
chemical  insult  we  experience  from  environmen- 
tal chemical  carcinogens. 


As  to  the  use  of  “parts  per  billion”  (ppb) 
by  scientists  to  describe  the  low-level  contami- 
nation of  grain  products  by  EDB  ( and,  before 
that,  as  a measure  of  dioxin  levels  in  Missouri 
soil),  just  how  much  is  one  ppb? 

In  everyday  language: 

One  ppb  is  one  inch  in  16,000  miles,  or  roughly 
two-thirds  of  the  distance  around  the  earth. 

One  ppb  is  one  second  in  33  years,  or  one 
minute  in  the  time  elapsed  since  the  birth  of 
Christ. 

One  ppb  is  one  pennv  in  $10  million. 

One  ppb  is  one  teaspoon  of  fertilizer  spread 
evenly  over  a garden  of  5,000  acres. 

One  ppb  is  equivalent  to  four  drops  of  water 
in  a filled  Olympic-sized  swimming  pool  (64,000 
gallons). 

Or,  for  those  of  you  on  a low-carbohydrate 
diet,  one  ppb  is  one  crouton  in  a salad  weighing 
500  tons. 

Gordon  W.  Gribble,  Ph.D. 

Dr.  Gribble  is  professor  of  chemistry  at  Dartmouth  College,  Han- 
over, New  Hampshire. 

This  letter  is  reprinted  with  permission  from  the  February  19, 
1984,  New  York  Times . 


BRO 

HOME  HEALTH  CARE  CENTER 


WHEEL  CHAIRS 
WALKING  AIDS 
T.E.N.S.  UNITS 
BATHROOM 
SAFETY  AIDS 


• SURGICAL  SUPPORTS 

• ORTHOPEDIC  BRACES 

• SPORT  SUPPORTS 

• ELASTIC  STOCKINGS 

• TRUSSES 


SERVING  THE  MEDICAL  PROFESSION 
FOR  OVER  A QUARTER  CENTURY" 


SAi  I S 
RtMM  S 
SKR \ ICI 


608  NO.  UNION  STREET 

WILM..  DEL 
PHONE  652-0300 
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MEDICAL 

DIRECTOR 

The  Delaware  League  for  Planned  Parent- 
hood, Inc.  is  seeking  a BOARD  CERTIFIED 
OB/GYN  to  fill  a part-time  (possibly  ex- 
panding to  full-time)  position  at  its  new 
Wilmington  medical-surgical  facility. 
Competitive  salary,  plus  incentives  and 
benefits. 

Please  respond  with  curriculum  vitae  to: 

Search  Committee 
625  SHIPLEY  STREET 
WILMINGTON,  DELAWARE  19801 


FOR  LEASE  IN  SOUTHERN  DELAWARE 

SUITE  OF  OFFICES 

SEVEN  ROOMS 

Equipped  for  cardiology  with  EKG,  vertical 
fluoroscope  ultra  sound,  autoclave. 
Nurse,  receptionist,  janitor  available. 

All  rooms  recently  refurbished. 

Office  seven  miles  from  nearest  hospital  in 
Delaware.  Fourteen  miles  from  Salisbury, 
Maryland. 

REASON  FOR  LEASING- 
RETIREMENT 

CALL  (302)  875-3610 


HAPPY  HARRY’S  HOME  HEALTH  CARE 

Everything  for  your  patient’s  good  Health 

JOBST 


Best  seat  in  the  house. 


Get  the  best  seat  in 
the  house  Sit  in  a 
Hydro-Float 


Medical  studies  indicate  vou  II  sit  more  romtortably  on 
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NONINVASIVE  CARDIAC  TESTING 
A LOGICAL  APPROACH 


Richard  F.  Gordon,  M.D. 


"Knowledge  is  not  a loose-leaf 
notebook  of  facts.  Above  all, 
it  is  a responsibility  for  the 
integrity  of  what  we  are,  primarily 
of  what  we  are  as  ethical  creatures.” 

— Jacob  Bronowski 

Noninvasive  testing  has  assumed  a key  role 
in  the  diagnosis  and  treatment  of  cardiac  disease. 
It  has  been  20  years  since  Edler  introduced 
echocardiography  to  diagnose  mitral  stenosis 
and  Master  introduced  exercise  testing  in  the 
diagnosis  of  ischemic  heart  disease.  The  ad- 
vances since  then  have  been  truly  astounding, 
utilizing  the  most  sophisticated  technology.  And 
yet,  as  is  true  in  so  many  other  fields  of  medi- 
cine, the  appropriate  use  of  such  testing  some- 
times falls  short  of  the  inherent  potential.  What 
tests  to  order  for  which  patient  and  at  what  cost 
are  common  questions  asked  by  many.  This 
article  will  attempt  to  present  a logical  approach 
in  dealing  with  these  problems. 

Table  1 lists  the  noninvasive  cardiac  tests  cur- 
rently available.  Their  intelligent  use  demands 
an  understanding  of  Bayes’  Theorem,  which 

Dr.  Gordon  is  a senior  in  the  Department  of  Medicine’s  Section 
of  Cardiology  at  The  Wilmington  Medical  Center. 


states  that  the  predictive  value  of  a test  in  ques- 
tion depends  on  the  incidence  of  disease  in  the 
population  studied.1  This  means  that  a test  will 
have  little  diagnostic  value  when  performed  in 
a population  with  a low  incidence  of  disease  in 
question.  Thus  a stress  test  performed  on  a 
group  of  young  asymptomatic  females  in  which 
the  incidence  of  coronary  artery  disease  is  low 
will  result  in  an  intolerably  high  number  of 
false  positive  tests.  The  test  will  have  much 
greater  predictive  value  when  performed  in  a 
population  of  symptomatic  older  males.  This 
concept  is  true  not  only  for  exercise  testing  but 
for  all  the  noninvasive  tests  in  use,  and  is  the 
reason  why  none  should  be  used  for  screening 
purposes. 

There  are  four  uses  of  the  exercise  or  stress 
electrocardiogram:  evaluation  of  chest  pain, 
quantitation  of  ischemic  response,  evaluation  of 
arrhythmia,  and  estimation  of  functional  capac- 
ity. Of  these  four  items,  the  first,  the  evaluation 
of  chest  pain  when  attempting  to  diagnose  coro- 
nary artery  disease,  is  the  most  frequent  reason 
stress  tests  are  done  or  called  for.  However, 
even  when  used  in  a proper  subset  of  the  popu- 
lation, the  stress  test  is  far  from  perfect.  In  one 
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TABLE  1 

Noninvasive  Testing 

1.  Exercise  EKG 

2.  Nuclear  Cardiology 

A.  Myocardial  Perfusion  Scintigraphy 

B.  Radionuclide  Angiography 

C.  Myocardial  Infarct  Imaging 

3.  Dynamic  Ambulatory  Monitoring  (Holter) 

4.  Echocardiography 

5.  Future: 

Digital  Subtraction  Angiography 
Computerized  Tomography 
Single  Photon  Emission  Tomography 
Nuclear  Magnetic  Resonance 
Doppler  Echocardiography 


study  of  1,500  symptomatic  patients,  the  sensi- 
tivity of  the  stress  test  was  66%  although  the 
specificity  was  a high  92%.2 

To  improve  upon  this,  the  use  of  radionuclides 
in  conjunction  with  the  exercise  test  has  been 
advocated.  The  isotopes  employed  either  mea- 
sure regional  myocardial  blood  flow  or  per- 
fusion — Thallium-201  (myocardial  perfusion 
scintigraphy)  — or  they  image  the  intracardiac 
blood  pool  allowing  assessment  of  regional  and 
global  cardiac  function  — Technitium-99m  (ra- 
dionuclide angiography).  The  latter  technique 
also  allows  measurement  of  cardiac  function  at 
rest,  which  the  former  does  not,  and  allows 
assessment  of  shunts.  With  the  use  of  these 
two  techniques,  a considerably  higher  predic- 
tive value  for  exercise  testing  can  be  obtained, 
as  noted  in  Table  2.3 

Which  radionuclide  test  should  be  performed 
is  dependent  on  personal  bias,  laboratory  capa- 


TABLE  2 


Sensitivity 

Specificity 

Exercise  EKG 

66% 

90% 

Myocardial  perfusion 

90% 

95% 

Scintigraphy 

Radionuclide 

95% 

1 00% 

angiography 


bilities  and  expertise,  and  available  equipment. 
Thallium  testing  may  be  advantageous  in  pa- 
tients with  arrhythmias  and  in  patients  with 
valve  disease  and  cardiomyopathy.  In  any  event, 
current  opinion  holds  that  except  in  the  clinical 
setting  where  exercise  electrocardiography  by 
itself  is  predictably  nondiagnostic,  a conventional 
exercise  test  should  be  performed  initially.  If 
this  does  not  provide  the  necessary  data,  then 
an  exercise  radionuclide  study  should  be  con- 
sidered. Table  3 lists  those  clinical  situations 
in  which  a radionuclide  study  should  be  used 
initially.4 

The  third  type  of  isotope  used  in  noninvasive 
testing  is  Technitium  pyrophosphate  (99mTc), 
used  for  myocardial  infarct  imaging.  This  test 
is  based  on  the  principle  that  the  radiopharma- 
ceutical will  sequester  within  acutely  damaged 
myocardium.  It  is  most  accurate  in  transmural 
rather  than  subendocardial  infarction  and  is  most 
sensitive  between  16  hours  and  6 days  after  onset 
of  symptoms.5  It  is  much  less  helpful  in  the 
first  few  hours  when  the  diagnosis  may  be  most 
in  question.  Thallium  has  also  been  used  to 
visualize  necrotic  tissue  but  is  less  helpful  in 
distinguishing  new  from  old  infarctions. 

Another  type  of  test  available  is  dynamic 
ambulatory  monitoring,  also  commonly  referred 
to  as  Holter  monitoring.  This  continuously  records 
and  processes  the  cardiac  rhythm  over  a 24-hour 


TABLE  3 

Radionuclide  First 

1.  Pre-existing  baseline  electrocardiogram  ab- 
normality. Left  bundle  branch  block.  Wolf 
Parkinson  White  syndrome.  Pacemaker 
rhythm. 

2.  Patients  with  limited  exercise  capacity. 

3.  Clinical  conditions  associated  with  high 
false  positive  electrocardiogram  results. 
Idiopathic  hypertrophic  subaortic  stenosis. 
Left  ventricular  hypertrophy.  Aortic  stenosis. 
Mitral  valve  prolapse.  Digitalis  use,  electro- 
lyte abnormalities. 

4.  Asymptomatic  patients  with  positive  test. 

5.  Symptomatic  patients  with  nondiagnostic  or 
negative  exercise  test. 
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period.  Various  types  of  arrhythmias  can  be 
detected  and  correlated  with  symptoms.  How- 
ever, in  patients  with  infrequent,  transient  rhythm 
disturbances  the  yield  may  be  low.  Some  of 
the  newer  cardiac  devices  utilizing  a transtele- 
phonic  electrocardiography  display  may  be  help- 
ful in  this  setting. 

Echocardiography  utilizes  pulsed  ultrasound 
to  record  internal  cardiac  structures  and  myo- 
cardial wall  motion.  Whereas  the  initial  M- 
mode  technique  is  still  utilized  in  all  examina- 
tions, the  recent  advent  of  2-dimensional  imaging 
has  allowed  for  greater  spatial  orientation  and 
a larger  area  of  the  heart  to  examine  (90°  sec- 
tion). This  has  proven  especially  valuable  in 
estimating  myocardial  wall  motion  and  function 
and  in  the  evaluation  of  valvular  and  congenital 
heart  disease.  Intracardiac  masses  are  also  beau- 
tifully displayed  in  this  format. 

Table  4 lists  the  various  structures  and  disease 
states  in  which  echocardiography  may  be  help- 
ful. It  no  longer  is  pertinent  to  compare  the 
relative  merits  of  M-mode  and  2-dimensional 
studies,  since  they  are  now  used  in  conjunction 
with  and  tend  to  complement  each  other. 

Table  5 illustrates  the  utility  of  echocardi- 
ography from  the  standpoint  of  the  clinical 


TABLE  4 

Clinical  Approach 

A.  Mitral  Valve 

1.  Mitral  stenosis 

2.  Mobile  atrial  masses 

3.  Mitral  regurgitation 

1.  Prolapse 

2.  Flail  leaflet 

3.  Papillary  muscle  dysfunction 

B.  Aortic  Valve 

1.  Aortic  stenosis 

2.  Subacute  bacterial  endocarditis 

C.  Tricuspid  Valve 

D.  Pulmonary  Valve 

E.  Prosthetic  Valve 

F.  Pericardial  Effusion 

G.  Idiopathic  hypertrophic  subaortic  stenosis 

H.  Coronary  artery  disease 
I.  Congenital  heart  disease 


TABLE  5 

Utility  of  Echocardiography* 

1.  Anterior  myocardial  ischemia— assessment 
of  the  motion  and  thickness  of  the  intra- 
ventricular septum. 

2.  Enlargement  of  the  cardiac  silhouette- 
differential  diagnosis  of  pericardial  fluid 
and  myocardial  dilation. 

3.  Unexplained  chest  pains— especially  use- 
ful in  diagnosing  mitral  valve  prolapse. 

4.  Hypotension  of  uncertain  cause— espe- 
cially useful  in  diagnosis  of  pericardial 
effusion  (as  a cause  of  pericardial  tam- 
ponade). 

5.  Fever  of  unknown  origin— differential  di- 
agnosis of  intracardiac  vegetation  and 
left  atrial  myxoma. 

6.  Systemic  arterial  embolism— differential 
diagnosis  of  left  atrial  myxoma;  intracar- 
diac vegetation  (from  infectious  or  maran- 
tic endocarditis);  mitral  valve  prolapse; 
and  calcific  valvular  disease. 

7.  Unexplained  pulmonary  edema  in  the 
presence  of  an  early  diastolic  sound—  dif- 
ferential diagnosis  of  occult  mitral  ste- 
nosis (and  opening  snap)  and  primary 
myocardial  disease  (with  protodiastolic 
gallop  sound). 

8.  Systolic  murmur  at  the  left  sternal  bor- 
der-differential diagnosis  of  mitral  valve 
prolapse;  idiopathic  hypertrophic  subaor- 
tic stenosis;  aortic  stenosis;  organic  mitral 
regurgitation;  and  ventricular  septal  de- 
fect. 

9.  Sudden  systolic  murmur  in  the  presence 
of  myocardial  infarction— identification  of 
a possible  flailing  mitral  leaflet  (papillary 
muscle  dysfunction,  chordae  tendinae  rup- 
ture), and  also  for  accurate  delineation 
of  myocardial  wall  motion,  including 
motion  of  interventricular  septum. 

10.  Nonpenetrating  cardiac  trauma— particu- 
larly useful  in  detecting  pericardial  effu- 
sion following  blunt  trauma  (ie,  steering 
wheel  injury). 

*From  Warren6 
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A THEORY  OF  MEDICAL  ETHICS,  by  Robert  M. 

Veatch,  Ph.D.,  Basic  Books,  Inc.,  New  York,  1981. 
387  pp.  Price  $9.95. 

The  author  has  done  research  on  problems  of 
ethics  in  the  life  sciences,  taught  medical  ethics 
to  medical  students  at  Columbia  University,  and 
since  1979  has  been  Research  Professor  at  the 
Kennedy  Institute  of  Ethics,  Georgetown  Uni- 
versity. 

Although  the  author  discusses  specific  real- 
life  cases,  including  abortion,  euthanasia,  trans- 
plants, resource  allocation,  and  human  experi- 
mentation, the  book  is  scholarly  and  dull. 

The  author  begins  by  tracing  statements  of 
medical  ethics  historically  from  the  Hippocratic 
Oath  to  the  current  AMA  Principles  of  Ethics, 
and  finds  them  all  wanting.  He  insists  that  the 
foundations  of  medical  ethics  have  to  be  deeper 
than  a mere  consensus  of  societies  of  physicians, 
and  that  ethical  decisions  in  individual  cases 
must  never  be  left  to  the  clinical  judgment  of 
the  attending  physician  (he  might  be  wrong). 
It  is  not  enough  to  do  whatever  the  physician 
feels  will  benefit  the  patient.  Consideration  must 
be  given  to  the  “autonomy  and  dignity  of  the 
patient  and  to  the  needs  of  society  at  large.” 

The  author  insists  that  there  must  be  a strictly 
outlined  contract  or  covenant  between  society  at 
large  and  the  profession,  and  that  in  every  case 
clinical  decisions  must  follow  the  exact  dictates 
of  this  code,  not  the  opinion  of  the  individual 
physician  at  the  moment. 

In  this  covenant  the  author  includes,  among 
others,  keeping  promises,  absolute  honesty  (in- 
cluding details  of  diagnosis  and  prognosis),  free- 


dom of  choice  (of  patient  and  physician),  never 
take  a life  (even  for  reasons  of  mercy),  striving 
always  for  equality  of  access  to  health  care,  and 
acknowledging  the  moral  importance  of  treating 
one  another  with  respect,  dignity,  and  com- 
passion. 

Although  I can  agree  with  much  of  what  Dr. 
Veatch  has  so  painstakingly  outlined,  I object  to 
his  leaving  so  very  little  to  the  ethical  clinical 
judgment  of  the  attending  physician. 

David  Platt,  M.D. 


THE  VIRUS:  A HISTORY  OF  THE  CONCEPT,  by 

Sally  Smith  Hughes,  Neale  Watson  Academic 
Publications,  Inc.,  New  York,  1977.  142  pp.  Price 
$12.00. 

Viruses,  in  the  last  few  decades  (the  era  of 
molecular  biology),  have  been  the  subject  of  in- 
tense research  internationally  and  on  a wide 
variety  of  disciplinary  fronts.  The  relatively 
simple  structure  of  viruses,  and  the  potential  for 
understanding  more  complex  forms,  their  promi- 
nent role  in  causing  a diverse  spectrum  of  dis- 
eases, their  ubiquity,  and,  most  recently,  their 
potential  for  providing  a key  to  the  understand- 
ing of  oncogenesis,  all  have  made  viruses  the 
center  of  attention  in  many  of  the  “cutting  edge” 
fields  of  biomedical  research  today.  Sally  Smith 
Hughes’  historical  inquiry  into  the  process  by 
which  understanding  of  viruses  was  gained  is  an 
excellent  source  for  placing  recent  developments 
in  historical  context. 
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Indeed,  the  thrust  of  this  monograph  is  to 
demonstrate  a continuity  in  science,  the  accumu- 
lation and  transformation  of  the  meaning  of 
experimentally  acquired  knowledge.  Hughes 
appropriately  devotes  much  space  to  the  estab- 
lishment of  the  microbiological  context  from 
which  the  science  of  virology  emerged.  Through- 
out the  book  she  is  careful  to  show  changes  in 
the  experimenters’  contexts  of  thought,  how 
changes  in  theoretical  perspective  led  to  reinter- 
pretation of  facts. 

Although  the  methodology  of  the  book  hints 
at  a dialectical  consideration  of  the  history  of 
science  (much  in  vogue  today  among  historians 
of  science),  Hughes  does  not  do  violence  to  her 
facts  to  make  them  fit  preconceived  notions.  She 
has  noted  the  major  conflicts  in  each  era  as  well 
as  the  evidence  supporting  each  theoretical  per- 
spective. She  has  been  careful  to  document 
whether  or  not  investigators  were  aware  of  each 
other’s  evidence  by  quoting  passages  exhibiting 
the  investigators’  cross-references.  The  author’s 
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objective  methodology  may  perhaps  be  attributed 
to  her  dual  credentials  as  a researcher  and  a 
historian  of  science. 

Hughes  takes  us  from  the  early  19th  century 
to  the  present,  beginning  with  the  evolution  of 
the  germ  theory  of  disease.  The  initial  conflict 
between  the  contagionist  and  miasmatic  views 
was  at  least  partially  resolved  by  the  contribu- 
tions of  investigations  in  infectious  disease,  fer- 
mentation, and  plant  pathology.  The  landmark 
work  of  Koch  and  Pasteur  laid  the  cornerstone 
for  the  science  of  microbiology  as  it  is  known 
today.  With  the  germ  theory  at  least  generally 
accepted,  debate  centered  around  the  nature  of 
these  causative  agents  of  infectious  disease.  With 
the  development  of  such  technical  aids  as  the 
Chamberland  filter,  distinctions  were  drawn  upon 
the  characteristics  of  the  microorganisms,  eg, 
were  they  filterable  or  not.  However,  with  time 
it  became  clear  that  many  filtrates  of  serum  ob- 
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The  programs  listed  below  were  scheduled  prior  to  12/31  80 
and  conform  to  IRS  tax  deductibility  requirements  under  Sec 
602  of  the  Tax  Reform  Act  P L 94  445,  effective  1 1 77  with 
the  exception  of  the  Hawaiian  Conference,  which  conforms  to 
the  requirements  of  P L 97-424 


January  7 18  (from  Ft 
Lauderdale,  FL) 

1 1 Day  Caribbean 
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CHRISTIANA 

AUDIOLOGY 

ASSOCIATES  INCORPORATED 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 


BY  APPOINTMENT  (302)  454-7234 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 


RADIO  BROADCASTING  CO. 

A Metromedia  Company 

DELAWARE  S LARGEST  RADIO  PAGING  SERVICE 
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Book  Reviews 


tained  from  diseased  animals  retained  their 
pathogenicity.  Such  anomalous  findings  prompt- 
ed some  investigators,  notably  Beijerinck  at  the 
turn  of  the  century,  to  suggest  the  existence  of 
a contagium  vivum  fluidum,  a concept  which 
threatened  the  germ  theory  of  disease  in  many 
eyes.  However,  this  conflict  was  resolved  then 
by  the  gradual  elucidation  of  the  peculiar  prop- 
erties of  viruses  as  various  technical  break- 
throughs in  the  20th  century  allowed.  Thus, 
the  germ  theory  of  disease  caused  by  organized 
nonsoluble  entities,  although  not  always  as- 
suredly living,  was  preserved. 

This  book  is  a concise,  but  surprisingly  encom- 
passing, summary  of  the  emergence  of  modern 
virology  from  microbiology.  The  language  is 
sufficiently  precise  to  satisfv  microbiologists,  but 
sufficiently  readable  for  nonbiomedical  scholars, 
such  as  historians  of  science.  The  text  is  sup- 
ported by  11  tables  and  illustrations,  as  well  as 
two  appendices,  which  provide  some  notes  of 
further  historical  and  biographical  interest.  The 
bibliography  is  extensive,  relying  on  original 
papers  throughout  the  time  period  in  question, 
in  addition  to  review  articles  and  memoirs. 
Hughes’  book  is  admirably  satisfying  in  content, 
yet  of  untrying  length. 

Jussi  Saukkonen 

Mr.  Saukkonen  is  a third-year  medical  student  at  Jefferson 
Medical  College,  Philadelphia. 


HANDBOOK  OF  PEDIATRICS,  14th  Edition,  by 
Henry  K.  Silver,  M.D.,  C.  Henry  Kempe,  M.D.,  and 
Henry  B.  Bruyn,  M.D.,  Lange  Medical  Publishers, 
Los  Altos,  California,  1983.  883  pp.  Price  $13.00. 

This  book  is  an  attempt  to  produce  a compre- 
hensive pediatric  text  in  a pocket-sized  book.  It 
is  neither  comprehensive  nor  pocket-sized.  It  is 
packed  with  material  covering  the  entire  spec- 
trum of  pediatric  practice,  but  its  mostly  disease- 
oriented  format  and  rather  sketchy  treatment  of  | 
most  disease  entities  really  limits  its  usefulness 
as  a handbook  or  a reference.  It  might  be  best 
used  as  a review  book. 

The  most  useful  part  of  this  book  is  the  ap- 
pendix which  contains  drug  dosages,  normal 
laboratory  values  at  various  age  levels,  and  dif- 
ferential diagnosis  of  major  serious  signs  and 
symptoms.  The  chapters  on  skin  disorders,  pedi-  j 
atric  emergencies,  and  poisons  and  toxins  also  : 
give  this  book  some  value  as  a desk  reference. 
Most  of  the  information  seems  to  be  up  to  date, 
but  no  references  are  included. 

Those  who  need  a concise,  inexpensive  desk 
reference  should  look  at  Current  Pediatric  Diag- 
nosis and  Treatment,  which  is  by  the  same  au- 
thors and  publishers  as  this  handbook. 

Lawrence  M.  Markman,  M.D. 
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An  investment  in  income  producing  real  estate  designed  to  . . . 

— Preserve  and  protect  the  investors  capital. 

— Provide  quarterly  cash  distributions  to  investors  which  may  be  partially  or 
totally  sheltered  from  current  taxation. 

— Build  up  equity  in  partnership  properties  by  reducing  their  mortgages. 

— Generate  tax  deductions  for  investors  during  the  early  years  of  operation. 

— Provide  capital  gains  through  potential  appreciation  of  Partnership  properties. 

— Minimum  investment:  $5,000  — 

— Expected  partnership  life:  5-10  years  — 


For  more  complete  information  about  John  Hancock  Real  Estate 
Limited  Partnership,  including  charges  and  expenses,  please  write 
or  call  for  a Prospectus.  Read  it  carefully  before  you  invest  or 
forward  funds. 
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LEO  E.  S TRINE,  C.L.U. 

1404  Society  Drive,  Claymont,  DE  19703 
(302)  798-7444 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor®  (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms: 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae),  Haemophilus 
influenzae,  andS  pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor. 
Contraindicafion:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening. 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia.  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis. 

Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone.  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile.  Other 
causes  of  colitis  should  be  ruled  out. 

Precautions:  General  Precautions — If  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , pressor 
amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  may 
be  due  to  the  drug. 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  funct-on  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended. 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg's  solutions  and  also  with  Clinitest®  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy— Pregnancy  Category  B— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  1 2 times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 

Nursing  Mothers — Small  amounts  of  Ceclor  have  been  detected  in 
mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20,  0 21,  and  0 16  mcg/mlat  two,  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H,  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Pulvules®,  250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 


hour.  The  effect  on  nursing  infants  is  not  known  Caution  sho 
exercised  when  Ceclor’  (cefaclor.  Lilly)  is  administered  to  a n 
woman. 

Usage  in  Children — Safety  and  effectiveness  of  this  produi  J$ 
in  infants  less  than  one  month  of  age  have  not  been  establish! 
Adverse  Reactions:  Adverse  effects  considered  related  to  the 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of  p s 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  eithe  n 
or  after  antibiotic  treatment.  Nausea  and  vomiting  have  been  llefl 
rarely. 

Hypersensitivity  reactions  have  been  reported  in  about  1.5 
of  patients  and  include  morbilliform  eruptions  (1  in  100).  Pru 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  OH 
patients  Cases  of  serum-sickness-like  reactions  (erythema  | 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
reactions  are  apparently  due  to  hypersensitivity  and  have  usu  j 
occurred  during  or  following  a second  course  of  therapy  with 
Such  reactions  have  been  reported  more  frequently  in  childre  'ii 
adults.  Signs  and  symptoms  usually  occur  a few  days  after  ir  jn 
of  therapy  and  subside  within  a few  days  after  cessation  of  th 
No  serious  sequelae  have  been  reported.  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndromi  i 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  ha  j 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosim 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 id 
patients) 

Causal  Relationship  Uncertain — Transitory  abnormalities  i C 
laboratory  test  results  have  been  reported  Although  they  we 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting  j 
information  for  the  physician. 

Hepatic — Slight  elevations  of  SGOT,  SGPT,  or  alkaline  pho.‘  ;S 
values  (1  in  40) 

Hematopoietic — Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
(1  in  40). 

Renal— Slight  elevations  in  BUN  or  serum  creatinine  (less  1 
500)  or  abnormal  urinalysis  (less  than  1 in  200). 


* Many  authorities  attribute  acute  infectious  exacerbation  of  i 
bronchitis  to  either  S.  pneumoniae  or  H influenzae . 8 
Note:  Ceclor  is  contraindicated  in  patients  with  known  aller 
cephalosporins  and  should  be  given  cautiously  to  penicillin- 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophy 
rheumatic  fever  See  prescribing  information 
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In  Brief 


Impaired  Physician 
Program 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302)  654- 
1001.  The  anonymity  of  the  caller  is  assured. 


Colleagues  Elizabeth  Craven,  M.D.,  of  Wilmington,  has  been  appointed  by  Governor  Pierre 
in  the  News  S.  du  Pont,  IV,  to  serve  a one-year  term  on  the  state’s  Council  on  Services  for 
Children,  Youth,  and  Their  Families. 


Robert  W.  Cox,  M.D.,  of  Wilmington,  was  awarded  funds  by  the  Clinical  Re- 
search Committee  of  The  Wilmington  Medical  Center’s  Department  of  Medicine 
for  his  research  project,  “Study  of  a family  with  SLE  and  deficiency  of  the 
second  component  of  complement.” 


Bruce  W.  Karrh,  M.D.,  of  Wilmington,  has  been  elected  a trustee  of  Thomas 
Jefferson  University,  whose  only  academic  institution  is  Jefferson  Medical  College 
in  Philadelphia.  Dr.  Karrh  is  general  director  of  medical,  safety,  and  fire  pro- 
tection at  E.  I.  du  Pont  de  Nemours  & Co. 


Herbert  S.  Keating,  III,  M.D.,  P.  John  Pegg,  M.D.,  and  John  S.  Wills,  M.D. 
were  awarded  funds  by  the  Clinical  Research  Committee  of  The  Wilmington 
Medical  Center’s  Department  of  Medicine  for  their  research  project,  “What 
does  an  elevated  alkaline  phosphatase  mean  in  a diabetic  patient?” 


An  editorial  written  by  Jeffry  I.  Komins,  M.D.,  of  Wilmington,  “Bendectin: 
Another  Victim  of  Litigation?”  that  appeared  in  the  September  1983  Delaware 
Medical  Journal  was  reprinted  as  a Guest  Editorial  in  the  December  1983  Journal 
of  the  Indiana  State  Medical  Association. 


S.  Eric  Martin,  M.D.,  of  Wilmington  was  awarded  funds  by  the  Clinical  Re- 
search Committee  of  The  Wilmington  Medical  Center’s  Department  of  Medicine 
for  his  research  project  on  “Structural-Functional  Studies  of  the  Von  Wille 
brand  Protein.” 


Ehsanur  Rahman,  M.D.,  of  Wilmington,  was  awarded  funds  by  the  Clinical  Re- 
search Committee  of  The  Wilmington  Medical  Center’s  Department  of  Medicine 
for  his  research  project,  “Significance  of  elevated  left  ventricular  end  diastolic 
pressure  (LVEDP)  in  persons  with  chest  pain  but  normal  coronary  arteries  at 
heart  catheterization.” 
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In  Brief 


Eighth  Annual 
FLAP  Dissection 
Workshop 


Better  English 
for  Physicians 


OB-GYN 

Conference 


The  Wilmington  Medical  Center’s  Department  of  Pediatrics  has  dedicated  its 
Pediatric  Intensive  Care  Unit  to  the  memory  of  Herman  Rosenblum,  M.D., 
former  department  director.  Dr.  Rosenblum  died  in  September  1982.  He  was 
director  of  the  pediatric  department  from  1967  until  his  retirement  in  July  1982. 

William  L.  Sprout,  M.D.,  of  Wilmington,  was  one  of  the  authors  of  “Treatment 
of  Severe  Hydrofluoric  Acid  Exposures,”  an  article  that  appeared  in  the  Decem- 
ber 1983  Journal  of  Occupational  Medicine. 

Robert  Abel,  Jr.,  M.D.,  of  Wilmington,  spoke  on  “Updates  in  Ocular  Pharma- 
cology,” “Advances  in  Cataract  Surgery,”  and  “YAG  Laser  Indications  and  Ker- 
atoplasty” at  the  American  Society  of  Contemporary  Ophthalmology  in  March 
1984.  On  April  27,  Dr.  Abel  will  present  “Advances  in  YAG  Laser  Vitreous 
Surgery”  at  the  International  Ophthalmic  Lasers  Symposium  in  Washington,  D.C. 


Steven  L.  Edell,  D.O.,  of  Wilmington,  will  be  the  program  chairman  and  moder- 
ator for  Cardio-Pulmonary  Medicine — Update  1984,  the  Riverside  Hospital  Spring 
Seminar  to  be  held  on  April  21,  1984. 


CLINICAL  MEETINGS  AND  NOTICES 


The  Department  of  Plastic  Surgery  of  the  Eastern  Virginia  Medical  School  is  sponsor- 
ing the  Eighth  Annual  FLAP  DISSECTION  WORKSHOP  May  29-June  1,  1984, 
in  Norfolk,  Virginia.  This  intensive  course  is  designed  for  the  practicing  plastic 
surgeon  who  desires  to  improve  his  skills  in  modern  reconstructive  procedures.  The 
course  objective  is  one  of  a “how-to-do-it”  nature,  so  that  each  participant  can  readily 
incorporate  these  newer  procedures  into  his  practice  immediately.  Areas  to  be  dis- 
cussed include:  breast  reconstruction,  trunk  and  lower  extremity,  upper  extremity, 
head  and  neck,  and  microvascular.  Participants  in  the  program  will  be  eligible  for 
33.5  credit  hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  AMA. 
Registration  fee  for  the  workshop  is  $950  for  practicing  surgeons  and  $750  for  resi- 
dents. Contact:  Mrs.  Vicky  Martin,  Hague  Medical  Center,  Suite  300,  400  West 
Brambleton  Avenue,  Norfolk,  Virginia  23510.  Telephone:  (804)  623-1090. 

The  AMA  is  sponsoring  several  one-day  seminars  to  help  foreign-born  physicians  im- 
prove their  English  pronunciation.  The  workshops  will  be  held  in  Chicago  on  June 
2;  in  Washington,  D.C.  on  September  29;  and  in  Houston  on  November  10.  Contact: 
G.  K.  Jewett,  Department  of  Physician  Qualifications,  American  Medical  Association, 
535  N.  Dearborn  Street,  Chicago,  Illinois  60610.  Telephone:  (312)  645-4676. 

The  First  Long  Island  Assembly  of  Obstetrics  and  Gynecology  CURRENT  CON- 
CEPTS—1984  will  be  held  June  7-9,  1984,  in  Garden  City,  New  York.  The  program 
is  designed  for  obstetricians,  gynecologists,  and  residents.  The  program  is  sponsored  by 
the  Long  Island  Jewish-Hillside  Medical  Center,  Nassau  County  Medical  Center,  Nassau 
Hospital,  North  Shore  University  Hospital,  and  University  Hospital  of  the  State  Uni- 
versity of  New  York.  Topics  to  be  discussed  include:  preterm  labor,  antenatal  diag- 
nosis and  genetics,  lower  genital  tract  disorders,  infections  in  obstetrics  and  gynecology, 
gynecologic  urology,  ultrasonography,  perinatal  events  and  brain  damage,  monitoring 
patients  with  gynecologic  cancer,  gynecologic  oncology,  and  practical  approaches  to 
reproductive  endocrinology.  Participants  will  be  eligible  for  19  credit  hours  in  Cate- 


256 


Del  Med  Jrl,  April  1984 — Vol  56,  No  4 


In  Brief 


gory  I of  the  Physician’s  Recognition  Award  of  the  AMA.  Registration  fee  is  $300. 
Contact:  Ann  J.  Boehme,  Continuing  Education  Coordinator,  Long  Island  Jewish- 
Hillside  Medical  Center,  New  Hyde  Park,  New  York  11042.  Telephone:  (212)  470- 
2114. 


MAFP  Annual  The  Mississippi  Academy  of  Family  Physicians’  36th  ANNUAL  SCIENTIFIC  AS- 
Assembly  SEMBLY  is  scheduled  for  June  12-16,  1984,  in  Biloxi,  Mississippi.  The  program  will 
include  such  topics  as  sports  medicine,  suicide,  cardiology,  chemical  dependency,  the 
arthritic  patient,  diabetes  mellitus,  and  liver  disease.  Participants  will  receive  com- 
plimentary bus  trips  to  New  Orleans.  The  program  is  acceptable  for  25  Prescribed 
hours  of  credit  by  the  AAFP.  Registration  fee  is  $50  for  MAFP  members  and  $75 
for  nonmembers.  Contact:  36th  Annual  Scientific  Assembly,  Mississippi  Academy  of 
Family  Physicians,  P.O.  Box  12330,  Jackson,  Mississippi  39211-0330.  Telephone: 
(601)  956-3498. 


Emergency  Bally’s  Park  Place  Casino  Hotel  in  Atlantic  City,  New  Jersey,  will  be"  the  site  for 
Medicine  Update  EMERGENCY  MEDICINE  UPDATE  ’84  June  13-16,  1984.  The  seminar  is  being 
in  Atlantic  City  sponsored  by  the  Delaware  Chapter  of  the  American  College  of  Emergency  Physicians 
and  the  Division  of  Emergency  Medicine  and  Department  of  Surgery  of  Thomas 
Jefferson  University.  The  conference  is  intended  to  present  current  concepts  in  emer- 
gency care  for  the  family  practitioner,  emergency  physicians,  physician  assistants,  and 
nurses.  Experts  in  each  area  will  discuss  pathophysiology,  laboratory  testing,  and 
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therapeutic  approach.  Each  participant  will  receive  a copy  of  Emergency  Medicine— 
A Quick  Reference  for  Primary  Care.  Participants  will  receive  18  Prescribed  hours 
by  the  American  Academy  of  Family  Physicians.  Registration  fee  is  $260  for  phy- 
sicians and  $195  for  residents.  Contact:  Conferences  and  Centers,  John  M.  Clayton 
Hall,  University  of  Delaware,  Newark,  Delaware  19716. 


LAFP  Annual 
Meeting  and  the 
World's  Fair 


The  Louisiana  Academy  of  Family  Physicians’  37th  ANNUAL  ASSEMBLY  will  be 
held  at  the  Royal  Sonesta  Hotel  in  New  Orleans,  June  13-17,  1984.  Three  workshops 
are  scheduled  on  June  13,  offering  four  hours  of  CME  credit.  The  scientific  program  i 
will  be  June  14-16  and  will  offer  16  CME  hours  of  credit.  Participants  will 
have  time  to  enjoy  the  French  Quarter  of  New  Orleans  and  the  World’s  Fair.  Contact: 
Louisiana  Academy  of  Family  Physicians,  4705  Iberville  Street,  New  Orleans,  Louisi- 
ana 70119.  Telephone:  (504)  486-5082. 


National  Child  April  is  NATIONAL  CHILD  ABUSE  PREVENTION  MONTH.  Specific  programs 
Abuse  Prevention  and  activities  designed  to  increase  public  awareness  of  the  problem  of  child  abuse 
Month  are  planned  for  the  state  throughout  the  month.  Those  interested  in  learning  more 
about  child  abuse  treatment  and  prevention  and/or  in  volunteering  to  help  in  these 
efforts  can  call  Bill  Montgomery,  Division  of  Child  Protective  Services  at  421-6786; 
or  Joanne  Kassees,  Delaware  Chapter,  National  Committee  for  Prevention  of  Child 
Abuse  at  654-1102.  Anyone  who  suspects  a case  of  child  abuse,  call  1-800-292-9582. 
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greater  independence 
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1908  Kirkwood  Hwy.,  at  Harmony  Rd.,  Newark 
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1320  Washington  St.,  Wilmington  • 654-9976 
Rt  30,  Frazer  Shopping  Center,  Frazer,  PA 
(215)  644-1102 

At  the  touch  of  a button,  your  patients  can  use 
The  Easy-Lift  Chair  to  lift  or  lower  themselves 
into  or  out  of  a chair.  It  provides  the  inde- 
pendence they've  been  missing  through  reli- 
ance or  help  from  others. 

And,  it’s  particularly  helpful  for  patients  with 
arthritis,  heart  disease,  M.S.  or  M.D.,  Parkin- 
son’s or  stroke.  In  many  cases,  The  Easy-Lift 
Chair  is  covered  by  Medicare. 

Available  at  all  three  Doctor’s  Bag  locations. 
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PROFESSIONAL  COURTESY  AND  HEALTH  INSURANCE-MUTUALLY  EXCLUSIVE? 


From  its  earliest  beginnings,  the  medical  pro- 
fession has  been  a close  fellowship  of  profes- 
sionals. I have  become  increasingly  concerned, 
however,  about  our  relationship  with  one  another 
in  providing  medical  care  for  each  other.  There 
was  a time  when  each  of  us  considered  it  an 
honor  to  be  asked  to  care  for  a fellow  physician 
or  for  a member  of  his  family.  The  opportunity 
to  do  so  was  compensation  enough.  We  would 
have  been  horrified  at  the  thought  of  accepting 
payment. 

With  the  advent  of  third  party  insurance  and 
attitudes  of  “Well,  its  there;  why  not  take  it?” 
or  “If  I purchased  insurance,  my  indebtedness 
to  my  colleagues  would  be  lessened,”  this  be- 
gan to  change.  When  insurance  was  inexpensive, 
these  insidiously  attractive  thoughts  appeared  to 
be  harmless,  but,  in  fact,  they  began  to  under- 
mine the  principles  involved.  With  the  renewal 
of  our  health  insurance  program  for  members  of 
the  Society,  we  now  see  the  end  result  of  this 
erosion.  We  have  lost  the  original  philosophy 
of  taking  care  of  one  another. 

As  the  cost  of  insurance  began  to  rise,  many  of 
us,  with  an  interest  only  in  the  price  tag,  began  to 
withdraw  from  the  Society’s  program  and  join 
other  programs.  As  with  the  Social  Security 
program,  older  physicians  are  not  being  offset 
by  younger  colleagues  and,  therefore,  the  pre- 


miums are  increasing,  especially  for  first  dollar 
coverage. 

What  can  we  do?  Is  each  of  us  to  rejoin  a 
very  expensive  insurance  program?  Or  is  there 
a way  to  return  to  what  I consider  to  be  an  ad- 
mirable standard,  and,  at  the  same  time,  achieve 
financial  stability  in  a program  at  reasonable 
cost? 

You  may  argue  that  the  physician’s  portion  of 
the  expenses  is  only  a minor  portion  of  the  health 
care  dollar  and  is  therefore  not  a significant  fac- 
tor. What  may  be  true  on  a national  basis  is 
far  from  the  truth  where  the  Medical  Society  of 
Delaware  Blue  Cross /Blue  Shield  program  is 
concerned.  In  1983,  the  total  combined  charges 
to  Blue  Cross  and  Blue  Shield  were  $1,380,893 
for  hospital  and  physician  care.  Blue  Shield 
payments  to  physicians  for  care  of  colleagues, 
their  families,  and  employees  accounted  for  35% 
of  the  total  BC/BS  charges,  or  $481,034.  If 
payments  made  on  behalf  of  employees  were 
subtracted,  that  figure  would  be  brought  down 
to  approximately  25%  of  the  total  charges  sub- 
mitted to  Blue  Cross /Blue  Shield.  What  then  can 
we  do  to  ensure  coverage  at  a satisfactory  pre- 
mium? 

Should  we  return  to  the  old  system  of  profes- 
sional courtesy?  Better  still,  should  we  not 
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form  a “Preferred  Provider  Organization”  with- 
in the  Society  in  which  each  of  us  takes  a policy 
with  a large  deductible?  We  could  then  agree 
to  provide  professional  courtesy  to  our  colleagues 
and  their  families  until  this  deductible  was  satis- 
fied. This  would  have  a very  beneficial  effect 
on  the  premium  structure.  If  we  could  con- 
vince the  majority  of  our  colleagues  to  return 
to  the  program,  it  would  provide  comprehensive 
insurance  at  reasonable  and  affordable  rates. 

I urge  you  to  consider  what  I have  proposed, 
and  welcome  your  suggestions  so  we  might 
continue  to  extend  professional  courtesy  and 
strengthen  our  health  insurance  program  at  the 
same  time. 
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DIAGNOSIS  AND 
MANAGEMENT  OF 
CEREBRAL  GLIOMAS 


SATURDAY,  JUNE  9,  1984 

8:30  A.M.— 12  Noon 

ALUMNI  HALL,  2nd  FLOOR,  NEW  COLLEGE  BUILDING 
Hahnemann  University,  15th  and  Vine  Streets 
Philadelphia,  Pennsylvania 


Sponsored  by 

THE  HAHNEMANN  BRAIN  TUMOR  PROGRAM 

An  interdisciplinary  treatment  and  research  program  of  the  Hahnemann  Depart- 
ments of  Diagnostic  Radiology,  Hematology/Oncology,  Neurology,  Neurosurgery, 

and  Radiation  Oncology 

in  collaboration  with 

The  Wistar  Institute  for  Anatomy  and  Biology 

HAHNEMANN 
UNIVERSITY 
SCHOOL  OF  MEDICINE 

PHILADELPHIA,  PENNSYLVANIA 

Symposium  Chairman: 

PERRY  BLACK,  M.D. 

Department  of  Neurosurgery 
Hahnemann  University  Hospital 
(215)  448-8072 

AMA  approved:  Category  I Fee:  $20 
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How  can  you  cut  the  cost 
of  your  health  insurance 
without  sacrificing 
your  benefits? 


COMPREHENSIVE 
MAJOR  MEDICAL. 


Comprehensive  Major  Medical  (CMM)  is  a new  product  from 
Blue  Cross  & Blue  Shield  of  Delaware  designed  to  meet  the 
cost-containment  needs  of  the  members  of  the  Medical  Society 
of  Delaware. 

CMM  combines  a front-end  deductible  with  an  80/20 
coinsurance  corridor,  an  out-of-pocket  maximum,  and  a lifetime 
maximum  that  offers  incentives  for  lower  utilization  rates  and, 
most  importantly,  lower  premiums.  CMM  offers  either  a $1,500 
or  a $750  deductible.  The  higher  the  deductible,  of  course,  the 
lower  the  premium. 

Comprehensive  Major  Medical  is  available  to  new  members  of 
the  Medical  Society  at  anytime.  Existing  members,  however, 
may  switch  on  the  anniversary  date  — June  1.  For  those  who 
prefer  first-dollar  coverage,  Blue  Cross  & Blue  Shield  of 
Delaware  continues  to  offer  the  fine  Comprehensive  100  and 
Coop  80  products. 

Blue  Cross  & Blue  Shield  of  Delaware  can  provide  you  with 
health  insurance  coverage,  whatever  your  needs  are.  By  offering 
such  a variety  of  products,  we  reinforce  our  commitment  to 
providing  the  finest  services  to  the  members  of  the  Medical 
Society  of  Delaware. 

For  more  information  about  Comprehensive  Major  Medical, 
Comprehensive  100  and  Coop  80,  contact  Mrs.  Katie  Newell  of 
the  Medical  Society  of  Delaware  at  652-6512. 

Blue  Cross 
Blue  Shield 

of  Delaware 


MAY  1984 


DELAWARE 

VOLUME  56 

MEDICAL  JOURNAL 


MEDICAL  GRAND  ROUNDS:  REGIONAL 
STREPTOKINASE  THERAPY  FOR 
ARTERIAL  OCCLUSION 


Case  Presentation: 

A 54-year-old  black  male  was  admitted  to  the 
hospital  because  of  a suspected  heart  attack.  He 
had  a history  of  angina  dating  back  ten  years  prior 
to  admission,  and  had  symptoms  of  congestive 
heart  failure  that  had  been  progressive  for  the 
month  prior  to  admission.  He  ran  out  of  nitro- 
glycerin one  month  previously.  Almost  con- 
tinuous angina  developed  on  the  day  prior  to 
his  admission. 

Past  medical  history  was  significant  for  a 
ten-year  history  of  hypertension.  He  smoked 
one  to  two  packs  of  cigarettes  per  day.  There 
was  no  prior  history  of  myocardial  infarction.  A 
lumbar  sympathectomy  had  been  performed  one 
year  previously  because  of  claudication,  which 
still  occurred  when  he  walked  one  to  two  blocks. 
Family  history  was  significant  for  both  parents 
and  one  brother  having  died  of  heart  attacks. 
The  patient  worked  as  a computer  operator  and 
was  modestly  physically  active. 

Physical  examination  showed  a black  male 


Dr.  Oglesby  is  Senior  in  the  Department  of  Radiology  at  The 
Wilmington  Medical  Center. 

Dr.  Martin  is  a Provisional  member  in  the  Hematology  section 
of  the  Department  of  Medicine  at  The  Wilmington  Medical  Cen- 
ter. 

Dr.  Goldenberg  is  an  Associate  in  the  Cardiology  section  of  the 
Department  of  Medicine  at  The  Wilmington  Medical  Center. 

This  paper  was  adapted  from  a presentation  to  the  Department 
of  Medicine,  The  Wilmington  Medical  Center. 


John  T.  Oglesby,  M.D. 

S.  Eric  Martin,  M.D. 

Edward  M.  Goldenberg,  M.D. 

appearing  his  stated  age  who  was  in  no  distress 
at  the  time  of  admission.  Blood  pressure  was 
160/90,  pulse  was  62,  and  respirations  were  16 
per  minute.  Examination  of  the  head  and  neck 
was  unremarkable.  Funduscopic  examination 
showed  grade  2 hypertensive  changes.  There 
was  jugular  venous  distention.  Basilar  rales  were 
present  bilaterally.  Cardiac  examination  showed 
no  murmurs,  gallops,  or  rubs.  Abdominal  ex- 
amination was  unremarkable  aside  from  obesity. 
Femoral  pulses  were  present  bilaterally;  pedal 
pulses  were  just  barely  palpable.  Neurological 
examination  was  unremarkable. 

Chest  x-ray  showed  cardiomegaly  and  venous 
congestion.  Electrocardiogram  demonstrated 
poor  anterior  R-wave  progression.  Initially, 
creatine  phosphokinase  was  modestly  elevated 
at  308  IU/ml.  Serum  glutamic  oxalic  trans- 
aminase was  21  mU/ml. 

The  patient  was  admitted  with  a diagnosis 
of  congestive  heart  failure  and  possible  myo- 
cardial infarotion.  He  was  monitored  in  an 
intensive  care  unit  bed  for  several  days  during 
which  evolution  of  electrocardiographic  findings 
and  enzymes  gave  evidence  of  a small  anterior 
wall  myocardial  infarction. 

On  the  fifth  hospital  day,  the  patient  had  sud- 
den onset  of  right  calf  pain  and  leg  numbness. 
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Femoral  pulses  remained  equal,  but  no  pulses 
distal  to  the  femoral  were  palpable  in  the  right 
leg.  Left  posterior  tibial  and  dorsalis  pedis 
pulses  were  unchanged  compared  with  admis- 
sion. After  determining  that  coagulation  studies 
were  normal,  the  patient  was  given  10,000  units 
of  heparin  intravenously.  An  arteriogram  demon- 
strated occlusion  of  the  superficial  femoral  and 
popliteal  arteries.  (Figures  1A,  2A) 

The  patient  was  started  on  intra-arterial  strep- 
tokinase administered  via  the  angiography  cath- 
eter at  100  U/min.  Over  the  next  24  hours,  he 
experienced  symptomatic  relief.  A repeat  ar- 
teriogram showed  increased  collaterals  around 
the  knee  with  filling  of  the  previously  occluded 
posterior  tibial  artery.  His  thrombin  time  was 
increased  to  32  seconds  (control,  19  seconds). 
Fibrinogen  fell  from  an  initial  value  of  540  mg/ 
dl  to  80  mg/dl. 


FIGURE  1A 

Initial  x-ray  showing  atheromatous  changes  in 
the  superficial  femoral  artery  with  occlusion  at 
the  adductor  hiatus. 


A third  angiogram,  performed  at  72  hours, 
demonstrated  a patent  posterior  tibial  artery  and 
proximal  patency  of  the  anterior  tibial  artery. 
The  distal  superficial  femoral  and  popliteal  ar- 
teries were  still  occluded.  (Figures  IB,  2B) 
Streptokinase  was  discontinued  and  the  patient 
was  fully  anticoagulated  with  heparin.  On  the 
11th  hospital  day,  coumadin  therapy  was  begun. 
The  patient  was  discharged  on  the  16th  hospital 
day  on  coumadin  therapy  alone.  His  prothrom- 
bin time  was  in  the  therapeutic  range  at  20.5 
seconds.  He  will  be  considered  for  femoral- 
popliteal  bypass  surgery  after  he  has  fully  re- 
covered from  his  myocardial  infarction. 

Dr.  John  Oglesby: 

This  patient  was  considered  a potential  candi- 
date for  intra-arterial,  regional,  low  dose  lytic 
therapy.  Through  an  antegrade  femoral  artery 
puncture  using  a #5  French  catheter,  arteriog- 


FIGURE  IB 

Demonstrates  the  catheter  passed  to  the  point  of 
occlusion  with  subsequent  opening  of  the  col- 
lateral channels  (arrow). 
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FIGURE  2A 

Demonstrates  occlusion  of  the  popliteal  and 
tibial-perineal  trunk. 


FIGURE  2B 

Shows  opening  of  the  collateral  network  with 
filling  of  the  anterior  and  posterior  tibial  ar- 
teries (arrows). 


raphy  was  accomplished.  The  superficial  femoral 
artery  was  occluded  at  the  level  of  the  adductor 
hiatus.  (Figure  1A)  Small  collateral  vessels 
were  visualized  with  AV  shunting.  Further 
downstream,  the  popliteal  segment  was  totally 
occluded.  (Figure  2A)  It  is  important  to  notice 
there  was  a high  grade  obstruction  in  the  leg, 
but  evidence  of  distal  runoff.  After  hematologic 
consultation,  the  catheter  tip  was  advanced  to 
the  level  of  occlusion.  Streptokinase  infusion 
was  started  at  a rate  of  100  U/min.  Follow-up 
arteriogram  done  24  hours  later  showed  that  a 
collateral  network  had  opened  up,  with  some 
reconstitution  of  the  popliteal.  The  tibial-pero- 
neal  trunk,  which  was  previously  totally  oc- 
cluded, now  showed  some  filling.  The  anterior 
tibial  artery,  however,  remained  occluded.  An- 
other arteriogram  at  72  hours  demonstrated 
patency  of  the  anterior  tibial  artery  as  well  as 
the  posterior  tibial  and  flow  was  visualized  into 


the  foot.  (Figures  IB,  2B,  3B)  At  this  point, 
the  streptokinase  infusion  was  discontinued,  and 
systemic  heparinization  started. 

In  a patient  whom  we  treated  similarly  three 
days  after  this  patient,  a less  favorable  result  was 
obtained.  The  patient,  suffering  from  pneu- 
monia, was  admitted  to  another  hospital.  Several 
days  after  admission,  she  developed  right  femoral 
arterv  occlusion.  In  spite  of  surgical  embolec- 
tomy  performed  at  that  hospital,  her  leg  re- 
mained cold,  and  five  days  later  she  was  re- 
ferred here  for  possible  regional  streptokinase 
therapy.  Because  of  the  recent  incision,  a con- 
tralateral approach,  ie,  from  the  left  femoral 
artery  was  used  for  right  femoral  arteriography. 
Some  clot  was  seen  in  the  superficial  femoral 
artery,  and  total  occlusion  was  found  at  the  tri- 
furcation. No  peripheral  runoff  was  identified. 
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FIGURE  3A 

Demonstrates  limited  runoff  through  the  posterior 
tibial  artery  only  (arrow). 


FIGURE  3B 

Shows  the  distal  leg  with  complete  reconstitution 
of  the  posterior  tibial  artery  (arrows)  as  well 
as  the  distal  anterior  tibial  artery. 


There  did  not  appear  to  be  a surgical  alternative 
in  this  patient,  so  the  catheter  was  advanced  to 
the  level  of  the  occlusion  and  intra-arterial  lytic 
therapy  was  begun.  However,  at  24  hours,  re- 
peat arteriogram  showed  virtually  no  improve- 
ment, although  AV  shunting  was  demonstrated, 
and  some  perfusion  of  the  posterior  tibial  artery 
was  demonstrated.  This  was  largely  related  to 
the  fact  the  catheter  had  been  advanced  into 
the  posterior  tibial  artery,  which  appeared  to  be 
filled  with  soft  clot.  Follow-up  films  at  72  hours 
showed  no  improvement  in  the  obstruction  in 
spite  of  an  increased  infusion  rate  of  strepto- 
kinase. Throughout  this  time  the  patient’s  leg 
had  been  cyanotic  and  cold.  She  was  sent 
back  to  the  referring  hospital  with  the  feeling 
that  amputation  would  be  necessary. 

Why  did  one  patient  have  a good  response 
while  the  other  patient  had  no  apparent  bene- 


fit? In  the  subsequent  discussion,  we  hope  to 
show  why  some  patients  may  do  better  with 
lytic  therapy  or  with  percutaneous  angioplasty 
rather  than  surgical  therapy,  and  why  some  pa- 
tients will  not  respond  to  any  form  of  revascu- 
larization therapy. 

The  concept  of  regional  lytic  therapy  is  closely 
allied  to  percutaneous  angioplasty,  a procedure 
that  has  been  developed  over  the  last  ten  years. 
In  this  technique,  a partial  arterial  occlusion  is 
opened  by  means  of  a balloon  catheter.  If  ar- 
terial occlusion  at  that  site  occurs  immediately 
subsequent  to  angioplasty,  the  physician  knows 
the  problem  is  an  acute  thrombosis  with  fresh 
clot,  an  ideal  situation  for  use  of  lytic  therapy. 

The  current  indications  for  intra-arterial  re- 
gional lytic  therapy  include:  fresh  thrombus 
after  angioplasty,  thrombosis  of  arterio-venous 
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dialysis  shunts  (which  appear  to  be  extraordi- 
narily sensitive  to  this  form  of  treatment),  and 
postoperative  occlusion  of  a prosthetic  vascular 
graft.  Acute  occlusion  of  renal  arteries,  especially 
after  angioplasty,  may  be  responsive  to  regional 
lytic  therapy.  Pulmonary  emboli  in  a patient 
with  shock  can  be  treated  with  intra-arterial 
streptokinase  delivered  directly  through  a pul- 
monary arterv  catheter. 

In  a patient  who  has  had  a previous  arterio- 
gram showing  a short  segment  occlusion  and 
who  returns  to  the  catheterization  lab  for  angio- 
plastv,  the  new'  pretreatment  angiogram  may 
now  show  a long  segment  occlusion.  From  the 
temporal  sequence,  it  is  thus  recognized  that 
this  is  fresh  thrombus.  Regional  lytic  therapy 
may  be  begun  to  treat  the  recent  thrombus,  fol- 
lowing which  the  angioplasty  may  be  carried 
out.  The  role  of  intra-arterial  streptokinase  in 
treating  myocardial  infarctions  will  be  discussed 
by  Dr.  Goldenberg. 

Dr.  Edward  Goldenberg: 

In  recent  clinical  experience,  which  faotors 
predict  success?1'3  One  of  the  most  important 
is  time.  The  more  acute  the  occlusion,  the  bet- 
ter chance  there  is  of  response  to  regional  lytic 
therapy.  In  addition,  the  larger  the  vessel  oc- 
cluded, the  higher  the  success  rate  in  revascu- 
larizing it.  The  distal  runoff  and  outflow  are  also 
exceedingly  important.  In  the  second  patient 
presented  today,  there  was  no  runoff  or  outflow; 
chances  for  success  in  this  situation  are  poor. 
If  there  is  no  surgical  alternative,  regional  lytic 
therapy  may  be  carried  out,  but  the  expecta- 
tion for  success  should  be  low.  Perhaps  high 
dose  systemic  lytic  therapy  should  be  used  in 
this  situation  rather  than  regional  therapy.  The 
ability  of  the  angiographer  to  place  the  catheter 
in  close  proximity  to  the  site  of  occlusion  is  very 
important.  If  the  catheter  is  some  distance  from 
the  site  of  occlusion,  collateral  flow  will  result 
in  washout  of  the  streptokinase,  with  loss  of  re- 
gional lytic  effect. 

The  contraindications,  which  are  relative,  in- 
clude coagulation  disorders,  active  GI  bleeding, 
or  recent  cerebrovascular  accident.  Recent  ma- 
jor surgery  is  also  a relative  contraindication. 
In  the  second  patient  presented,  there  was  some 
bleeding  around  the  site  of  surgical  embolec- 


tomy.  The  question  of  risk  versus  benefit  in  this 
case  had  to  be  addressed.  How  well  was  the 
patient  tolerating  the  ischemia?  Did  we  have 
time  to  wait  for  healing  of  the  surgical  incision? 
In  this  particular  case,  the  severe  nature  of  the 
occlusion  precluded  waiting.  Patients  with  pros- 
thetic heart  valves,  especially  animal  hetero- 
grafts, may  have  systemic  emboli  from  the  valves 
presumably  due  to  lysis  of  fibrin  deposits  on  the 
valves,  after  lytic  therapv  is  begun.  It  has  been 
shown  that  even  regional  low  dose  lvtic  therapy 
has  systemic  effects. 

Complications  of  therapy  include  bleeding, 
thrombosis  or  infeotion  at  the  site  of  catheter 
insertion,  and  serum  sickness  from  the  strepto- 
kinase. The  risk  of  retrograde  thrombosis  in- 
duced by  the  catheter  also  must  be  considered. 
This  problem  has  been  approached  by  using  a 
coaxial  catheter,  with  infusion  of  streptokinase 
proximal  to  the  site  of  occlusion  as  well  as  at  the 
site  of  occlusion.  Systemic  anticoagulation  with 
heparin  has  also  been  used  to  prevent  retrograde 
thrombosis. 

Most  authorities  feel  that  if  no  evidence  of 
lysis  is  seen  in  follow-up  angiogram  at  12  to  18 
hours,  this  method  of  therapy  is  not  going  to 
work  and  alternate  treatments  should  be  looked 
into.  This  technique  should  be  a multidiscipli- 
nary approach.  A vascular  surgeon  follows  the 
patient,  both  to  evaluate  risk  and  benefit  of 
surgical  therapy  as  well  as  to  participate  in  the 
evaluation  of  benefit  from  lytic  therapy.  Medi- 
cal and  hematologic  evaluation  is  necessary  to 
make  sure  the  patient  is  a candidate  for  lytic 
therapy.  A radiologist  who  is  technically  capable 
of  achieving  good  catheter  placement  is  also 
necessary.  The  maximum  duration  of  thera- 
peutic benefit  appears  to  be  around  72  hours, 
although  longer  infusions  are  occasionally  uti- 
lized. 

Protocols  for  regional  intra-arterial  lytic  ther- 
apy are  still  being  worked  out.  Most  centers 
are  using  a protocol  delivering  5,000  U/h  of 
streptokinase  for  local  lytic  therapy.  Most  per- 
form repeat  angiography  to  monitor  results  12 
to  18  hours  after  initiation  of  therapy.  Other 
centers  start  out  with  high  doses  of  10,000 
to  12,000  U/h,  and  a few  centers  use  even 
higher  initial  dosages  of  streptokinase.  Prelimi- 
nary results  from  several  centers  report  a success 
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rate  between  50%  and  90%  for  revascularization 
by  regional  lytic  therapy.1'3 

In  our  institution,  the  following  protocol  is 
proposed.  After  patient  selection  and  evalua- 
tion by  the  vascular  surgeon  and  a medical  doc- 
tor, the  radiologist  is  consulted  for  arteriography 
and  catheter  placement.  Streptokinase,  5,000 
U/h,  is  infused  directly  onto  the  area  of  occlu- 
sion. Patients  are  followed  in  an  intensive  care 
unit  setting.  Benefit  is  monitored  by  Doppler 
and  peripheral  vascular  evaluation.  A repeat 
angiogram  is  performed  12  to  18  hours  after 
initiation  of  therapy.  After  the  infusion  has  been 
stopped,  heparin  therapy  is  instituted  immedi- 
ately followed  five  days  later  by  conversion  to 
long  term  coumadin  therapy.  In  many  cases, 
angioplasty  can  be  carried  out  for  the  primary 
lesion  after  conclusion  of  streptokinase  therapy 
for  clot  resolution. 

Questions  from  the  audience: 

Dr.  Lennihan0,  do  you  have  any  comments 
about  this  technique  from  the  standpoint  of  the 
vascular  surgeon? 

Dr.  Lennihan:  I am  enthusiastic  about  this 
form  of  therapy.  The  two  patients  presented 
today  are  both  patients  in  whom  the  vascular 
surgeon  would  be  extremely  reluctant  to  attempt 
any  procedures.  With  the  availability  of  this 
adjunctive  method  to  open  vessels,  our  success 
rate  in  helping  patients  with  peripheral  vascular 
occlusions  will  improve.  This  is  a technique 
that  will  deliver  better  results  for  the  surgical 
therapy  of  peripheral  vascular  disease,  and  will 
widen  the  spectrum  of  patients  with  peripheral 
vascular  disease  who  can  be  helped  by  medical 
or  surgical  techniques. 

Dr.  S.  Eric  Martin: 

When  analyzing  the  therapeutic  approach 
to  arterial  thrombosis,  it  should  be  kept  in  mind 
that  the  pathogenesis  of  arterial  occlusion  differs  in 
some  significant  ways  from  that  of  venous  throm- 
bosis. First,  and  most  importantly,  the  athero- 
matous lesions  present  in  the  arterial  circulation 
predispose  to  thrombus  formation  and  may  impair 
its  dissolution  once  formed.  Secondly,  the  higher 
flow  rates  in  the  arterial  circulation  change  the 
character  of  the  thrombus  so  that  platelet  depo- 
sition becomes  a more  important  initiating  factor. 

"Richard  Lennihan,  Jr.,  M.D.,  is  a senior  in  the  Department  of 
Surgery  at  The  Wilmington  Medical  Center. 


Finally,  specific  characteristics  of  the  arterial 
vessel  such  as  a lower  amount  of  plasminogen 
activator  and  the  presence  of  smooth  muscle  may 
hinder  thrombus  dissolution. 

Physiologically,  dissolution  of  a thrombus  may 
be  accomplished  in  several  ways.  Thrombus 
may  be  rapidly  reduced  through  the  generation 
of  plasmin,  the  major  fibrin-fibrinogen  proteolytic 
enzyme,  or  more  slowly  broken  down  by  leuko- 
cytes and  organization  of  the  thrombus.  Wheth- 
er in  the  arterial  or  venous  site,  fibrinolytic  ther- 
apy attempts  to  accomplish  rapid  dissolution  of 
the  clot  by  the  use  of  pharmacologic  doses  of 
plasminogen  activators. 

The  two  main  plasminogen  activators  used 
therapeutically  are  streptokinase  and  urokinase. 
Streptokinase  acts  nonenzymatically  by  forming 
a complex  with  plasminogen.  This  complex 
generates  plasmin  from  free  plasminogen  mole- 
cules. Urokinase,  in  contrast,  is  a trypsin-like 
enzyme  that  directly  converts  the  plasminogen 
molecule  into  plasmin.4 

For  our  subsequent  discussions  of  the  use  of 
regional  fibrinolytic  therapy  in  arterial  throm- 
bosis, two  characteristics  of  this  system  should 
be  kept  in  mind.  First,  the  events  leading  to 
plasmin  generation  and  subsequent  thrombus 
dissolution  appear  to  occur  more  efficiently  on 
the  clot  surface  where  they  are  protected  from 
its  major  circulating  inhibitor,  alpha-2  anti-plas- 
min.  Secondly,  plasmin  will  not  only  have  an 
effect  on  the  thrombus  (fibrin),  but  will  also 
alter  fibrinogen  and  other  coagulation  proteins 
to  produce  an  acquired  coagulopathy,  the  so- 
called  lytic  state.  While  not  directly  responsible 
for  the  dissolution  of  a thrombus,  the  lytic  state 
plays  a major  role  in  the  possible  bleeding  com- 
plications of  fibrinolytic  therapy. 

Fibrinolytic  therapy  for  arterial  thrombosis  is 
meant  to  be  an  adjuvant  therapy  to  surgery, 
rather  than  a substitute  for  the  surgical  procedure. 
It  should  be  used  when  the  surgeon  feels  the 
patient  is  not  an  acceptable  candidate  for  sur- 
gery because  of  problems  such  as  an  inaccessible 
lesion,  or  when  the  lytic  therapy  will  alter  the 
type  of  procedure  needed.  For  instance,  if  a 
thrombus  in  a proximal  arterial  segment  can  be 
lysed,  the  level  of  amputation  necessary  for  ar- 
terial occlusion  may  be  lower.  Also,  in  surgical 
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failures  where  the  patient  may  otherwise  lose 
an  extremity,  lvtic  therapy  may  be  useful. 

At  present  two  methods  of  administration 
have  been  used  for  the  treatment  of  arterial 
thrombosis  with  a fibrinolytic  agent.  One  has 
employed  the  standard  protocols  used  for  venous 
thrombosis  ( for  example,  streptokinase  loading 
dose  of  250,000  U/h  followed  by  100,000  U/h 
as  a continuous  venous  infusion). 

The  bulk  of  the  experience  using  this  form 
of  delivery  of  the  fibrinolytic  agent  has  been  ac- 
cumulated in  European  trials  where  uncontrolled 
studies  performed  over  a number  of  years  have 
recorded  a success  rate  of  lysis  in  up  to  43%  of 
patients  with  acute  arterial  occlusions.  The  pa- 
tient populations  in  these  studies  were  composed 
of  seriously  ill  patients  in  need  of  rapid  treatment 
and  who  were  not  candidates  for  surgical  ther- 
apy.4 

A more  recent  approach  has  been  the  use  of 
regional  intra-arterial  delivery  of  the  fibrinolytic 
agents.  There  are  several  theoretical  and  experi- 
mental reasons  for  this  approach.  First,  delivery 
of  the  plasminogen  activator  to  the  vicinity  of 
the  thrombus  may  improve  the  extent  of  lysis. 
This  may  be  due  to  less  dilution  via  the  collateral 
circulation,  and  perhaps  also  due  to  faster  and 
more  efficient  binding  of  the  activator  to  the 
clot.  As  mentioned  before,  this  binding  to  the 
clot  surface  may  protect  the  activator  and  the 
generated  plasmin  from  the  circulating  inhibitors. 
Secondly,  by  improving  the  efficiency  of  clot 
dissolution  with  local  therapy,  a lower  dose  of 
the  fibrinolytic  agent  is  required  and  conse- 
quently there  is  a smaller  chance  of  bleeding 
complications  due  to  “lytic-state”  acquired  coagu- 
lopathies. Indeed,  recent  experimental  work 
using  as  a model  a thrombus  formed  in  the  jugu- 
lar vein  of  a rabbit  suggested  that  the  dose  of 
urokinase  necessary  to  provide  thrombolysis  is 
five  times  higher  for  the  systemic  approach  com- 
pared to  regional  therapy.5 

The  recent  clinical  experience  accumulated 
with  regional  fibrinolytic  therapy  for  arterial  dis- 
ease stems  from  its  use  for  the  treatment  of  acute 
myocardial  infarction  and  acute  peripheral  ar- 
terial occlusions.  More  than  eight  series  have 
reported  a success  rate  of  50%  to  80%  of  thrombo- 


lysis by  the  use  of  intracoronary  streptokinase 
infusion  during  the  acute  stages  of  myocardial 
infarctions.6  Although  the  early  reports  are  cer- 
tainly encouraging,  whether  or  not  this  modality 
will  affect  the  natural  history  of  this  disease  re- 
mains to  be  demonstrated. 

Two  recent  studies  have  used  regional  intra- 
arterial lytic  therapy  for  peripheral  arterial  dis- 
ease. Rubin  et  al,  in  a studv  published  in  ab- 
stract form  at  the  recent  American  Societv  of 
Hematologv  meetings,  reported  the  use  of  local 
lvtic  therapv  in  12  patients  with  peripheral  ar- 
terial thrombosis.  Streptokinase  in  doses  ranging 
from  5.000  to  10,000  U/h  was  given  for  up  to  36 
hours.  Eleven  of  twelve  patients  had  a success- 
ful outcome.  Two  patients  later  required  further 
surgerv.  Angioplastv  was  not  used  in  this  series.7 
In  a second  study,  Torry  et  al  used  local  low 
dose  streptokinase  or  urokinase  in  infusions  last- 
ing from  18  hours  to  eight  davs  in  patients  with 
acute  peripheral  arterial  occlusions.  Nineteen 
of  the  22  patients  appeared  to  benefit.  It  is  im- 
portant to  note  that  in  this  series  angioplasty  was 
used  in  conjunction  with  the  lytic  therapy  in  13 
instances.  Five  additional  patients  eventually 
required  surgery  following  the  fibrinolytic  and 
angioplastic  therapy.8 

In  reviewing  these  series,  as  well  as  our  own  ex- 
perience, it  appears  that  although  significant  lysis 
can  be  obtained  with  a lower  dose  of  a regionally 
infused  fibrinolytic  agent,  systemic  effects  on 
coagulation  factors  cannot  be  totally  prevented. 
In  Dr.  Rubin’s  series,  12  out  of  12  patients  had 
measurable  evidence  of  effects  of  the  fibrinolytic 
agent  on  other  coagulation  parameters.7 

In  the  second  study,  nine  out  of  16  patients 
had  evidence  of  a systemic  lytic  state.  None 
of  the  patients  in  the  Rubin  series  were  reported 
to  have  clinical  episodes  of  bleeding  or  required 
transfusion.  Four  of  the  22  patients  in  the  Torry 
study  had  some  bleeding  and  two  required  trans- 
fusion.8 

At  the  present  time,  the  hematology  group 
uses  the  following  protocol  for  regional  fibrino- 
lytic therapy.  After  identifying  a patient  who 
might  benefit  from  such  therapy,  baseline  CRC, 
platelet  count,  fibrinogen,  prothrombin  time,  and 
partial  thromboplastin  time  are  obtained.  Strep- 
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tokinase,  5,000  U/h,  is  administered  through  an 
intra-arterial  catheter  placed  as  close  to  the 
thrombus  as  technically  feasible.  Vital  signs, 
peripheral  pulses,  and  Doppler  monitor  changes 
are  followed  and  repeat  angiographic  examina- 
tion made  within  12  to  18  hours  after  the  start 
of  the  infusion.  Modification  of  the  dose  of  the 
lytic  agent  is  done  after  evaluation  of  the  clinical 
and  angiographic  changes.  The  infusion  is  con- 
tinued up  to  a maximum  of  72  hours,  with  dose 
modifications  following  repeated  angiographic 
evalutions  every  12  to  18  hours.  Close  monitor- 
ing of  the  fibrinogen  level,  platelet  count,  and  CBC 
is  done.  As  with  any  anti-coagulation  procedure, 
aspirin,  unnecessary  venipunctures,  and  intra- 
muscular injections  are  avoided.  The  infusion 
should  be  terminated  if  complications  develop, 
or  if  the  surgeon  feels  that  he  must  act  immedi- 
ately to  preserve  the  extremity. 

In  the  future,  a more  powerful  fibrinolytic 
agent  may  be  available.  The  form  of  tissue  plas- 
minogen activator  or  extrinsic  plasminogen  acti- 
vator present  in  the  vessel  wall  can  be  isolated 
from  tissues  and  most  recently  from  human  mela- 
noma cell  cultures.  Experimental  use  of  this 
agent  indicates  that  it  may  accomplish  local 
thrombolysis  without  any  systemic  hemostatic 
effects.0  Also,  in  contrast  to  urokinase  and 
streptokinase,  the  age  of  the  thrombus  may  not 
be  a factor  for  successful  lysis.  It  is  hoped  that 
large  amounts  of  this  material  may  be  made 
available  for  clinical  research  and  use  through 
the  use  of  this  human  melanoma  cell  line  and 
genetic  engineering. 

Dr.  Edward  Goldenberg: 

I would  like  to  discuss  the  present  state  of  the 
presumed  pathogenesis  of  myocardial  infarction 
and  the  present  role  of  thrombolytic  therapy  in 
treating  this  condition. 

Myocardial  infarction  implies  blockage  of  blood 
flow  through  the  coronary  artery  resulting  in 
subsequent  destruction  of  heart  muscle.  In- 
terruption of  blood  flow  may  be  caused  by  coro- 
nary artery  spasm,  by  fixed  obstruction,  or  per- 
haps by  a combination  of  fixed  atheromatous 
obstruction  and  spasm.  Furthermore,  throm- 
bosis may  be  superimposed  on  an  area  of  ath- 
eroma or  spasm.  Thrombosis  has  been  found 


in  the  coronary  arteries  of  80%  of  patients  with 
acute  transmural  myocardial  infarction.  Patients 
with  subendooardial  myocardial  infarction  are 
not  thought  to  have  thrombosis  as  an  etiologic 
cause  of  their  problem.  In  patients  with  coronary 
artery  thrombosis,  intracoronary  streptokinase  in- 
fusion is  successful  in  lvsing  the  clot  between 
70%  and  90%  of  the  time.  When  peripheral  in- 
fusion of  streptokinase  is  used,  successful  clot 
lvsis  is  obtained  in  onlv  50%  to  75%.  Peripheral 
infusion  of  streptokinase  in  patients  with  myo- 
cardial infarction  had  actually  been  tried  on  a 
small  scale  since  the  1960s;  in  a review  of  ten 
earlier  studies  published  in  1973,  it  was  noted 
that  many  of  the  studies  reported  decreased 
mortality.1'  However,  use  of  streptokinase  in 
patients  with  myocardial  infarction  did  not  be- 
come an  area  of  active  investigation  until  the 
advent  of  intracoronary  infusions  of  streptokinase. 

What  is  the  goal  of  our  therapy?  We  do  not 
want  to  leave  the  patient  with  a damaged  heart. 
Mortality  in  coronary  artery  disease  is  related  to 
the  extent  of  muscle  damage  and  the  number  of 
blood  vessels  involved.  We  can  reduce  mor- 
tality by  revascularizing  the  myocardium  in  pa- 
tients with  severe  obstruction  of  the  left  main 
coronary  artery  or  with  triple  vessel  disease.  Of 
course,  once  muscle  is  dead,  we  cannot  replace 
it.  In  patients  who  are  undergoing  acute  myo- 
cardial infarction,  reversal  of  arterial  obstruction 
by  clot  lysis  will,  it  is  hoped,  allow  preservation 
of  muscle  mass  until  revascularization  can  be 
carried  out. 

Is  intracoronary  infusion  of  streptokinase  dur- 
ing myocardial  infarction  effective?  Some  studies 
have  shown  slight  improvement  in  ejection  frac- 
tion or  ventricular  wall  motion  in  patients  so 
treated.  The  bottom  line  however  must  be  im- 
proved survival.  At  the  present  time,  there  are 
no  good  studies  to  prove  that  mortality  or  mor- 
bidity are  reduced.  Rentrop  has  reported  a mor- 
tality of  7.6%  in  patients  undergoing  myocardial 
infarction  when  he  has  been  able  to  successfully 
treat.10  Those  patients  whose  thrombi  could  not 
be  successfully  lysed  had  a mortality  of  21%. 
Other  investigators  have  found  that  in  general 
the  morbidity  of  patients  whose  thrombi  are 
successfully  lysed  is  less  than  those  who  fail  this 
form  of  therapy.  Up  to  the  present  time,  studies 
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have  not  subdivided  patients  based  on  the  size  or 
location  of  infarction.  Since  prognosis  is  related 
to  the  amount  of  muscle  lost  and  patients  with  the 
largest  infarcts  are  at  most  risk  for  muscle  loss, 
this  would  be  the  group  expected  to  have 
greatest  benefit  from  successful  therapy. 

Data  which  is  available  does  not  document 
any  major  risk  of  coronary  arteriography  during 
acute  myocardial  infarction.  The  risks  of  throm- 
bolytic therapy  have  already  been  discussed. 
The  expense  of  this  form  of  therapy  is  also  sig- 
nificant, since  patients  require  cardiac  catheter- 
ization, and,  if  that  is  successful,  may  need  per- 
cutaneous transluminal  coronary  artery  angio- 
plasty, or  bypass  surgery  for  fixed  obstructions. 

After  reviewing  the  data  presently  avail- 
able,11'15 the  cardiology  group  here  decided  that 
the  risks  of  systemic  lytic  therapy  and  the  rela- 
tively low  rate  of  success  made  this  a less  at- 
tractive choice  than  intracoronary  artery  lytic 
therapy.  We  also  decided  that  only  patients 
who  have  a significant  amount  of  muscle  mass 
at  risk,  that  is,  patients  with  anterior  wall  myo- 
cardial infarctions,  should  be  candidates  for 
study  and  treatment  with  streptokinase.  Since 
we  believe  ischemic  myocardium  is  viable  up  to 
four  hours  after  vascular  occlusion,  only  patients 
who  have  symptoms  of  less  than  four  hours 
duration  are  considered  to  be  candidates  for  this 
form  of  therapy.  In  addition  to  the  previously 


mentioned  contraindications  to  lytic  therapy,  we 
consider  systemic  hypertension  or  age  greater 
than  70  years  as  contraindications.  The  mean 
time  of  infusion  necessary  to  open  most  ob- 
structed arteries  seems  to  be  about  a half  an 
hour.  Long  term  follow  up  of  treated  patients 
compared  to  a similar  population  of  untreated 
patients  will  be  necessary  to  determine  if  mor- 
tality has  indeed  been  reduced. 
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Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


FIBRINOLYTIC  THERAPY  FOR  ARTERIAL 
OCCLUSION:  SOME  ADDITIONAL 
RAMIFICATIONS 

This  issue  of  the  Journal  ( Del  Med  J.  1983; 
56:271-279)  offers  a unique  discussion  of  the 
use  of  fibrinolytic  therapy  for  arterial  occlusion 
involving  coronary  and  peripheral  arteries.  Hid- 
den in  that  clinical  presentation  are  certain  ob- 
servations that  deserve  ink. 

Thirty  years  ago  when  treating  a patient  with 
coronary  artery  disease,  a physician  was  limited 
to  traditional  measures  of  good  advice  such  as 
diet,  cessation  of  smoking,  and  exercise,  plus 
the  use  of  a limited  number  of  drugs.  Now  he 
can  utilize  electrocardiographic  imaging,  ven- 
tricular ejection  fractions,  thallium  201  stress 
testing,  and  selective  coronary  arteriography, 
all  for  more  precise  anatomical  and  functional 
diagnosis.  Therapeutic  options  now  include  beta 
blockers,  calcium  channel  blockers,  catheter  bal- 
loon arterial  dilatation,  and  direct  coronary  by- 
pass surgery.  In  addition,  fibrinolytic  therapy 
for  arterial  infarction  is  now  a reality.  Clot  dis- 
solution with  plasminogen  activators  may  be  the 
next  improvement.  Beyond  that?  I believe 
laser  vaporization  of  the  underlying  atherosclero- 
tic plaque  will  work  and  will  eventually  come 
to  town. 

In  treating  the  patient  with  limb-threatening 
ischemia,  surgeons  have  witnessed  an  equally 
explosive  and  exciting  change  in  diagnostic  and 
therapeutic  options  over  the  past  three  decades. 
These  dramatic  changes  of  technology  are  well 
known  to  all.  However,  I believe  the  evolving 
alternatives  in  our  daily  practice  are  equally 
dramatic,  though  possibly  less  obvious. 


The  original  physician  conducted  a solo  prac- 
tice. He  possessed  sufficient  command  of  exist- 
ing medical  knowledge  to  diagnose  and  treat 
independently.  Contemporary  medicine  now 
entwines  the  internist,  cardiologist,  clinical 
chemist,  istotope  expert,  radiologist,  and  surgeon 
as  an  amorphous  though  cohesive  alliance.  No 
one  individual  can  encompass  the  information 
and  skills  considered  necessary  for  quality  care 
today.  Cooperation  between  physicians,  disci- 
plines and  departments  is  essential.  Thus,  the 
expansion  of  information  and  technology  has 
already  converted  the  solo  practice  of  yesterday 
to  a form  of  group  practice  today.  Any  planning 
for  health  care  in  the  future  must  recognize  and 
accept  this  fact. 

Richard  Lennihan,  Jr.,  M.D. 
«?  jg  w? 

EXECUTION  BY  INJECTION  IN  DELAWARE 

The  Delaware  State  Senate  recently  passed 
SB  363,  legislation  that  stipulates  lethal  injection 
as  the  means  for  capital  punishment  in  Dela- 
ware. It  now  appears  to  be  only  a matter  of 
time  before  Delaware,  in  which  there  hasn’t 
been  an  execution  since  1946,  joins  the  national 
trend  to  resume  capital  punishment. 

Capital  punishment  is  as  old  as  mankind.  It 
has  always  been  touted  as  a deterrent  to  crime. 
However,  after  millenniums  of  stonings,  hang- 
ings, shootings,  gassings,  and  lopping  off  of 
heads,  the  deterrent  effect  of  such  is  still  very 
much  debated  by  penologists.  No  clear-cut 
deterrent  can  be  demonstrated.  It  seems  to  me 
that  if  capital  punishment  were  really  a clear-cut 
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deterrent,  it  should  have  been  established  by 

now  and  we  should  have  little  capital  crime. 

* 

More  often,  capital  punishment  has  been  an 
instrument  of  political  repression.  The  two  most 
visible  examples  ( there  are,  of  course,  many 
others)  are  the  revolutionary  terrorist  regimen 
of  Maximilien  Robespierre  in  France  (1790s) 
and  the  tyrannical  regime  of  Joseph  Stalin  in  the 
Soviet  Union.  These  dictators  each  executed 
about  40,000  people  in  an  effort  to  crush  political 
opposition.  Even  then,  capital  punishment  failed. 
Both  men  had  their  policies  largely  reversed  after 
their  own  demise,  and  the  former  was  over- 
thrown and  sent  to  the  same  fate  to  which  he 
had  condemned  so  many  others. 

In  the  United  States,  capital  punishment  has 
given  us  such  tragedies  as  the  execution  of  Sacco 
and  Vanzetti  and  of  countless  blacks  in  the 
South  who  were  lynched  without  benefit  of  trial. 
Nonetheless,  American  society  has  decided  that 


capital  punishment  will  resume.  In  the  process, 
some  traditional  tools  of  the  medical  profession, 
the  IV  needle  and  certain  medications,  have  been 
usurped  for  the  purpose.  This  is  society’s  right. 
We  have  no  exclusive  claim  to  these.  However, 
capital  punishment  is  not  medicine,  and  no  help 
should  be  expected  from  the  medical  profession. 
It  would  be  completely  inconsistent  with  the 
Hippocratic  Oath  for  any  doctor  to  become  in- 
volved with  this  process  or  to  assist  at  its  im- 
plementation in  anv  wav  whatsoever. 

The  main  argument  in  favor  of  lethal  injection 
as  a means  of  capital  punishment  has  been  that  it 
is  “more  humane.”  Why  all  the  concern  about 
that?  Does  it  reallv  derive  from  wanting  to 
make  sure  that  the  condemned  doesn’t  suffer,  or 
is  it  to  make  the  rest  of  us  feel  less  guilty  and 
barbaric? 

Daniel  DePietropaolo,  M.D. 

Dr.  DePietropaolo  is  a third-year  resident  in  the  Department 
of  Family  Practice  at  The  Wilmington  Medical  Center. 
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DOCTORS  DO  CARE 


The  traditional  role  of  the  physician  has  been 
as  a healer  of  the  sick.  However,  in  today’s 
“health  conscious”  climate  of  low  cholesterol 
diets,  natural  foods,  exercise,  spas,  and  Nautilus 
systems,  perhaps  it  is  time  to  redefine  our  role, 
not  only  as  “healers  of  the  sick”  but  as  “keepers 
of  the  healthy.”  Preventive  medicine  has  be- 
come an  important  aspect  and  tool  of  the  modern 
physician  and  will  continue  to  be  in  the  future. 

It  is  in  this  spirit  of  prevention  that  DOC  was 
born.  DOC,  which  stands  for  Doctors  Ought 
to  Care,  was  founded  in  1978  by  a group  of 
family  practice  residents.  It  is  oriented  towards 
educating  teens  and  preteens  about  health  issues 
particularly  applicable  to  them  such  as  smoking, 
drug  abuse,  alcohol,  nutrition,  and  exercise. 
There  are  now  over  50  DOC  chapters  in  40  states 
and  several  foreign  countries. 

One  of  the  newest  chapters  is  in  Delaware. 
As  founder  of  Delaware  DOC,  I have  been  quite 
pleased  with  the  progress  made  thus  far.  Our 
pilot  project  on  smoking  was  presented  and  ac- 
cepted in  February  by  the  Delaware  Depart- 
ment of  Public  Instruction’s  State  School  Health 
Advisory  Committee  of  the  Medical  Society  of 
Delaware’s  School  Health  Committee,  and  since 
then  we  have  given  presentations  in  two  schools 
and  will  be  bringing  DOC  into  seven  more 
schools. 

The  presentation  uses  a more  offbeat  humorous 
approach  than  one  might  expect  from  a physician 
group.  We  try  to  de-emphasize  the  peer  pres- 
sure influence  and  re-emphasize  the  individual. 
It  is  oriented  less  towards  the  medical  aspects 
of  tobacco  and  more  towards  showing  the  chil- 
dren the  fallacy  of  the  media  messages  of  the 
tobacco  industry — that  cigarettes  make  you  sexy, 
romantic,  wealthy,  and  immediately  elevate  you 
into  the  highest  social  circles,  make  you  a rugged 
individualist,  or  turn  you  into  a successful,  ath- 
letic woman  of  the  ’80s. 

Despite  the  tobacco  industry’s  statements  that 
they  don’t  want  kids  to  smoke  and  that  their 
advertising  is  not  oriented  towards  kids,  in  all 
the  classes  I’ve  visited  these  kids  have  been 
able  to  name  more  of  the  39  major  brands  of 
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cigarettes  than  the  39  presidents  of  the  United 
States. 

Our  presentation  is  followed  up  by  a volun- 
teer coordinator  from  the  school’s  faculty  who 
works  with  the  students  in  an  educational  health 
program  that  cultivates  the  message  of  DOC. 

Giving  the  presentations  to  the  sixth  graders 
in  their  classrooms  has  been  fun,  educational, 
and  one  of  the  more  gratifying  experiences  in 
my  medical  career.  Kids  are  a tough  audience 
and  so  far,  DOC  has  been  very  well  accepted. 
I hope  that  DOC  will  grow  in  Delaware  and 
continue  to  bring  a positive  health  message  to 
kids  at  a time  when  they  are  making  decisions 
about  their  future  lifestyles.  And  isn’t  that  what 
preventive  medicine  is  all  about? 

Mark  Glassner,  M.D. 

Dr.  Glassner  is  a third-year  resident  in  the  Department  of 
Family  Practice  at  The  Wilmington  Medical  Center  and  president 
of  Delaware  DOC. 
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CCU-PHORIA 

“Selection  of  an  optimal  pacemaker  is  pre- 
dicted on  the  arrhythmia  that  is  to  be  con- 
trolled . . .”  L.  Driefuss,  1984. 

The  intern  on  duty  quickly  worked  up  the 
new  admission  to  CCU.  It  was  a routine  prob- 
lem: Mrs.  Smith  had  sick  sinus  syndrome  and 
was  complaining  of  feeling  weak  and  dizzy.  Her 
attending’s  diagnosis  was  “fractured  wire  syn- 
drome,” but  the  intern,  as  he  finished  his  dicta- 
tion, had  different  ideas. 

The  first-year  resident  looked  at  the  intern’s 
orders,  and  said,  “Obviously  you  think  this  pa- 
tient has  pacemaker  syndrome.  It’s  also  obvious 
you  can’t  recognize  incessant  SVTs  when  you 
see  them.  What  we  have  to  do,  you  see,  is 
switch  her  to  a dual-chambered  pacer,  and  get 
rid  of  those  randomized  contractions.” 

“Oh  yeah,”  said  the  intern.  “So  she  can  start 
having  fun  with  circuit  crosstalk?  No  way.  I 
say  let’s  get  a cardiology  consult.” 
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“Not  necessary,”  piped  up  the  chief  resident, 
who  had  overheard.  “I  can  smell  retrograde  se- 
quencing and  progressive  parameters  from  here. 
See,  just  look  at  those  inappropriate  sine  waves 
on  the  monitor.  What  we  have  to  do  is  zap  her 
AV  mode.  Get  the  paddles.” 

At  this  point,  the  charge  nurse  screamed, 
“Doctor,  doctor  she’s  got  a runaway  pacemaker! 
She’s  discharging  into  her  ventricles!  Look! 
She’s  about  to  reach  the  Wenkebach  point!” 

“Oh  God,  you’re  right!”  yelled  the  intern. 
“She’s  got  negative  atrial  kick!  Just  look  at 
that  systemic  venous  regurgitation!” 

“Yes,”  screamed  the  resident.  “I  can  see  can- 
non A waves  from  here.  She’s  tensing  her  pec- 
toralis!  Her  pearl  necklace  is  pulsating!” 

“I  told  you  we  should  have  gotten  a cardiology 


consult!”  gasped  the  intern  as  he  tripped  over 
an  A line. 

“Slap  a magnet  to  her  pacer  aerial!”  screeched 
the  chief  resident. 

“This  is  what  you  get  for  using  dumb  pace- 
makers instead  of  smart  ones,”  said  the  resident. 
“When  will  these  attendings  learn?” 

“Doctor,  doctor,”  cried  the  nurse  again,  “All 
the  pacemakers  in  the  unit  are  spiking  to- 
gether! Look,  everybody  is  going  into  the  step- 
down  mode!” 

Just  then  the  nursing  supervisor  came  through 
the  door  and  said,  “Hey  everybody,  turn  off  all 
the  TV  sets  in  here!  There’s  supposed  to  be  a 
satellite  flying  overhead  showing  an  old  Japanese 
war  movie,  and  it  might  cause  trouble  with  some 
pacemakers!” 

Dene  T.  Walters,  M.D. 


TURN 

TO  POSTGRADUATE  MEDICINE 


iff 


> 


Postgraduate 

Medicine 


Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 


Read  every  issue 

Postgraduate 

Medicine 


Where  Clinical  Diversity  is  an  Art. 


Del  Med  Jrl,  May  1984 — Vol  56,  No  5 


285 


Editorials 


VIEW  BOX  ERRATUM 

How  observant  are  you?  In  the  April 
Delaware  Medical  Journal,  Figures  2 and 
3 in  The  View  Box,  “Abdominal  Computed 
Tomography  in  a Man  with  Lung  Cancer,” 
were  reversed.  Because  of  a printer’s  error, 
the  figures  were  switched  so  that  the  CT 
scan  showing  tumorous  adrenals  was  la- 
beled normal,  and  the  normal  CT  scan  was 
labeled  as  showing  adrenal  masses. 


LEAH  M.  LOWENSTEIN,  M.D. 

Leah  M.  Lowenstein,  M.D.,  formerly  dean 
of  Jefferson  Medical  College,  died  March  6, 
1984,  of  cancer  at  the  age  of  53.  An  excerpt 
from  a book  that  Dr.  Lowenstein  co-edited  en- 
titled Becoming  a Physician:  Development  of 
Values  and  Attitudes  in  Medicine  was  published 
in  the  May  1983  Delaware  Medical  Journal. 
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BRIEF  SUMMARY 

PROCARDIA  • (nifedipine)  CAPSULES  For  Oral  Use  1 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation.  2)  angina  or  coronary  artery  spasm  pro-  , 
voked  by  ergonovme.  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients  I 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible  , 
with  the  diagnosis  of  vasospastic  angina,  p'ovided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but  1 
where  vasospasm  has  not  been  confirmed,  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  ot  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  ot  chronic  stable  angina  (effort-associated  angina ) without  evidence  of  vasospasm 
m patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (ettort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  ettectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ot  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  contidence  the  effects  ot  concurrent  treatment  especially  in 
patients  with  compromised  left  ventricular  lunction  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  since  > 
severe  hypotension  can  occur  from  the  combined  effects  ot  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  ettect  ot 
PROCARDIA  is  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ot 
subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant  beta:1 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients' 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone,  with  low  doses  of  tentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
tentanyl  anesthesia  is  contemplated . the  physician  should  be  aware  ot  these  potential  problems  and 
it  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  tor 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency  du- 
ration or  severity  ot  angina  on  starting  PROCARDIA  or  at  the  time  ot  dosage  increases  The  mech- 
anism ot  this  response  is  not  established  but  could  result  trom  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  trom  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- i 
drawal  syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ot  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  retlex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  in  a setting  ot  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  ot  blood  pressure  during  the  initial  administration  and  titration 
ot  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  tor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure , care  should  be  taken 
to  differentiate  this  peripheral  edema  trom  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
ot  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasiona 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have  ,i 
been  no  controlled  studies  to  evaluate  the  antiangmal  ettectiveness  ot  this  combination 

Digitalis  Administration  ot  PROCARDIA  with  digoxin  increased  digoxm  levels  in  nine  ot  twelvt 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  dii 
goxm  levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ot  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxm  blood  levels  were  not  meas 
ured.  digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ot  patients  witt 
elevated  digoxm  levels,  it  is  recommended  that  digoxm  levels  be  monitored  when  initiating,  adiust 
mg,  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  mte 
dipine  caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu 
man  dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  n 
rats  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  m monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  ot  pa 
tients.  transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  ot  PROCARDIA  or  concomitant  antian 
ginal  medication  Additionally,  the  tollowmg  have  been  reported  muscle  cramps  nervousness 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation  |0int  stillness,  shaki 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis  pruritus  urticaria,  te 
ver,  sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  ot  PROCARDIA  therapy  wa: 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition,  more  serious  adverse  events  were  observed,  not  readily  distinguishable  trom  the  nat 
ural  history  .of  the  disease  in  these  patients  It  remains  possible  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges 
tive  heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb 
ances  each  occurred  in  fewer  than  0 5%  ot  patients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  ot  enzymes  such  as  alkaline  phos 
phatase,  CPK.  LDH,  SGOT.  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele 
vated  transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ot  gall  bladde 
disease  after  about  eleven  months  ot  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  i 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  wort 
literature 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ot  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ot  100  (NDC  0069-2600-66)  300  (NDC  0069 
2600-72).  and  unit  dose  (10x10)  (NDC  0069-2600-41 ) The  capsules  should  be  protected  tror 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77°F  (15  to  25  C)  in  the  man 
ufacturer  s original  container 

More  detailed  professional  information  available  on  request  s 1982  Ptizerlnc 


LABORATORIES  DIVISION 

PFIZER  INC 


MANAGEMENT  OF  OSTEOMYELITIS  AND 
SOFT-TISSUE  INFECTIONS 


Jack  L.  LeFrock,  M.D. 
Kenneth  V.  I.  Rolston,  M.D. 
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Classification 

Three  distinct  groups  emerge  when  osteomye- 
litic infections  are  classified  according  to  the 
route  by  which  the  organism(s)  reach  the  site 
of  infection.  (Table  1)  Based  on  pathogenetic 
considerations,  three  major  types  of  osteomye- 
litis have  been  distinguished:  (1)  hematogenous 
osteomyelitis  in  which  infection  is  introduced  by 
the  bacteremic  route,  (2)  osteomyelitis  second- 
ary to  a contiguous  focus  in  which  infection 
spreads  to  bone  from  adjacent  soft  tissues  (eg, 
from  skin  infections,  penetrating  trauma,  or  in- 
fection of  an  operative  wound)  and  (3)  osteo- 
myelitis secondary  to  peripheral  vascular  disease, 
in  which  infection  spreads  to  bone  from  a trophic 
ulcer.  Osteomyelitis  is  also  classified  as  acute 
(first  admission  for  the  infection)  or  chronic 
( defined  as  having  had  a previous  admission  for 
the  same  infection).  In  Waldvogel’s  series  of 
247  patients  with  osteomyelitis  treated  over  a 
period  of  four  years,  19%  had  hematogenously 

Dr.  LeFrock  is  Chief  of  the  Division  of  Infectious  Diseases  and 
Clinical  Microbiology,  Professor  of  Medicine,  and  Clinical  Professor 
of  Surgery,  Department  of  Internal  Medicine,  Hahnemann  Univer- 
sity Hospital,  Philadelphia. 

Dr.  Molavi  is  Associate  Professor  of  Medicine,  Division  of 
Infectious  Diseases  and  Clinical  Microbiology,  Department  of 
Internal  Medicine,  Hahnemann  University  Hospital,  Philadelphia. 

Dr.  Rolston  is  Assistant  Professor  of  Medicine,  Baylor  Uni- 
versity School  of  Medicine;  and  on  the  medical  staff  of  Anderson 
Hospital,  Houston,  Texas. 


acquired  infections,  47%  developed  osteomyelitis 
secondary  to  a contiguous  focus  of  infection,  and 
34%  were  associated  with  peripheral  vascular 
disease.1  This  distribution  may  differ  depending 
upon  the  specific  age  group  and  patient  popu- 
lation a particular  physician  sees. 

Incidence 

The  incidence  of  hematogenous  osteomyelitis 
has  decreased  several-fold  since  the  advent  of 
antibiotics.  Osteomyelitis  secondary  to  contigu- 
ous foci  of  infection,  however,  has  increased  sig- 
nificantly in  recent  Years  as  a result  of  the  greater 
utilization  of  reconstructive  orthopedic  surgery. 

Osteomyelitis  Secondary  to  Contiguous 
Focus  of  Infection 

Bone  infections  that  develop  secondary  to  a 
contiguous  focus  run  the  gamut  from  infection 
following  a puncture  wound  or  cat  bite,  to  in- 
fection complicating  a thermal  burn  or  postop- 
erative complications  following  open  reduction 
of  fractures  or  reconstructive  orthopedic  surgery. 
In  this  latter  form  of  osteomyelitis,  patients  are 
usually  50  years  of  age  or  older  with  a soft  tissue 
infection  or  infected  surgical  site  that  extends 
directlv  to  contiguous  bone.  The  surgerv  most 
often  implicated  is  open  reduction  of  fractures 
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TABLE  1 

CLASSIFICATION  OF  OSTEOMYELITIS  AND  ASSOCIATED  FEATURES 

Hematogenous 

Secondary  to  Contiguous 
Focus  of  Infection 

Due  to  Vascular 
Insufficiency 

Age  distribution 

1 -20  and  50  yrs 

25-50  yrs 

50  yrs  and  above 

Usual  bones 
involved 

Long  bones 
vertebrae 

Long  bones 
(femur,  tibia) 

Small  bones  of  feet 

Microbiology 

Usually  monomicrobial 
Staphylococcus  aureus 
Streptococcus  (Group 
B Strep.) 
Gram-negatives 
(Haemophilus 
influenzae) 

Usually  mixed  infections 
Staphylococcus  aureus 
and  epidermidis 
Gram-negatives 

Usually  polymicrobial 
Staphylococcus  aureus 
and  epidermidis 
Gram-negatives 
Anaerobes 

Associate  Factors 

Trauma 
Bacteremia 
I.V.  drug  abuse 

Trauma  and  surgery 
Soft-tissue  infections 
Radiation  therapy 

Diabetes  mellitus 
Peripheral  vascular 
disease 

Clinical  Features 

Fever 

Local  tension 
and  swelling 

Fever 

Swelling  and  erythema 

Pain 

Swelling 

Ulceration  and  drainage 

using  nails,  plates,  and  similar  prosthetic  devices. 
As  fractures  most  often  requiring  internal  fix- 
ations are  femoral  head  and  tibial  fractures, 
these  bones  are  the  ones  most  often  affected  by 
osteomyelitis,  although  skull  flap  infections  after 
craniotomy  are  not  uncommon.  Osteomyelitis 
following  implantation  of  orthopedic  prosthesis 
presents  unique  problems  and  may  initially  be 
very  difficult  to  diagnose. 

Physical  examination  is  the  key  to  making 
a diagnosis.  Pain  and  erythema  developing  after 
the  immediate  postoperative  period  or  after  con- 
trol of  original  infection  should  cause  suspicions 
of  osteomyelitis. 

Postoperative  deep  wound  infections  that  oc- 
cur after  total  hip  replacement  generally  fall 
into  three  categories: 

1.  Early  deep  wound  infections  within  two 
weeks  of  surgery  due  to  pyogenic  bacteria  (S. 
aureus  or  enteric  bacilli). 


2.  Deep  wound  infections  that  don’t  appear 
until  three  to  six  weeks  after  surgery  due  to  non- 
invasive  bacteria  (S.  epidermidis,  diphtheroids). 

3.  Late  deep  infections  occurring  three  months 
to  years  after  surgical  procedure. 

X-ray  is  the  cornerstone  of  diagnosis  with  rare 
infection,  as  well  as  increased  density  of  bone 
and  necrosis  seen.  Results  of  radionucleotide 
scans  are  variable,  as  postoperative  changes  may 
alter  the  findings.  Postoperative  hip  infection 
presents  a particular  diagnostic  problem  because 
it  is  difficult  to  distinguish  between  operative 
changes,  hematomas,  and  infections  in  deep 
tissue. 

Osteomyelitis  Secondary  to  Peripheral 
Vascular  Disease 

Osteomyelitis  is  one  of  the  most  serious  con- 
sequences of  inadequate  foot  care  in  diabetics. 
It  is  usually  associated  with  vascular  insuffi- 
ciency, often  developing  as  a consequence  of 
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local  infection.  In  Waldvogel’s  series  of  247 
patients  with  osteomyelitis,  30%  were  diabetic. 

In  the  majority  of  patients,  the  initial  infec- 
tion is  cellulitis  or  a skin  ulcer.  Most  diabetics 
with  osteomyelitis  are  50  to  70  years  old.  Al- 
most all  of  their  infections  involve  the  toes  or 
small  bones  of  the  feet.  Few  have  systemic 
manifestations  of  infection,  although  most  have 
pain,  swelling,  and  erythema  of  the  affected 
limb,  and  many  have  long-standing  indolent 
ulcers.  Waldvogel  et  al  reported  mixed  aerobic 
infections,1  and  LeFrock  et  al  reported  mixed 
aerobic-anaerobic  infections  as  the  etiology  of 
the  osteomyelitis.2-3 

Establishing  the  diagnosis  of  osteomyelitis  in 
a neuropathic  foot  can  be  difficult.  Radiologi- 
callv,  neuropathic  bone  lesions  resemble  those 
produced  by  osteomyelitis,  but  osteomyelitis  can 
be  mimicked  in  neuropathic  bone  disease  by 
fragmentation.  Bone  scans  mav  also  be  mislead- 
ing,  because  osteoblastic  activity  is  often  present 
as  the  body  attempts  to  repair  and  remodel  neu- 
ropathic bone  lesions.  Gallium-scanning  may 
be  helpful  in  localizing  infection  to  the  bone, 
but  interpretation  is  often  difficult  when  there 
is  extensive  soft-tissue  infection. 

Special  Types  of  Osteomyelitis 

The  predisposing  sources  of  vertebral  body 
osteomyelitis  are  usually  bacteremias  associated 
with  urinary  tract  infections,  skin  infections,  pul- 
monarv  infections,  narcotic  addiction,  or  endo- 
carditis.4'7 The  richly  vascularized  flat  bone  ad- 
jacent to  the  cartilage  is  probably  the  first  site 
of  infection  during  hematogenous  spread;  direct 
extension  from  a contiguous  focus  such  as  a retro- 
pharvngeal  abscess,  or  bv  direct  contamination 
such  as  by  discectomv  can  be  demonstrated  in 
exceptional  cases.5  Vertebral  osteomyelitis  fre- 
quently involves  two  adjacent  bone  plates  and 
the  corresponding  intervertebral  disk.  Extension 
can  occur  logitudinally  to  other  vertebras,  or  an- 
teriorly as  a paraspinal  abscess.  A serious  com- 
plication is  a posterior  extension  leading  to  an 
epidural  abscess  with  possible  paraplegia,  or  to 
meningitis.  Sapico  and  Montgomerie  reviewed 
their  nine  patients  as  well  as  309  published  cases 
of  pyogenic  vertebral  osteomyelitis.8  They  found 
that  elderly  males  and  diabetics  were  particularly 


susceptible.  Neck  or  back  pain  had  been  present 
in  92%,  lasting  for  more  than  three  months  in 
more  than  half  of  the  patients.  Atypical  symp- 
toms such  as  chest  or  abdominal  pain  were  seen 
in  15%.  The  erythrocyte  sedimentation  rate  was 
consistently  elevated,  but  only  about  one  half 
of  the  patients  had  fever  or  leukocytosis.  The 
lumbar  region  was  the  most  commonly  involved 
site  (48%).  Narrowing  of  disk  spaces  with  verte- 
bral end-plate  involvement  on  x-rav  was  seen  in 
74%.  S.  aureus  was  the  causative  organism  in 
55%,  Enterolwcteriaceae  another  30%,  and  the  rest 
were  due  to  Ps.  aeruginosa,  Candida,  etc.  Be- 
cause its  location  hampers  diagnosis,  cervical 
spine  osteomyelitis,  either  secondary  to  blood 
stream  invasion0’10  or  to  direct  extension  from  a 
retropharyngeal  abscess,11  has  recently  received 
renewed  attention.  These  patients  usually  pre- 
sent with  torticollis  and  low-grade  fever  and 
have  often  been  dismissed  without  diagnosis  or 
even  referred  to  a psychiatrist. 

Unusual  Organisms 

The  number  of  unusual  organisms  that  have 
been  found  to  cause  osteomyelitis  is  expanding. 
Table  2 summarizes  the  organisms  and  their 
underlying  disorders.  Three  recent  studies  en- 
compassing more  than  94  cases  of  osteomyelitis 
in  drug  addicts  have  revealed  Pseudomonas 
species  as  the  offending  organism  in  86%;10,12’13 
75%  of  these  involved  the  vertebra  with  the  next 
most  frequent  site  of  infection  being  the  pelvic 
bone.  Data  on  the  overall  incidence  of  anaerobic 
infections  producing  osteomvelitis  are  still  lack- 
ing. Raff  and  Melo  in  their  review  on  anaerobic 
osteomvelitis  delineated  six  clinical  syndromes 
where  anaerobes  are  seen.14  They  are:  osteo- 
mvelitis of  the  face  or  skull  that  develops  as  a 
local  extension  from  an  ear-nose-throat  or  tooth 
infection;  osteomyelitis  of  the  pelvic  bones,  de- 
veloping through  continuity  from  a focus  of  intra- 
abdominal sepsis;  osteomyelitis  of  the  hand  as 
from  complication  of  human  bites;  osteomyelitis 
of  the  foot  in  patients  with  vascular  insufficiency 
and  or  diabetes;  osteomyelitis  of  the  cervical 
spine  secondary  to  a neck  abscess;  and  osteomye- 
litis of  long  bones  secondary  to  an  open  fracture 
or  bacteremia. 

Five  percent  of  patients  with  acute  osteomye- 
litis and  30%  to  60%  of  patients  with  chronic 
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TABLE  li 

OSTEOMYELITIS  WITH  UNCOMMON  ORGANISMS 

Organism 

Underlying  Disorder 

Salmonella  species  (typhimurium 
enteritidis,  choleraesuis) 

Salmonella  species  SC  hemoglobinopathy 

Pseudomonas  aeruginosa 

Heroin  addicts 

Candida  species,  Aspergillus  and  other  fungi 

Major  defection  in  host  defense 
Intravenous  access  devices 

Group  B Streptococci 

Neonates 

Anaerobes 

Diabetes 

Polymicrobial 

Diabetes  and  vascular  insufficiency 
Chronic  osteomyelitis 

osteomyelitis  have  polymicrobial  infections.  Pi- 
achichero  and  Friesen,  who  reviewed  104  cases 
of  polymicrobial  osteomyelitis,15  found  that 
adults  had  3.9  isolates  with  S.  aureus  as  the  most 
common.  One  third  of  the  aerobic  isolates  were 
gram-negative  bacterial  species;  some  enterococci 
were  also  involved.  Forty-six  percent  of  the 
isolates  were  anaerobic.  Polymicrobial  osteo- 
myelitis resulted  most  frequently  from  spread 
of  infection  from  a contiguous  focus  ( 5%  of 
cases),  or  occurred  in  patients  with  peripheral 
vascular  insufficiency  or  neuropathy  (17%).  In 
their  series,  the  bones  of  the  skull,  face,  and  feet 
were  most  frequently  involved. 

Diagnosis 

Mild  to  moderate  leucocytosis  is  usually  seen 
in  patients  with  acute  osteomyelitis.  Anemia 
of  varying  degrees  is  also  usually  present.  The 
erythrocyte  sedimentation  rate  (ESR)  is  fre- 
quently elevated.  Besides  providing  a diagnostic 
pointer,  it  is  helpful  in  following  the  effectiveness 
of  therapy.  Radiological  changes  are  seen  as 
areas  of  bone  destruction  (lytic  lesions)  or  of 
new  bone  formation  (sclerotic  lesions).  Lytic 
lesions  are  the  first  to  appear,  followed  by 
periosteal  elevation  and,  finally,  sclerosis.  Radi- 
ological changes  require  at  least  10  to  15  days  to 
appear;  sclerosis  usually  indicates  the  presence 
of  infection  for  more  than  30  days.16 


With  early  antibiotic  therapy,  x-ray  changes 
may  never  develop.  Soft  tissue  changes  juxta- 
posed to  bone  in  the  correct  clinical  setting  can 
be  a valuable  early  clue  and  should  not  be  ig- 
nored. A variety  of  bone  lesions  of  noninfectious 
etiology  may  be  mistaken  for  osteomyelitis  on 
the  basis  of  similar  radiologic  features  (eg, 
osteoid  osteoma,  eosinophilic  granuloma,  bone 
neoplasms  such  as  Ewing’s  sarcoma,  reticulum  cell 
sarcoma,  Hodgkin’s  disease,  neuroblastoma),  her- 
niated nucleus  pulposus  (Schmorl’s  nodule),  and 
periosteal  new  bone  formation  about  the  tibia 
due  to  stimulation  by  chronic  venous  stasis. 

Radionucleotide  scans  using  99m  Tc-phosphate 
may  become  abnormal  as  early  as  the  first  24 
hours  after  the  appearance  of  symptoms,  much 
sooner  than  conventional  skeletal  roentgeno- 
grams.16 Bone  scans  are  not,  however,  patho- 
gnomonic, and  demonstrate  only  focal  areas  of 
increased  activity  that  may  be  due  to  any  in- 
flammatory process  including  osteomyelitis,  or 
to  neoplasm,  trauma,  or  infections  such  as  occur 
in  sickle  cell  disease.  Positive  bone  scans  must 
be  interpreted  with  regard  to  the  clinical  setting; 
a negative  bone  scan  doesn’t  exclude  the  diag- 
nosis of  osteomyelitis. 

J 

When  used  in  conjunction  with  99m  Tc-phos- 
phate scanning,  67Gallium  citrate  scanning  may 
help  differentiate  between  osteomyelitis,  sterile 
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reactive  bone,  and  soft  tissue  infections.17  Serial 
scans  are  also  useful  in  following  the  efficacy  of 
therapy.  Gallium  scans  are  not  specific  for  bone; 
biopsy  should  be  done  after  scans  are  complete 
to  avoid  false  positives. 

Once  the  diagnosis  of  osteomyelitis  has  been 
established,  it  is  essential  to  make  a definitive 
microbiological  diagnosis.  Blood  cultures  are 
positive  in  up  to  half  of  patients  with  hemato- 
genous osteomyelitis.1849  If  blood  cultures  are 
negative,  a tissue  diagnosis  (usually  from  bone 
biopsy)  is  necessary.  A gram  stain  of  the  as- 
pirate or  biopsy  material  is  very  useful  in  initiat- 
ing appropriate  antimicrobial  therapy.  Cultures 
should  be  obtained  for  both  aerobic  and  anaero- 
bic pathogens.  Cultures  of  open  wounds  or  sinus 
tracts  may  be  misleading  and  cannot  be  relied 
upon  to  provide  accurate  bacteriological  infor- 
mation.20 

Antimicrobial  Therapy 

Antimicrobial  therapy,  initiated  as  early  as 
possible,  should  be  directed  specifically  against 
the  offending  pathogen(s)  and  should  be  ad- 
ministered intravenously  in  high  doses  for  four 
to  six  weeks.  The  initial  treatment  regimen  is 
crucial  to  success.  If  the  causative  pathogen 
can  be  isolated,  the  appropriate  antibiotic  started 
during  the  first  attack,  the  patient’s  chances  of 
recovering  completely  are  good.  If  not,  residual 
damage  is  likely.  Any  identifiable  source  of  bac- 
teria, such  as  an  abscess,  should  be  surgically 
removed  if  possible  in  order  to  avoid  deep  se- 
questration of  the  bacteria  into  a vascular  bone. 
Such  seeding  may  lead  to  a chronic  form  of  the 
disease,  which  is  difficult  to  eradicate.  In  addi- 
tion to  antibiotics,  surgical  intervention,  in  the 
form  of  bone  debridement,  is  usually  required  in 
the  therapy  of  osteomyelitis  arising  from  a con- 
tiguous focus  of  infection,  or  with  diabetic  ulcers 
and  peripheral  vascular  disease.  In  addition, 
combination  intravenous  and  oral  antimicrobial 
therapy  may  need  to  be  given  for  three  to  six 
months  in  forms  of  osteomyelitis  where  extensive 
bony  changes  and  tissue  damage  have  occurred. 

Knowing  the  organism  producing  the  osteo- 
myelitis should  lead  to  use  of  specific  narrow 
spectrum  antimicrobial  therapy  directed  toward 
the  organisms  isolated.  Blind  therapy  is  dan- 


gerous. Choice  of  an  empiric  narrow  spectrum 
agent,  which  may  not  be  effective  against  the 
organism  within  the  bone,  may  lead  to  treatment 
failure  and  deep  seeding  of  bone.  Empiric  broad 
spectrum  therapy  may  expose  the  patient  to  ex- 
cessive or  potentially  toxic  antimicrobial  ther- 
apy unnecessarily,  and  also  inflate  the  cost  of 
treatment. 

The  agents  chosen  for  use  should  be  demon- 
strated effective  against  the  organism  isolated 
from  bone  bv  in  vitro  sensitivity  tests,  such  as 
the  minimum  inhibitory  concentration  (MIC) 
and  minimum  baotericidal  concentration  (MBC). 
Disk  sensitivities  have  been  used  as  the  basis 
of  therapy,  but  disks  contain  concentrations  of 
drugs  in  excess  of  those  achievable  in  bone,  and 
the  results  of  disk  testing  may  not  be  directly 
applicable  to  the  clinical  situation.  The  anti- 
microbial chosen  should  penetrate  the  involved 
bone  in  concentrations  greater  than  those  re- 
quired to  be  active  against  the  organism.  Table 
3 shows  the  bone  levels  of  various  antibiotics. 
The  penicillinase-resistant  penicillins  (oxacillin, 
nafcillin),  the  cephalosporins,  ( cephalothin,  cefa- 
zolin),  and  clindamycin  have  all  been  used  to 
successfully  treat  staphylococcal  osteomyelitis. 
These  agents  penetrate  into  osseous  tissue  to  vary- 
ing degrees,  with  clindamycin  achieving  the  high- 
est bone  levels.21  It  also  has  the  ability  to  pene- 
trate into  human  polymorphonuclear  leucocytes. 
Prolonged  therapy  with  clindamycin  may  be  as- 
sociated with  pseudomembranous  colitis  and 
may  limit  its  usefulness.  Vancomycin  also  pos- 
sesses excellent  antistaphylococcal  activity  and  is 
an  alternative  agent,  particularly  in  patients  al- 
lergic to  the  penicillins  and  cephalosporins.  It  is 
the  drug  of  choice  in  patients  whose  infections 
are  caused  by  methicillin-resistent  Staphylo- 
coccus aureus  and  Staphylococcus  epidermidis. 
Some  experimental  evidence  exists  that  a com- 
bination of  vancomycin  and  rifampin  is  more  ef- 
fective than  either  drug  used  alone.22 

Streptococcal  osteomyelitis  usually  responds 
to  penicillin  therapy.  Group  B Streptococcus  in 
recent  years  has  emerged  as  an  important  cause 
of  osteomyelitis  in  neonates.23  As  tolerance  to 
B-lactam  antibiotics  has  been  reported,24  al- 
though its  clinical  significance  is  not  fully  under- 
stood, some  authors  recommend  adding  an 
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TABLE 

3 

BONE  PENETRATION 

OF 

ANTIBIOTICS 

Drug 

Dose 

Route 

Bone  Level 

Carbenicillin 

5 g 

IV 

16.7-32.3 

Dicloxacillin 

50  mg/kg/d 

IM 

6.4 

Flucloxacillin 

0.5-1. 0 g 

? 

1.3 

0.5  g 

IM 

1.4 

Methicillin 

1.0  g 

IV 

3.1 

2.0  g 

IV 

1.05-2.55 

1.0  g 

IV 

1.2 

250  mg/kg/d 

IV 

12.1 

Mezlocillin 

2.0  g 

IV 

20.0 

Oxacillin 

1.0  g 

IV 

2.1 

25  mg/kg 

IV 

7.0 

50  mg/kg 

IV 

13.5 

10  mg/kg/h 

IV 

1.7 

20  mg/kg/h 

IV 

12.0 

Penicillin  G 

2 million 

IV 

0.0 

Cefamandole 

1 .5  g stat  & 
0.75  g 

IV,  IM 

14.4 

2.0  g 

IV 

9.4 

Cefazolin 

1.0  g 

IV 

30.0 

1.0  g 

IV 

5.7 

1.0  g 

IV 

10.5 

1.0  g 

IV 

43.3 

50  mg/kg/d 

IV 

4.2 

50  mg/kg/d 

IM 

2.1 

Cefotaxime 

1.0  g 

IM 

0.7 

2.0  g 

IM 

8.4 

Cefoxitin 

1.0  g 

IV 

4.8 

Ceftizoxime 

1.0  g 

IV 

7.2 

Cefuroxime 

0.75  g 

IM 

2.6 

1.5  g 

IM 

12.7 

0.75  g 

IV 

0.3-1 .2 

Cephalexin 

0.5  g 

PO 

2.8 

1.0  g 

PO 

2.2 

Cephaloridine 

1.0  g 

IV 

16.0 

100  mg/kg/d 

IV 

2.0 

100  mg/kg/d 

IM 

2.6 

Cephalothin 

1.0  g 

IV 

2.8 

1.0  g 

IV 

3.9 

25  mg/kg 

IV 

1.9 

50  mg/kg 

IV 

2.4 

10  mg/kg/h 

IV 

2.2 

20  mg/kg/h 

IV 

2.5 

20  mg/kg 

IV 

1.4 

1.0  g 

IV 

0.6 
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Drug 

Dose 

Route 

Bone  Level 

2.0  g 

IV 

2.5 

2.0  g 

IV 

0.0 

Cephapirin 

1.0 

IV 

9-9.2 

2.0  g 

IV 

5-10 

Moxalactam 

2.0  g 

IV 

19.4 

2.0  g 

IV 

0.5-1. 1 

Gentamicin 

80  mg 

IV 

0.25-0.36 

1.7  mg/kg 

IM 

0.0 

90  mg 

IM 

0.06 

Tobramycin 

150  mg/d 

? 

0.1-0.65 

Clindamycin 

600  mg 

IM 

3. 8-3.9 

300  mg 

IM 

5.0 

Erythromycin 

0.5-1. 0 g 

IV 

3.9 

Metronidazole 

1.0  g 

PR 

7.5 

aminoglycoside  for  at  least  the  first  two  weeks 
of  therapy.25 

The  treatment  of  gram-negative  osteomyelitis 
must  be  tailored  to  the  individual  susceptibility 
of  the  causative  organisms.  Unfortunately,  this 
information  may  not  be  available  in  many  in- 
stances and  empiric  therapy  is  often  initiated 
depending  upon  general  susceptibility  patterns. 

In  the  past,  ampicillin  was  adequate  for  the 
treatment  of  Haemophilus  influenzae  infections, 
but  with  the  recent  emergence  of  B-lactamase 
producing  organisms  alternative  agents  are 
needed.  The  newer  cephalosporins  (cefotaxime, 
moxalactam)  are  B-lactamase  stable  and  highly 
active  against  H.  influenzae  and  should  be  con- 
sidered for  these  infections.  Investigational 
agents  (cefotetan,  cefonicid,  ceforanide  ceftri- 
axone) have  longer  half  lives,  and  thus  require 
less  frequent  administration  realizing  substantial 
cost  saving  to  the  patient  and  institution. 

Pseudomonas  aeruginosa  infections  are  difficult 
to  treat  and  generally  require  an  aminoglycoside 
(tobramycin,  gentamicin,  amikacin,  netilmicin) 
along  with  a semi-synthetic  penicillin  (carbeni- 
cillin,  ticarcillin,  mezlocillin)  for  the  entire  length 
of  therapy.  Newer  penicillins  (piperacillin,  azlo- 
cillin)  are  more  aotive  against  Ps.  aeruginosa 
and  may  be  used  instead,  although  no  clinical 
studies  are  available  at  present  which  compare 


different  combinations  in  osteomyelitis.  Six  to 
eight  weeks  of  therapy  with  aminoglycosides  ex- 
pose the  patient  to  potential  nephro-  and  oto- 
toxicity. Newer  agents  (ceftazidime,  azthreo- 
nam),  which  are  highly  active  against  gram- 
negative organisms  including  Ps.  aeruginosa,  are 
being  evaluated.  If  found  to  be  effective,  they 
may  be  used  instead  of  aminoglycosides,  thus 
avoiding  associated  toxicity.  Other  gram-nega- 
tive organisms  ( E . coli,  Klebsiella,  Proteus ) can 
be  treated  with  cephalosporins  or  aminoglyco- 
sides. Osteomyelitis  due  to  salmonella  responds 
to  ampicillin,  chloramphenicol,  or  TMP-SMX. 

Mixed  aerobic  and  anaerobic  infections  usually 
require  a combination  of  antimicrobial  agents. 
In  the  absence  of  Ps.  aeruginosa,  they  may  be 
treated  by  a single  agent  like  cefoxitin,  which  has 
an  adequate  gram-positive  and  good  gram-nega- 
tive and  anaerobic  spectrum. 

Treatment  of  Chronic  Osteomyelitis 

Chronic  osteomyelitis  secondary  to  surgery  or 
trauma  must  be  approached  with  rational  com- 
bined medical  and  surgical  therapy.  Besides 
parenteral  antibiotic  therapy  chosen  by  the  same 
criteria  for  acute  hematogenous  osteomyelitis, 
orthopedic  surgery  has  an  important  place  when 
an  abscess  or  a fistulous  tract  forms  in  the  sub- 
periosteal space  or  within  bone  marrow.  Excision 
of  necrotic  bone  and  sequestra  is  another  undis- 
puted indication  for  surgery.  Overlying  skin 
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has  to  be  closed  and  empty  cavities  filled  with 
skin  and  muscle  flaps,  if  feasible.  Whatever 
treatment  is  chosen,  the  clinician  needs  objec- 
tive parameters  to  assess  the  efficacy  of  his  ther- 
apy. Clinical  assessment  of  the  patient  such  as 
normalization  of  the  fever  cure,  subsiding  of 
pain,  and  falling  of  the  ESR,  are  good  clues  that 
the  patient  is  responding  to  your  therapy. 

Adjunct  Therapeutic  Considerations  in  the 
Management  of  Osteomyelitis 

The  high  recurrence  rate  of  post-traumatic 
and  post-surgical  osteomyelitis  has  stimulated 
interest  in  development  of  new  treatment  mo- 
dalities such  as  autovaccination  with  isolated,  in- 
activated strains,  local  antibiotic  perfusion  sys- 
tems, intra-arterial  antibiotic  therapy,  implanta- 
tion of  aminoglycoside  impregnated  beads,  and 
hyperbaric  oxygenation  of  the  affected  limb.  Of 
all  these  therapies,  only  hyperbaric  oxygenation 
has  so  far  been  submitted  to  formal,  objective 
experimental  testing  and  has  yielded  encourag- 
ing results.26 

Hyperbaric  Oxygen 

Mader  et  al  showed  hyperbaric  oxygen  ( HBO) 
to  be  as  effective  as  cephalothin  in  experimental 
staphylococcal  osteomyelitis.26  Hypoxic  condi- 
tions exist  in  osteomyelitic  bone  that  deter  the 
normal  intracellular  killing  of  bacteria  by  poly- 
morphonuclear leucocytes.  Although  HBO  pos- 
sesses no  antibacterial  activity,  it  increases  intra- 
medullary oxygen  tension  to  levels  at  which 
phagocytosis  proceeds  more  efficiently.27  Ex- 
perience with  and  availability  of  this  form  of 
therapy  is  limited.  Clinical  studies  are  needed 
to  fully  evaluate  the  role  of  HBO  in  the  manage- 
ment of  osteomyelitis,  but  experimental  and 
limited  clinical  data  suggest  that  it  may  be  an 
invaluable  adjunct  when  dealing  with  chronic 
refractory  infections. 

Summary 

Despite  recent  advances  in  radionuclide  imag- 
ing, surgical  techniques,  and  antimicrobial  ther- 
apy, osteomyelitis  continues  to  pose  both  diag- 
nostic and  therapeutic  dilemmas  for  the  clinician. 
Intravenous  drug  abuse,  radiation  therapy  for 
cancer,  and  newer  orthopedic  procedures  such  as 
total  joint  replacements,  bone-grafting  and  re- 


constructive surgery  have  led  to  a widening  of 
the  scope  of  the  disease.  Uncommon  pathogens 
and  sites  of  infection  are  being  recognized  more 
frequently.  Successful  therapy  depends  on  early 
recognition  of  the  symptoms  and  signs  of  osteo- 
myelitis, accurate  identification  of  the  offending 
organism(s)  and  prompt  antibiotic  therapy,  in 
conjunction  with  surgical  debridement.  Newer 
modalities  such  as  hyperbaric  oxygen  may  prove 
useful  adjuncts  in  persistent  infections. 
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Deaths 


JULES  S.  LEVIN,  M.D. 

Jules  S.  Levin,  M.D.,  a Wilmington  ophthal- 
mologist, died  of  cancer  April  12,  1984,  at  the  age 
of  46. 

Dr.  Levin  graduated  from  the  Albert  Einstein 
College  of  Medicine  in  New  York  City.  In  addi- 
tion to  a private  practice  in  the  Professional 
Building  on  Augustine  Cut-Off,  Dr.  Levin  was 
director  of  the  Department  of  Ophthalmology 
at  The  Wilmington  Medical  Center  from  1979 
until  1983.  He  was  also  on  the  staff  of  the  Wills 
Eye  Hospital  and  Jefferson  Medical  College  Hos- 
pital, both  in  Philadelphia. 

In  her  April  22,  1984,  column,  Health  Views, 
in  the  News  Journal  papers,  Sue  Corty  wrote, 
“Patients,  friends,  colleagues  and  acquain- 
tances of  Dr.  Jules  S.  Levin  were  shocked  to 
learn  of  his  death  when  they  read  their  News 
Journal  paper  a week  ago  Saturday. 

“Medicine,  like  other  professions,  has  its  gems. 
Dr.  Levin  was  among  those  who  do  special 
credit  to  his  profession.  He  cared  for  his  pa- 
tients, took  his  time  with  them.  He  looked  be- 
yond their  eyes  at  the  whole  person — something 
too  many  specialists  fail  to  do. 

“Dr.  Levin  was  also  outspoken.  He  did  not 
hesitate  to  criticize  his  own  profession  when  he 
thought  that  some  of  its  members  were  too  quick 
to  jump  on  the  bandwagon  of  untried  methods. 
At  the  same  time,  as  director  of  the  Wilmington 
Medical  Center’s  Department  of  Ophthalmology, 
he  promoted  the  acquisition  of  state-of-the-art 
equipment  and  the  adoption  of  new  techniques 
once  their  validity  was  established. 

“Dr.  Levin  deplored  the  commercialization  of 
medicine;  he  felt  that  advertising  was  inappro- 
priate for  his  profession. 

“It  was  my  privilege  to  be  a patient  of  Dr. 


Levin’s  and  also  to  know  him  and  his  family 
as  friends  and  neighbors.  It  is  on  this  more 
personal  level  that  his  passing  came  as  a shock. 

“I  did  not  know  that  he  had  been  stricken 
with  cancer.  I now  learn  that  he  did  not  wish 
his  illness,  which  surfaced  earlier  this  year,  to 
be  widely  known.  He  must  have  hoped  that  he 
could  win  the  battle  against  cancer. 

“He  had  his  right  to  privacy.  But  there  is 
this  wish  among  those  of  us  who  cared  for  him 
that  we  could  have  eased  the  last  few  weeks  of 
his  life  with  a little  note,  a phone  call,  a book 
for  him  to  read. 

“It’s  too  late  for  all  that.  But  his  family  should 
know  that  he  was  respected  and  cherished  by 
many  whose  lives  he  touched.” 

Dr.  Levin  was  a critic  of  media  coverage  of 
controversial  medical  treatments.  In  1982,  he 
wrote  an  article  for  the  Neivs  Journal  papers  in 
which  he  attacked  coverage  of  medical  stories 
by  the  media.  Dr.  Levin  felt  that  stories  on 
controversial  medical  treatment  should  label 
the  treatment  as  such  rather  than  presenting  it 
as  a promising  development  and  leaving  all  the 
disclaimers  for  the  end  of  the  story. 

Dr.  Levin  was  a member  of  the  American 
College  of  Surgeons,  the  New  Castle  County 
Medical  Society,  the  Medical  Society  of  Dela- 
ware, and  was  active  in  Wilmington’s  Albert 
Einstein  Academv  and  the  Physician’s  Division 
of  the  Jewish  Federation  of  Delaware.  He  was 
also  a member  of  the  Adas  Kodesch  Shel  Emeth 
Congregation. 

Dr.  Levin  is  survived  by  his  wife,  Charlotte 
S.;  a son,  Eric  L.;  three  daughters,  Lisa,  Susan, 
and  Karen,  all  at  home;  two  brothers,  Dr.  Stanley 
Levin  of  Israel  and  Dr.  David  S.  Levin  of  Prince- 
ton, New  Jersey. 
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Book  Reviews 


E.  Wayne  Martz,  M.D.,  Book  Review  Editor 

The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 

Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


PRACTICE  DEVELOPMENT  AND  EXPANSION  PRO- 
GRAM,  by  Dave  Jacobs,  D.  Baker  Jacobs,  New 
York,  1983.  Price  $95.00. 

Apropos  of  the  increasing  number  of  medi- 
cal practitioners  in  our  times  and  locale,  Dave 
Jacobs’  book  The  Practice  Development  and  Ex- 
pansion Program  is  evidence  of  a growing  con- 
viction among  physicians  that  there  is  a need  for 
practice  marketing.  This  70-page,  easily  diges- 
tible volume  is  a step-by-step  map  for  those  un- 
familiar with  the  territories  of  media,  image  and 
publicity  creation. 

Much  of  the  material  deals  with  how  to  “tar- 
get” a practice  and  develop  “image”  and  “values.” 
It  discusses  how  to  create  a news  item,  make  it 
available  to  various  types  of  media,  and  subse- 
quent follow-up.  The  book  contains  a few  use- 
ful points  for  the  subspecialist  as  well  as  the 
generalist — for  instance,  taking  publicity  advan- 
tage of  participation  in  seminars  and  workshops. 
There  is  even  a chapter  on  turning  publicity 
from  a malpractice  suit  to  one’s  advantage. 

This  book  is  probably  worth  a glance  from 
anyone  who  is  creating  or  expanding  a practice 
base  or  who  is  interested  in  developing  medical 
professional  public  relations. 

It  is  somewhat  reassuring  to  note  that  even 
Mr.  Jacobs  admits  in  his  preface  that  the  single 
most  important  ingredient  of  a successful  prac- 
tice is  competence. 

Stephanie  Malleus,  M.D. 
««  % 

DIGESTIVE  DISEASES,  edited  by  J.  T.  Galambos, 

M.D.,  and  T.  Hersh,  M.D.,  Butterworths,  Boston, 
1983.  701  pp.  Illus.  Price  $49.95. 

This  text  is  organized  around  disorders  of 
digestive  function  rather  than  according  to  anat- 


omy. It  is  divided  into  two  main  sections.  The 
first  deals  with  symptoms,  physical  findings,  and 
laboratory  abnormalities.  The  authors  refer  to 
these  as  low  level  resolution  factors.  Dysphagia, 
hematemesis,  melena,  acute  diarrhea,  ascites, 
jaundice,  elevations  of  liver  function  tests  of 
hypoalbuminemia  are  a few  of  the  -topics.  Each 
chapter  has  an  outline  framework  that  makes 
locating  specific  topics  easy.  They  are  well  writ- 
ten, thus  preventing  the  daydreaming  and  som- 
nolence incurred  with  the  major  textbooks.  The 
listing  of  medicinal  hepatotoxins  as  either  hepa- 
titic or  cholestatic  is  a useful  tabulation.  A 
criticism  is  that  PIPIDA  scans  are  not  mentioned 
in  the  discussion  of  jaundice. 

The  second  section  discusses  disease  entities  by 
specific  organ.  Gastritis,  ulcer,  protein-losing  en- 
teropathy, pancreatitis,  colitis,  and  carcinoid 
syndrome  are  a few  chapter  listings.  The  em- 
phasis is  again  clinical,  with  concise  reviews 
rather  than  in-depth  discussions.  The  appendix 
contains  radiographs  with  short  summaries  of 
the  high  resolution  topics  of  the  second  section. 

I recommend  this  text  for  its  clinical  approach 
and  easy  readibility.  Digestive  Diseases  adds 
nothing  to  the  content  of  the  major  textbooks, 
but  for  the  student,  resident,  or  practitioner  re- 
quiring a quick  review  it  has  value. 

Greg  Kujala,  M.D. 

Dr.  Kujala  is  a third-year  resident  in  the  Department  of  Internal 
Medicine  at  The  Wilmington  Medical  Center. 

£ & X 

A THEORY  OF  MEDICAL  ETHICS,  by  Robert  M. 
Veatch,  Ph.D.,  Basic  Books,  Inc.,  New  York, 
1981.  387  pp.  Price  $9.95. 

The  author  has  done  research  on  problems 
of  ethics  in  the  life  sciences,  taught  medical  ethics 
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to  medical  students  at  Columbia  University,  and 
since  1979  has  been  Research  Professor  at  the 
Kennedy  Institute  of  Ethics,  Georgetown  Uni- 
versity. 

Although  the  author  discusses  specific  real-life 
cases,  including  abortion,  euthanasia,  transplants, 
resource  allocation,  and  human  experimentation, 
the  book  is  scholarly  and  dull. 

The  author  begins  by  tracing  statements  of 
medical  ethics  historically  from  the  Hippocratic 
Oath  to  the  current  AMA  Principles  of  Ethics, 
and  finds  them  all  wanting.  He  insists  that  the 
foundations  of  medioal  ethics  have  to  be  deeper 
than  a mere  consensus  of  societies  of  physicians, 
and  that  ethical  decisions  in  individual  cases 
must  never  be  left  to  the  clinical  judgment  of 
the  attending  physician  (he  might  be  wrong). 
It  is  not  enough  to  do  whatever  the  physician 
feels  will  benefit  the  patient.  Consideration 
must  be  given  to  the  “autonomy”  and  dignity  of 
the  patient  and  to  the  needs  of  society  at  large.” 

The  author  insists  that  there  must  be  a strictly 


outlined  contract  or  covenant  between  society 
at  large  and  the  profession,  and  that  in  every 
case  clinical  decisions  must  follow  the  exact 
dictates  of  this  code,  not  the  opinion  of  the  in- 
dividual physician  at  the  moment. 

In  this  covenant  the  author  includes,  among 
others,  keeping  promises,  absolute  honesty  (in- 
cluding details  of  diagnosis  and  prognosis),  free- 
dom of  choice  (of  patient  and  physician),  never 
take  a life  (even  for  reasons  of  mercy),  striving 
always  for  equality  of  access  to  health  care,  and 
acknowledging  the  moral  importance  of  treating 
one  another  with  respect,  dignity,  and  compas- 
sion. 

Although  I can  agree  with  much  of  what  Dr. 
Veatch  has  so  painstakingly  outlined,  I object 
to  his  leaving  so  very  little  to  the  ethical  clinical 
judgment  of  the  attending  physician. 

David  Platt,  M.D. 
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CHAIRMAN  IS  IN  MIDDLE  OF  COST  DEBATE 


Sally  Berger 


BUI  Simeral  is  caught  in  the  middle.  As 
chairman  of  the  board  at  Wilmington  (DE) 
Medical  Center,  he’s  helping  the  institution  navi- 
gate through  a more  competitive  environment. 
Yet,  as  an  executive  vice  president  at  E.  I.  du 
Pont  de  Nemours  & Co.  Inc.,  he  also  has  to  help 
his  company  chip  away  at  its  massive  spending 
for  employee  healthoare  benefits. 

No  Conflict  of  Interest 

Mr.  Simeral  sees  no  conflict  of  interest  in  these 
two  roles,  even  though  Du  Pont — Delaware’s 
largest  employer  and  largest  buyer  of  medical 
care — instituted  a peer  review  system  for  the 
medical  center.  Du  Pont  and  several  other  Wil- 
mington employers  have  set  up  the  system, 
which  is  a private  corporation,  as  an  arm  of  the 
local  professional  standards  review  organization. 
The  medical  center  has  agreed  to  provide  the 
peer  review  agency  with  all  data  on  Du  Pont 
employees’  hospital  stays. 

Because  of  his  responsibilities  to  Du  Pont,  Mr. 
Simeral  has  to  be  sure  that  the  cost  of  the  review 

Ms.  Berger  is  senior  vice  president  of  Amherst  Associates,  Inc., 
Chicago-based  healthcare  consultants.  She  is  also  a trustee  of 
Michael  Reese  Hospital  and  Medical  Center  and  of  Augustana 
Hospital  and  Health  Care  Center,  both  of  Chicago. 

Reprinted  with  permission  from  the  November  1983  issue  of 
Modern  Healthcare. 


program  can  be  justified  by  the  company.  But 
he  also  must  make  sure  that  the  program  doesn’t 
offend  the  hospital’s  physicians  because  “the  re- 
lationship that  Du  Pont  has  with  community 
physicians  goes  beyond  their  practice  at  the  hos- 
pital. They  are  key  people  in  dealing  with  our 
employees,”  said  Mr.  Simeral,  who  has  served  on 
the  medical  center’s  board  since  1977. 

“Additionally,  I believe  that  Du  Pont  is  going 
to  have  to  give  serious  considerations  in  all  our 
locations  to  negotiating  discounts”  with  hospitals, 
he  said.  That  means  “Wilmington  Medical  Cen- 
ter has  to  do  its  best  to  ensure  that  it  is  not 
caught  in  a situation  where  it  is  not  a favored 
institution  for  Du  Pont  ...  or  any  other  com- 
pany.” 

The  Wilmington  Scene 

Du  Pont  has  been  in  Wilmington  since  1802. 
Du  Pont  family  members  started  all  three  teach- 
ing hospitals  that  now  make  up  Wilmington 
Medical  Center.  Those  hospitals  are  the  Dela- 
ware, Memorial  and  Wilmington  General  divi- 
sions. Much  of  the  funding  that  underwrote  the 
three  hospitals  came  from  the  descendants  of  the 
chemical  company’s  founders.  Because  the  medi- 
cal center  is  important  to  Du  Pont’s  employees. 
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the  company’s  executives  are  involved  with  the 
institution  through  board  service.  Hercules  Inc. 
and  ICI  Americas  Inc. — two  other  leading  chemi- 
cal firms  based  in  Wilmington — also  have  execu- 
tives on  the  medical  center’s  board. 

Wilmington  Medical  Center’s  three  main  hos- 
pitals total  1,090  beds.  That’s  more  than  half  of 
the  state’s  hospital  beds.  The  medical  center 
also  is  building  a hospital  in  a fast-growing  sub- 
urban area.  Memorial’s  and  Wilmington  Gen- 
eral’s current  facilities  will  be  vacated  and  the 
two  hospitals  combined  into  the  new  780-bed 
facility.  The  Delaware  Division  will  stay  in 
Wilmington. 

There  are  no  state,  city  or  county  acute  care 
hospitals  in  Delaware.  In  the  Wilmington  area, 
oare  for  those  who  can’t  pay  is  provided  by  Wil- 
mington Medical  Center  and,  to  a smaller  extent, 
by  other  hospitals.  The  free  care  responsibility 
is  one  reason  for  the  medical  center’s  suburban 
move. 

“The  board  felt  we  needed  to  relocate  to  an 
area  with  private  patients  who  would  help  cover 
the  cost  of  the  free  care,”  Mr.  Simeral  said.  “We 
do  not  use  tax  money  to  care  for  our  indigent 
patients.  The  hospital  has  always  felt  that  it 
was  more  efficient  to  operate  this  way  than  to  try 
and  spread  the  burden  through  taxes  and  then 
find  some  efficient  way  of  utilizing  that  tax 
money.  Every  time  the  free  care  system  has  been 
reconsidered,  the  decision  was  that  this  was  the 
best  way  for  our  state  and  our  community.  There 
is  no  limit  on  the  amount  of  free  care  that  a 
patient  can  receive.  In  fact,  9%  of  the  hospital’s 
$170  million  budget  is  allocated  for  free  care.” 

“We  also  have  a responsibility  to  the  com- 
munity to  support  teaching  programs,”  he  ex- 
plained. 

The  Suburban  Strategy 

Compared  with  other  not-for-profit  institutions, 
Wilmington  Medical  Center  has  “a  very  strong 
financial  position,”  Mr.  Simeral  said.  “The  medi- 
cal center  is  a powerful  institution,  but  it  is  a 
placid  power.  It  does  not  exercise  its  muscle.” 

Despite  its  desire  to  be  a “placid  power,”  Wil- 
mington Medical  Center  sparked  a five-year 
battle  with  some  of  the  city’s  community  organ- 


izations when  it  decided  to  move  to  the  suburbs. 
These  groups  feared  that  jobs  would  be  lost,  and 
that  free  care  and  access  to  medical  care  would 
be  cut  back.  However,  Mr.  Simeral  pointed  out, 
everyone  — including  those  who  opposed  the 
move  — agreed  that  a new  facility  was  needed. 
The  debate  centered  on  where  it  should  be  built. 
The  medical  center  chose  a growing  suburban 
area. 

“If  we  did  not  take  the  (suburban)  site,  a pro- 
prietary hospital  would  have  and  we  would  have 
lost  market  share,”  Mr.  Simeral  said.  “The  move 
was  a good  business  decision.  However,  we 
should  have  done  it  differently.  Looking  back, 
the  legal  battle  tied  us  up  for  many  years  and 
cost  a great  deal  of  money.  Our  opponents  never 
won  anything.  However,  they  delayed  the  move 
for  so  long  that  it  became  a major  financial  crisis, 
adding  at  least  80%  to  the  cost  of  construction. 
The  battle  was  not  good  for  the  community.” 

A Different  Kind  of  Competition 

Competition  in  Wilmington  is  different  from 
competition  in  healthcare  markets  elsewhere. 
“We  don’t  have  an  in-kind  hospital  to  compete  I 
with,”  Mr.  Simeral  said.  “Of  the  two  other  hos-  { 
pitals  in  the  city,  St.  Francis  is  not  a teaching 
hospital.  It  has  a different  mission.  The  other 
hospital,  Riverside,  is  an  osteopathic  hospital. 
Our  competitors  are  doctors  who  run  radiology 
facilities,  clinical  laboratories  and  emergency 
centers.” 

The  medical  center  could  compete  on  price 
with  some  of  these  services  if  the  hospitals  could 
build  up  utilization,  thereby  reducing  unit  costs, 
the  chairman  believes.  To  do  this,  Mr.  Simeral  I 
suggested  that  the  hospital  charge  less  for  emer- 
gency care  during  the  day  when  urgent  care  cen- 
ters are  open  and  more  at  night  when  there’s 
less  competition.  However,  this  type  of  payment 
differential  isn’t  recognized  under  federal  reim- 
bursement rules.  If  charges  for  daytime  emer- 
gency care  were  reduced,  reimbursement  would 
be  trimmed  to  that  level  for  all  emergency  care 
regardless  of  time. 

The  board  chairman  finds  this  hard  to  accept. 
“I’m  trying  to  work  from  what  I consider  to  be 
legitimate  (business)  principles  that  will  bene- 
fit the  community,”  he  said.  “If  we  get  a little 
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less  reimbursement  from  the  government,  so  be 
it.”  The  medical  center,  however,  hasn’t  decided 
yet  whether  to  cut  its  davtime  emergency  depart- 
ment charges. 

A 130-Member  Board 

When  the  three  Wilmington  hospitals  joined 
forces  to  set  up  Wilmington  Medical  Center  in 
1965,  the  boards  of  all  three  facilities  were 
merged  into  a 130-member  board  of  trustees. 
This  board  meets  onlv  once  or  twice  a year.  It 
serves  primarily  as  a pool  of  talent  from  which 
the  medical  center  can  draw  members  for  hos- 
pital committees.  The  medical  center’s  primary 
decision-making  groups  are  a 38-member  board 
of  directors  and  a 13-member  executive  com- 
mittee. The  directors  meet  five  times  yearly, 
and  the  executive  committee  meets  each  month. 

Mr.  Simeral  became  board  chairman  in  1981 
and  introduced  the  concepts  of  emeritus  direc- 
tors and  rotating  board  members.  Senior  trustees 
are  rotated  off  the  board  to  become  life  mem- 
bers. They  have  input  but  no  vote.  The  ar- 
rangement creates  places  for  new,  younger  board 
members. 


Baynard  Optical 
Company 

Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians1 
Prescriptions 


CONCORD  PLAZA 
34 1 1 Silverside  Road 
2323  PENNSYLVANIA  AVENUE 
Wilmington,  Delaware 


HAPPY  HARRY’S  HOME  HEALTH  CARE 

Everything  for  your  patient’s  good  Health 

JOBST 


Best  seat  in  the  house. 


Medical  studies  indicate  you'll  sit  more  comfortably  on 
a Jobst  Hydro-Float"  Flotation  Pad. 
lobst  H\  dro-F  loat 
Flotation  Pad 
more  esenls 
distributes  sour 
weight  over  the 
entire  buttocks  area 
to  reduce  pressure  and  pinch 
It  reduces  the  temperature  of 
tissue  sublet  t to  pressure 
therebs  reduc  ing  the  sust  ep- 
tibilits  to  pressure  sores 

JOBST  Dealt 


Get  the  best  seat  in 
the  house  Sit  in  a 
H\  dro-F  loat 


Full  line  of 
products 
available. 


"V 


Leisure-yft 


OXYGEN 


4 


i 


* HOLLISTER®  and  SQUIBB® 
ostomy  supplies 

* Oxygen  - tanks  and 
concentrators 

* Complete  line  of  patient 
aids 

* Professional  Orthopedic 
Fitters 

* We  accept  assignment 


These  products  & services  available  from  all  17  Happy  Harry’s. 
Call  or  visit  our  HOME  HEALTH  CARE  CENTER  - 654-3019 
Trolley  Square  Shopping  Center  - Delaware  Ave.  Wilmington 
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CARE  FOR  YOUR 

COUNTRY. 


As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest- 
ment of  your  time.  You  will  broaden  your  professional 
experience  by  working  on 
interesting  medical  projects" 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
won  t interfere  with  your  practice. 

You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You’ll  also  attend  funded 
continuing  medical  education  pro- 
grams. You  will  all  share  the  bond  of 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers.  One  important  benefit  of  being  an  officer 
is  the  non-contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 

ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE 


MAJ  SHEILA  T.  BOWMAN,  ANC 
USAR  AMEDD  Procurement,  Forest  Glen  Section 
Walter  Reed  Army  Medical  Center,  Washington,  DC  20307 
(301)  427-5101/5131 


SECOND  YEAR  FOLLOW-UP  REPORT  OF  THE 
SCREENEES  OF  THE  1974-1980  BREAST  CANCER 
DETECTION  DEMONSTRATION  PROJECT 


Leslie  W.  Whitney,  M.D. 

Joan  Lloyd,  R.N. 


For  its  follow-up  phase,  the  women  in  the 
Breast  Cancer  Detection  Demonstration  Project 
(BCDDP),  locally  known  as  the  Breast  Screen- 
ing Project  of  The  Wilmington  Medical  Center, 
have  been  divided  into  groups.  The  National 
Cancer  Institute  is  following  the  first  group, 
which  consists  of  all  the  women  who  had  breast 
surgery  during  the  screening  years,  and  a con- 
trol group.  The  remaining  8,371  women  are 
being  followed  by  us  in  a study  made  possible 
through  a grant  from  the  Delaware  Division  of 
the  American  Cancer  Society. 

This  report  concerns  the  8,371  women  re- 
cruited into  the  Breast  Cancer  Detection  Demon- 
stration Project  during  the  six  year  demonstration 
period  from  March  1974  to  May  1980  who  did 
not  have  surgery  during  the  screening  years. 


Dr.  Whitney  is  Director,  The  Wilmington  Medical  Center  Can- 
cer Program. 

Ms.  Lloyd  is  Project  Coordinator  for  the  Breast  Cancer  Detec- 
tion Demonstration  Follow-Up  Project,  The  Wilmington  Medical 
Center. 


These  women  were  all  asymptomatic  for  breast 
cancer  at  their  last  screening  visit,  which  oc- 
curred between  March  1978  and  February  1980 
(or  before,  if  thev  did  not  return  for  all  five 
screening  visits).  The  second  year  of  follow-up 
of  these  participants  was  completed  in  Decem- 
ber 1982.  A previous  paper  reported  our  ex- 
periences to  that  time.1  A total  of  four  similar 
studies  are  planned. 

Methods 

A monthly  mailing  of  questionnaires  to  each 
of  the  cohort  of  women  initially  recruited  during 
that  month  was  used  as  the  follow-up  method. 
Screenees  who  did  not  respond  to  the  first  ques- 
tionnaire were  sent  a second  questionnaire  two 
to  three  months  later.  All  questions  submitted 
to  the  Project  Office  were  personally  answered 
by  our  staff.  Information  on  how  to  do  breast 
self-examination  and  current  data  on  mam- 
mography were  sent  to  screenees  when  re- 
quested. The  mailing  and  collation  of  responses 
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TABLE  1 

SIGNIFICANT  FINDINGS  IN  FOLLOW-UP 


' REPORTED* 

1st  Year 
(1981) 

2nd  Year 
(1982) 

TOTAL 

Breast  Cancers 

30 

12 

42 

Benign  Biopsies 

69 

35 

124 

Other  Cancers 

11 

10 

21 

Deaths 

39 

42 

101 

Refused 

36 

6 

42 

Lost  to  Follo\i/-up 

79 

5 

84 

Address  Corrections 

543 

360 

903 

♦Reported  findings  occurred  after  last  screening 
visits  through  1981  or  through  1982. 


was  accomplished  by  the  BCDDP  staff  with  the 
assistance  of  Wilmington  Medical  Center  volun- 
teers. 

In  addition  to  the  information  on  the  returned 
questionnaires,  the  occurrence  of  breast  cancer, 
deaths  of  the  screenees,  and  other  pertinent  fol- 
low-up data  were  obtained  by  review  of  death 
certificates,  operating  room  schedules,  and  path- 
ology reports. 

Results 

In  the  first  year  of  follow-up,  the  response  rate 
was  75%.  The  response  rate  increased  to  79% 
the  second  year.  At  present,  75%  of  the  screenees 
responding  are  over  50  years  of  age.  Four  or 
five  biopsies  are  done  for  benign  disease  for 


each  malignancy  found.  A few  screenees  each 
year  refuse  to  respond  or  are  lost  to  follow-up 
Information  is  available  on  98.5%  of  the  cohort. 
(Table  1) 

Assessment  of  the  screenees’  practice  of  breast 
self-examination  (BSE)  was  tabulated  via  the 
questionnaires.  As  can  be  seen  from  Table  2, 
only  5%  of  the  screenees  over  age  50,  and  7%  of 
the  screenees  under  age  50  do  not  practice  BSE. 
Many  practice  BSE  monthly;  70%  of  the  screenees 
over  age  50  and  66%  of  the  screenees  under  age 
50  do  BSE  six  or  more  times  per  year. 

The  annual  occurrence  of  breast  cancer  during 
the  second  year  of  follow-up  was  0.14%.  (The 
average  during  active  screening  was  0.17%.) 


TABLE  2 


FREQUENCY  OF  BREAST  SELF-EXAMINATION 


AGE 

NOT  AT  ALL 

5 OR  LESS 

6 OR  MORE 

OVER  12 

12 

Over  50  (75%) 

5% 

25% 

16% 

12% 

42% 

Under  50  (25%) 

7% 

27% 

19.5% 

9% 

37.5% 
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FIGURE  I 

METHOD  OF  DETECTION 


patients  over  50  years 


patients  under  50  years 

Breast  self-examination  continues  to  be  the  most 
common  method  of  detection  in  both  age  groups. 
Routine  phvsicals  and  mammographies  account 
for  only  12%  of  the  total  cancers  detected.  The 
method  of  initial  detection  of  the  42  cancers  is 
shown  in  Figure  1. 

Of  the  42  positive  biopsies  performed,  32  of 
the  lesions  were  1.1  cm  or  larger  and  10  lesions, 
1 cm  or  smaller.  (Figure  2) 

There  was  no  nodal  involvement  in  25  of  the 
42  patients  with  cancer.  (Figure  3) 

Figure  4 demonstrates  the  relationship  between 
size  of  lesion  and  nodal  involvement,  empha- 
sizing the  value  of  early  diagnosis  in  both  age 
groups. 

Family  history  of  breast  cancer  did  not  appear 
to  be  a valid  predictor  of  the  presence  of  positive 
nodes  or  risk  of  breast  cancer.  (Table  3) 

There  have  been  42  deaths  reported  by  the 
end  of  the  second  year  of  follow-up  (1982),  20 
of  which  occurred  in  1982,  12  in  1981,  seven  in 
1980,  two  in  1979,  and  one  in  1978. 

The  cause  of  death  in  the  42  patients  whose 
deaths  were  reported  during  the  most  recent 
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FIGURE  2 
LESION  SIZE 


or  smaller  or  larger 

patients  over  50  years 
J patients  under  50  years 


survey  may  be  seen  in  Table  4.  Seventeen  deaths 
were  from  cancer  ( three  of  these  from  cancer  of 
the  breast),  and  25  from  other  causes. 
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FIGURE  3 

INVOLVEMENT  OF  NODES  WITH  CANCER 


patients  over  50  years 
patients  under  50  years 
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Management  of  Osteomyelitis  and  Soft-Tissue  Infections — LeFrock 


FIGURE  4 

NODAL  INVOLVEMENT  BY  LESION  SIZE 


patients  over  50  years 


J patients  under  50  years 


TABLE  3 

FAMILY  HISTORY 

1 


OVER  50 

UNDER  50 

Positive  Family  History 

Positive  nodes 

3 

1 

Negative  nodes 

7 

3 

Neqative  Family  History 

Positive  nodes 

8 

5 

Negative  nodes 

11 

4 

TABLE  4 

CAUSES  OF  42  DEATHS  REPORTED  IN  1982 

CANCERS 

OTHER  CAUSES 

Lung  3 

Heart  15 

Colon  3 

Stroke  3 

Pancreas  4 

Liver  Disease  1 

Breast  3 

Brain  Hemorrhage  2 

Leukemia  1 

Kidney  Failure  1 

Naso-pharynx  1 

Lupus  1 

Kidney  1 

Multiple  Sclerosis  1 

Uterus  1 

Unknown  _1 

17 

25 
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Impaired  Physician 
Program 


Colleagues 
in  the  News 


Medical  Hypnosis 
Seminar 


Eastern  Shore 
Medical 
Symposium 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302)  654- 
1001.  The  anonymity  of  the  caller  is  assured. 


Janet  P.  Kramer,  M.D.,  of  Wilmington,  presented  a scientific  paper  on  HYPO- 
KULEMIC  NEPHROPATHY  IN  BULEMIA  at  the  First  International  Confer- 
ence on  Eating  Disorders.  The  conference  was  sponsored  by  the  Montefiore 
Medical  Center  and  the  International  Journal  of  Eating  Disorders  on  April  7-8, 
1984,  in  New  York  City. 

Judith  G.  Tobin,  M.D.,  of  Seaford,  was  named  Mother  of  the  Year  by  the  Dela- 
ware Chapter  of  the  American  Mothers,  Inc.  Dr.  Tobin  will  represent  Delaware 
at  the  American  Mothers,  Inc.  National  Conference  in  May. 


CLINICAL  MEETINGS  AND  NOTICES 


The  George  Washington  University  Medical  Center  is  sponsoring  the  SIXTH  ANNUAL 
INSTITUTE  ON  MEDICAL  HYPNOSIS  June  8-10,  1984,  at  the  George  Washington 
University  School  of  Medicine  in  Washington,  D.C.  The  program  will  include  didactic 
and  practical  instruction  in  the  rationale  and  techniques  of  hypnosis  and  the  applica- 
bility to  clinical  practice.  Participants  in  the  program  will  receive  20  hours  of  Cate- 
gory I AMA  credit.  Contact:  Office  of  Continuing  Medical  Education,  George  Wash- 
ington University  Medical  Center,  2300  K.  Street,  N.W.,  Washington,  D.C.  20037. 
Telephone:  (202)  676-4285. 


The  Medical  Society  of  Delaware,  Jefferson  Medical  College,  and  the  University  of 
Delaware  are  sponsoring  the  EASTERN  SHORE  MEDICAL  SYMPOSIUM  in  Reho- 
both  Beach,  Delaware,  June  17-22,  1984.  The  symposium  is  designed  to  provide  a 
forum  for  physicians  and  faculty  to  interact  and  participate  in  discussions  of  patient 
care.  Special  emphasis  will  be  placed  on  hematologic,  renal,  and  cardiac  problems 
commonly  seen  in  clinical  practice.  One  day  will  be  devoted  to  common  subspecialty 
problems  of  a nonmedical  nature  that  are  seen  frequently  by  practicing  physicians. 
The  problems  discussed  will  be  in  the  areas  of  neurology,  dermatology,  oncology,  psy- 
chiatry, orthopedics,  and  otolaryngology.  General  surgical  problems  as  they  relate 
to  clinical  practice  will  also  be  discussed.  Special  emphasis  will  be  placed  on  new 
drugs  and  treatments  that  are  emerging  for  difficult  medical  problems.  This  year  there 
will  be  two  new  discussions,  one  on  AIDS  and  the  other  on  organ  transplantation. 
Participants  will  be  eligible  for  30  credit  hours  in  Category  I of  the  Physician’s  Recog- 
nition Award  of  the  AMA.  Registration  fee  is  $435.  Contact:  Sylvia  Brocka,  Uni- 
versity of  Delaware,  Division  of  Continuing  Education,  2800  Pennsylvania  Avenue, 
Wilmington,  Delaware  19806.  Telephone:  (302)  451-8151. 
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Acute  Myocardial  Atlantic  City  will  be  the  setting  for  a 2-day  program,  THERAPEUTIC  STRATEGIES 
Ischemia  Seminar  IN  ACUTE  MYOCARDIAL  ISCHEMIA,  scheduled  for  June  28-29,  1984.  The  pro- 
gram is  sponsored  by  the  American  College  of  Cardiology,  Jefferson  Medical  College, 
and  Deborah  Cardiovascular  Research  Institute  of  Browns  Mills,  New  Jersey.  The 
program  is  designed  for  cardiologists,  internists,  and  cardiovascular  surgeons.  Topics 
will  include  pathophysiology  of  acute  ischemia  and  arrhythmias  and  will  cover  the 
latest  therapeutic  modalities,  including  angioplasty,  thrombolytic  therapy  and  laser 
therapy  of  coronary  artery  obstruction.  Pharmacologic  therapy  and  the  current  roles 
of  intra-aortic  balloon  counterpulsation  and  myocardial  revascularization  also  will  be 
discussed.  The  diagnosis  and  medical  and  surgical  treatment  of  ventricular  tachy- 
arrhythmias also  will  be  covered.  Registration  fee  is  $270  for  ACC  members  and  $320 
for  nonmembers.  Participants  will  be  eligible  for  15  Category  I credit  hours.  Con- 
tact: Extramural  Programs  Department,  American  College  of  Cardiology,  9111  Old 
Georgetown  Road,  Bethesda,  Maryland  20814.  Telephone:  (301)  897-5400. 


ACP  Semiars  THE  FIRST  12  HOURS-EMERGENCY  MANAGEMENT  OF  THE  CRITICALLY 
ILL  will  be  the  topic  of  a seminar  sponsored  by  the  American  College  of  Physicians 
July  14-18,  1984,  in  Hilton  Head  Island,  South  Carolina.  The  ACP  will  also  sponsor 
REVIEW  IN  INTERNAL  MEDICINE  in  New  York  City,  August  27-30,  1984.  For 
both  seminars  contact:  Registrar,  American  College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pennsylvania  19104.  Telephone:  (800)  523-1546. 


Hyperbaric 
Medicine  in 
Long  Beach 


The  Memorial  Hospital  Medical  Center  of  Long  Beach,  California,  is  sponsoring  the 
VIII  INTERNATIONAL  CONGRESS  ON  HYPERBARIC  MEDICINE  August  20-22, 
1984,  in  Long  Beach,  California.  The  conference  will  include  original  papers,  ex- 
hibits, poster  presentations,  and  plenary  sessions.  Contact:  VIII  International  Congress 
on  Hyperbaric  Medicine,  P.O.  Box  1428,  Long  Beach,  California  90801-1428.  Tele- 
phone: (213)  595-3613. 


CHRISTIANA 

AUDIOLOGY 

ASSOCIATES  INCORPORATED 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 


BY  APPOINTMENT  (302)  454-7234 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 
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International  The  International  Academy  of  Pathology  will  hold  its  XV  INTERNATIONAL  CON- 
Academy  of  GRESS  September  3-7,  1984,  in  Miami.  The  Scientific  Program  will  include  sym- 
Pathology  Congress  posia,  slide  seminars,  plenary  lectures,  presentation  of  scientific  papers,  and  a long 
course  entitled  “New  Concepts  in  Neoplasia  as  Applied  to  Diagnostic  Pathology.” 
Three  symposia  and  slide  seminars  will  be  presented  in  Spanish.  Contact:  Congress 
Secretariat,  United  States-Canadian  Division  of  the  International  Academy  of  Path- 
ology, 1003  Chafee  Avenue,  Augusta,  Georgia  30904.  Telephone:  (404)  724-2973. 


ASIM  Annual  The  American  Society  of  Internal  Medicine  will  hold  its  Annual  Meeting  September 
Meeting  20-23,  1984,  in  San  Antonio,  Texas.  The  theme  for  this  year’s  meeting  is  TRANSI- 
TIONS AND  TRANSACTIONS.  Program  sessions  will  focus  on  “Medicine,  Society 
and  the  Dying  Patient:  The  Case  of  Granny  Doe”  and  “The  New  Era  of  Negotiations,” 
which  will  include  discussions  on  joint  ventures  between  hospitals  and  their  medical 
staffs  and  third-party  payor  approaches  such  as  preferred  provider  organizations 
(PPOs).  In  addition,  mock  situations  involving  hospital  and  PPO  contract  negotia- 
tions are  planned  and  will  be  evaluated.  Contact:  Barbara  Lauter,  American  Society 
of  Internal  Medicine,  1101  Vermont  Avenue,  N.W.,  Suite  500,  Washington,  D.C. 
20005.  Telephone:  (202)289-1700. 


Annual  AAFP  The  36th  Annual  AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS  CONVEN- 
Convention  TION  is  scheduled  for  October  7-12,  1984,  in  Kansas  City,  Missouri.  Features  of  this 
year’s  convention  include:  CME  courses,  clinical  seminars,  lectures,  dialogue  sessions, 
fracture  demonstrations,  scientific  and  technical  exhibits,  interactive  clinical  TV,  re- 
search paper  forum,  and  workshops  on  Family  Care,  Soft  Tissue  Surgery,  and  Better 
Patient  Care  Through  Marketing.  Popular  entertainers  and  special  activities  are 
planned  for  families.  There  will  also  be  opportunities  to  visit  the  AAFP  headquarters. 
Registration  fee  is  $50  for  AAFP  members,  $100  for  nonmembers,  and  a reduced  fee 
is  offered  for  medical  students  and  residents.  Contact:  AAFP,  1740  West  82nd  Street, 
Kansas  City,  Missouri  64114.  Telephone:  1-800-821-2512. 


ACCP  Annual 
Scientific 
Assembly 


The  American  College  of  Chest  Physicians  will  hold  its  50th  ANNUAL  SCIENTIFIC 
ASSEMBLY  in  Dallas  October  8-12,  1984.  Five  major  postgraduate  courses  will  be 
offered  in  addition  to  clinical  interactive  sessions,  clinical  colloquia  sessions,  motion 
picture  sessions,  and  presentation  of  scientific  papers  in  the  areas  of  circulation,  res- 
piration, thoracic-cardiovascular  surgery  and  related  systems.  Participants  will  be 


WE’RE  THE  COMPLETE 


SECURITY  PEOPLE 


• All  Types  Of  Residential  & Commercial  Burglar  & Fire  Alarm  Systems 

• UL  Certified  Central  Station  & UL  Certified  Installations/Residential  & Mercantile 

FOR  THE  PROTECTION  YOU  NEED  AT  PRICES  YOU  CAN  AFFORD,  CALL: 


StCURTY  SYSTEMS 


762-7220 

824  PHILA  PIKE  • WILMINGTON 


Del  Med  Jrl,  May  1984 — Vol  56,  No  5 


315 


In  Brief 


eligible  for  over  30  credit  hours  of  Category  I credit.  Registration  fee  is  $50  for 
ACCP  members  and  $250  for  nonmembers.  There  is  no  fee  for  affiliate  members, 
residents,  medical  students,  and  house  officers.  Contact:  American  College  of  Chest 
Physicians,  P.O.  Box  93826,  Chicago,  Illinois  60670.  Telephone:  (312)  698-2200. 


Practical  Hand  Acapulco  will  be  the  setting  for  the  Fourteenth  Annual  Meeting  of  the  American 
Surgery  Association  for  Hand  Surgery,  which  will  be  held  in  conjunction  with  the  Mexican 
Society  for  Surgery  of  the  Hand  and  the  Caribbean  Society  for  Hand  Surgery.  The 
theme  of  this  year’s  meeting,  scheduled  for  November  24-29,  1984,  will  be  MAN- 
AGEMENT OF  PRACTICAL  PROBLEMS  OF  HAND  SURGERY.  Emphasis  will 
be  placed  on  cost  effectiveness  of  accurate  quality  hand  surgery  care.  Highlights  of 
the  program  will  include:  resident  paper  competition,  panels  with  guest  speakers, 
poster  presentations,  short  papers  of  practical  value,  and  small  group  instructional 
courses.  Contact:  American  Association  for  Hand  Surgery,  2564  Branch  Street,  Suite  , 
8,  Middleton,  Wisconsin  53562.  Telephone:  (608)  836-7880. 


Free  Sarcoma  The  Soft  Tissue  and  Bone  Sarcoma  Group  of  the  Fox  Chase  Cancer  Center,  in  north- 
Consultations  east  Philadelphia  is  now  offering  free  consultations  to  physicians  whose  patients  have 
diagnosed  or  suspected  sarcomas.  Adequate  treatment  for  newly  diagnosed,  poten- 
tially curable  sarcomas  often  requires  a group  approach  including  consultations  with 
diagnostic  radiologists,  medical  oncologists,  pathologists,  physiatrists,  radiation  on- 
cologists, and  surgeons.  The  Fox  Chase  team  includes  representatives  from  all  these 
disciplines,  plus  an  oncology  social  worker.  The  Fox  Chase  Center,  located  at  7701 
Burholme  Avenue  in  Philadelphia,  specializes  in  care  and  rehabilitation  of  cancer 
patients;  research  into  cancer  causes,  treatment,  and  prevention;  basic  biomedical 
research;  professional  training  and  public  education  about  cancer.  It  is  the  only 
facility  devoted  exclusively  to  cancer  patients  that  serves  the  tri-state  area  of  Penn- 
sylvania, Delaware,  and  New  Jersey.  To  arrange  a consultation,  call  (215)  728-2626. 
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THERE  IS  NO  FREE  LUNCH  AND  WHY  SHOULD  THERE  BE? 


Not  long  ago,  I met  a young  British  physician 
with  whom  I had  a conversation.  In  discussing 
the  merits  of  the  British  National  Health  Pro- 
gram, which  is  the  only  system  he  has  worked 
in,  he  summarized  his  entire  feelings  by  stating 
that  the  Americans  have  their  priorities  all 
wrong,  and  that  the  British  have  the  right  idea 
in  that  they  emphasize  care  for  the  general 
population  rather  than  the  small  minority,  par- 
ticularly the  older  population,  needing  liver 
transplants,  by-pass  procedures,  renal  dialysis, 
etc. 

He  had  no  answer  as  to  what  would  happen 
if  his  parents,  who  are  over  55,  had  a chronic 
illness.  He  agreed  that  there  were  no  dialysis 
treatments,  by-passes,  or  even  CAT  scanners  in 
the  United  Kingdom  that  could  equal  those  in 
the  United  States,  but  dismissed  it  all  by  saying 
that  for  the  greater  good  it  is  not  necessary  to 
have  that  type  of  expenditure. 

At  the  recent  Governor’s  Health  Conference, 
which  was  co-sponsored  by  Blue  Cross-Blue 
Shield  and  the  Chamber  of  Commerce,  three 
economists  spoke,  all  of  whom  indicated  that 
there  really  is  not  a specific  percentage  of  gross 
national  product  that  should  be  allocated  for 
health  care.  All  three  agreed  that  significant 
savings  are  not  possible  without  diminishing 
the  quality  of  care.  It  was  also  stated  by  one 
of  the  principal  speakers  that  the  US  economy 
could  stand  health  care  expenditures  of  14%  of 
GNP  and  still  have  money  left  over  for  all  the 
other  projects  funded  by  the  private  and  federal 
sectors. 

Not  only  is  health  care  important  for  the  pub- 
lic’s welfare,  but  for  the  economic  welfare  of 


the  country.  There  are  five  million  people  em- 
ployed in  the  health  care  industry.  The  cutback 
on  these  individuals  ( who  are  productive  mem- 
bers of  society  paying  taxes  and  having  buying 
power)  would  cause  more  unemployment  and 
diminished  buying  power. 

Of  the  health  dollar,  19%  goes  to  physicians, 
and  43%  to  hospitals,  with  dentists,  labs  and 
ancillary  facilities  sharing  the  rest.  Of  the  total, 
30%  can  be  attributed  to  defensive  medicine. 
One  economist  made  the  point  that  if  only  15% 
of  the  defensive  medicine  expenditures  could  be 
cut  out  there  would  be  more  than  enough  to 
cover  any  increased  government  expenditures 
for  health  care. 

Though  it  is  felt  that  there  is  wastage  in  any 
endeavor,  whether  government  or  private  indus- 
try, attempts  are  usually  made  to  control  the 
problem.  It  is  to  be  noted  that  in  Delaware 
the  physicians  are  in  step  with  the  rest  of  the 
country  and  are  better  than  most  in  avoiding 
this  pitfall.  The  hospital  bed  utilization  rate  is 
much  better  than  the  rest  of  the  country.  The 
only  two  aspects  of  health  care  that  are  on  a 
par  with  the  rest  of  the  country,  or  a little  bit 
ahead  of  the  country,  are  prescription  drugs  and 
dental  care,  which  are  increasing  at  a faster  rate 
than  the  rest  of  the  country. 

The  question  arises:  Are  we  to  settle  for 
British-style  medicine  in  which  more  and  more 
health  care  is  going  to  be  denied,  with  less 
stimulation  for  invention  and  progress  in  the 
care  of  the  individual?  Are  we  going  to  give  up 
the  idea  that  every  single  life  has  worth?  With 
our  economy,  and  with  the  proper  cost-cutting 
as  with  defensive  medicine,  and  given  the  con- 
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tinuation  of  utilization  and  peer  review,  there 
should  be  no  need  for  the  cost-cutting  efforts  to 
the  point  where  health  care  is  a commodity  that 
only  a few  can  have. 

In  conclusion,  as  indicated  in  the  title,  I be- 
lieve there  is  no  such  thing  as  a “free  lunch” — 
SOMEONE  HAS  TO  PAY.  The  only  way  to  give 
a “free  lunch”  is  to  diminish  health  care,  as  the 
British  attempt  to  do,  often  using  outdated  tech- 
nology and  facilities,  which  can  lower  the  quality 
of  their  medical  care  that  the  National  Health 
has  mandated.  Perhaps  we  are  too  aocustomed  to 
having  the  finest  and  most  luxurious  medical 
facilities  while  continuing  to  enhance  health  care. 
Perhaps  we  can  cut  out  some  of  the  frills,  but 
certainly  we  should  not  stifle  or  curb  the  excel- 
lence of  American  medicine. 


PART-TIME  PHYSICIANS 
AND  NURSES  NEEDED 

Licensed  physicians  are  sought  to  contract 
with  the  federal  Dept,  of  Health  & Human 
Services  (Philadelphia,  PA)  to  perform  phy- 
sical examinations  and  consults  at  federal 
Health  Clinics  in  Wilmington  and  in  Phila- 
delphia. A total  of  4 clinics  are  involved 
(3  in  Phila.,  1 in  Wilmington).  Estimate 
2-4  hours/clinic/week. 

Nurses  required  to  assist  in  operation  of 
clinics. 

Hours  variable.  Commence  October  1,  1984 
NOT  AN  EMPLOYMENT  CONTRACT. 

Contact: 

ROBERT  DEAVER 

Dept,  of  HHS,  Region  III 
P.O.  Box  13716 
Philadelphia,  PA  19101 
(215)  596-4084 


HAPPY  HARRY’S  HOME  HEALTH  CARE 

Everything  for  your  patient’s  good  Health 


JOBST 

Best  seat  in  the  house. 


Medical  studies  indicate  you  II  sit  more  comtortably  on 
a Jobst ' Hydro-Float"  Flotation  Pad. 

lobst  Hydro-Float 
Flotation  Pad 
more  evenly 
distributes  your 
weigFit  over  tFie 
entire  buttocks  area 
to  reduce  pressure  and  pinch 
It  reduces  the  temperature  of 
tissue  subject  to  pressure 
thereby  reduc  ing  the  suscep- 
tibility to 'pressure  sores 


IOBST  Dealer 


Get  the  best  seat  in 
the  house  Sit  in  a 
Hydro-F  loat 


Full  line  of 
products 
available. 


"V 


OXYGEN 


Leisure-Lift 


* HOLLISTER®  and  SQUIBB” 
ostomy  supplies 

* Oxygen  - tanks  and 
concentrators 

* Complete  line  of  patient 
aids 

* Professional  Orthopedic 
Fitters 

* We  accept  assignment 


These  products  & services  available  from  all  17  Happy  Harry’s. 
Call  or  visit  our  HOME  HEALTH  CARE  CENTER  - 654-3019 
Trolley  Square  Shopping  Center  - Delaware  Ave.  Wilmington 
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INVITATION  TO  EXHIBIT 


195th  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  DELAWARE 

Applications  for  SCIENTIFIC  EXHIBITS  for  the  Annual  Meeting  of  the 
Medical  Society  of  Delaware  are  invited  by  the  Scientific  Exhibits  Com- 
mittee. 

It  is  hoped  the  exhibit  portion  of  the  Annual  Meeting  to  be  held  at 
the  Hotel  duPont  in  Wilmington,  November  17,  1984,  will  be  stimu- 
lation to  demonstrate  scientific  achievement.  Physicians  are  invited  to 
apply  now  for  space.  The  fee  for  exhibit  space  is  $1 75.  All  booths  are 
6 feet  wide  and  2^  feet  deep. 

Mail  application  to  Robert  C.  Knowles,  M.D.,  Chairman,  Scientific 
Exhibits,  Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilming- 
ton, Delaware  1 9806.  Deadline  for  filing  applications  is  August  1 , 1 984. 


SCIENTIFIC  EXHIBITS 
APPLICATION  FOR  SPACE 

195th  Annual  Meeting,  Medical  Society  of  Delaware 
Hotel  duPont,  Wilmington,  Delaware 
November  17,  1984 

1 . Title  of  Exhibit:  

2.  Name  (s)  of  Exhibitor  (s): Degree: 

3.  Description  of  Exhibit:  (Attach  a brief  description  telling  the  purpose  of  the 
exhibit,  what  the  exhibit  shows,  and  the  conclusions  reached.) 

4.  Check  for  $175  is  enclosed 

I will  mail  my  check  by  August  1,  1984 

Name 


Address 


When 

Caring  is 
your 

Business... 


As  a doctor,  you  know  what  it  costs  to  provide 
quality  health  care. 

As  an  employer,  you  know  you  have  to  try  to  lower 
the  cost  of  health  insurance  for  your  employees,  yet 
provide  the  coverage  they  need. 

Blue  Cross  Blue  Shield  can  help  through  the 
Comprehensive  Major  Medical  insurance  package 
designed  specifically  for  the  Medical  Society  of 
Delaware.  With  Comprehensive  Major 
Medical,  you  can  offer  the  benefits  your 
employees  need  while  keeping  your 
costs  down. 

Find  out  more  about  your  Blue 
Cross  Blue  Shield  benefit  options. 
Call  Mrs.  Katie  Newell  of  the 
Medical  Society  of  Delaware, 
652-6512. 

When  caring  is  your  business, 
you  can  count  on  Blue  Cross 
Blue  Shield  of  Delaware. 


Blue  Cross 
Blue  Shield 

of  Delaware 
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MAGNETIC  RESONANCE  IMAGING 


Margit  Lassen,  Ph.D. 


Magnetic  resonance  (MR)  or  nuclear  magnetic 
resonance  (NMR)  is  a new  diagnostic  imaging 
tool.  Its  application  to  clinical  diagnosis  is  a 
recent  development,  but  the  concept  of  NMR  is 
far  from  new.  Bloch  and  Purcell  first  described 
NMR  in  1946.  In  1952  Bloch  and  Purcell  shared 
the  Nobel  Prize  for  Physics  for  its  discovery.1'2 

Since  its  discovery  NMR  has  been  used  ex- 
tensively to  spectroscopically  analyze  matter  in 
various  forms.  The  in  vivo  applications  of  NMR 
and  its  use  for  patient  imaging  have  developed 
during  the  last  decade.3  4 Free  hydrogen,  prev- 
alent in  most  tissues,  is  used  to  form  a picture 
that  is  then  displayed  on  a video  monitor  as  a 
series  of  slices  much  like  computed  tomography 
(CT  or  CAT).  There  are,  however,  important 
differences  between  the  NMR  and  CT  images 

Dr.  Lassen  is  Associate  Professor  in  the  Department  of  Radi- 
ology. Jefferson  Medical  College,  Philadelphia. 

This  paper  was  adapted  from  a presentation  given  at  the  Eastern 
Shore  Medical  Symposium  in  June  1983. 


and  one  should  not  expect  NMR  to  replace  CT. 
First  of  all,  the  method  used  to  generate  an  NMR 
image  is  fundamentally  different  from  CT.  Mag- 
netic resonance  is  based  on  interactions  between 
a magnetic  field  and  radiofrequency  radiation 
and  does  not  employ  ionizing  radiation.  Sec- 
ondly, NMR  maps  out  differences  in  hydrogen 
content  and  biochemical  state,  whereas  CT  shows 
differences  in  x-ray  attenuation. 

Theory  of  NMR 

When  the  patient  is  placed  in  the  magnetic 
resonance  machine,  free  hydrogen  nuclei  (pro- 
tons), which  behave  like  tiny  bar  magnets,  are 
affected  by  the  strong  magnetic  field  and  tend 
to  align  themselves  with  the  magnetic  field.  As 
thermal  motion  within  the  body  hampers  this 
tendency,  only  a very  small  magnetization  re- 
sults. Nevertheless,  this  net  magnetization  makes 
possible  the  interaction  with  an  applied  radio- 
frequency (RF)  field.  A short  RF  pulse  is  ap- 


Del  Med  Jrl,  June  1984 — Vol  56,  No  6 


329 


Magnetic  Resonance  Imaging — Lassen 


plied  to  impart  energy  to  the  tissue  and  alter 
its  magnetization.  This  energy  is  subsequently 
released  from  the  tissue  resulting  in  an  emitted 
RF  signal;  the  tissue  is  relaxing.  The  time  it 
takes  for  protons  to  relax  is  different  for  differ- 
ent tissues  and  can  be  measured.  The  protons 
release  their  energy  via  two  different  mechanisms 
giving  two  relaxation  times,  the  so-called  Ta  and 
T2,  for  each  type  of  tissue.  The  RF  signals  that 
the  tissues  emit  when  relaxing  contain  all  the 
NMR  information. 

A third  parameter,  proton  density,  varies  with 
the  number  of  free  protons  and  affects  the 
strength  of  the  signal.  The  various  signals  are 
detected  in  an  RF  receiving  coil,  then  amplified 
and  fed  into  a computer  that  analyzes  them, 
and  then  reconstructs  cross-sectional  images. 
Magnetic  resonance  images  depend  on  the  com- 
bination of  Ti,  T2,  and  proton  density.  The 
relative  weight  each  has  on  the  final  image  can 
be  manipulated  via  the  pulse  sequence  of  the 
applied  RF  radiation.  This  ability  gives  the 
operator  an  opportunity  to  selectively  highlight 
certain  tissues  and  conditions,  but  also  poses  a 
danger  in  that  an  unsuitable  pulse  sequence  can 
produce  an  image  that  looks  completely  normal, 
whereas  the  proper  sequence  could  bring  out  a 
clear  abnormality. 


FIGURE  1 

Transverse  image  obtained  at  a field  strength 
of  0.5  Tesla  (T)  and  with  a Technicare  Teslacon 
ISE  30  pulse  sequence. 
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FIGURE  2 

Sagittal  image  obtained  at  0.5  T with  a satura- 
tion recovery  (SR)  pulse  sequence. 


Clinical  Applications 

Magnetic  resonance  of  the  brain  shows  excel- 
lent differentiation  between  gray  and  white 
matter.  (Figure  1)  Cortical  bone  that  is  de- 
ficient in  free  protons  is  silent,  which  makes  it 
easier  to  examine  soft  tissue  located  close  to 
bone,  as  is  the  case  in  the  posterior  fossa  and 


FIGURE  3 

Coronal  image  obtained  at  1.5  T with  SE  30 
pulse  sequence. 
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FIGURE  4 

Transverse,  cardiac  gated  image 
obtained  at  0.5  T with  SE  30 
pulse  sequence. 


the  spinal  canal.  Sagittal  and  coronal  image 
planes  with  preserved  resolution  are  another 
advantage  of  NMR  as  illustrated  in  Figures  2 
and  3.  This  feature  combined  with  NMR’s 
capability  to  image  the  spinal  cord  directly  and 
noninvasively  may  soon  make  NMR  the  method 
of  choice  in  spinal  cord  examinations.5  The  sensi- 
tivity of  NMR  for  the  detection  of  demyelinating 
disease  has  made  it  superior  to  other  modalities 
in  showing  plaques  of  multiple  sclerosis.6’7 

The  thorax  presents  special  problems  because 
of  its  motion  during  the  long  imaging  times.  The 
technique  of  gating  is  used  to  reduce  artifacts 
from  cardiac  and  respiratory  motion.  The  re- 
sults are  shown  in  Figures  4 and  5.  Cardiac 
studies  with  NMR  are  likely  to  make  significant 
advances  within  the  next  few  years.  Pelvic 
NMR  scans  benefit  from  the  natural  contrast 
provided  by  pelvic  fat,  urine  in  the  bladder,  and 
gas  in  the  bowel.  A fairly  large  number  of 
examinations  of  both  the  female  and  male  pelvis 
have  already  been  carried  out  with  promising 
results.810 

There  are  some  applications  that  seem  to  be 
better  with  magnetic  resonance  than  with  other 
imaging  modalities.  Evaluation  of  blood  flow 
is  one.  Because  of  the  time  delay  between  the 


exciting  radiofrequency  pulse  and  the  emitted 
RF  radiation,  blood  flowing  through  the  image 
plane  may  or  may  not  remain  in  the  plane  for 
the  whole  imaging  sequence.  Therefore,  intensi- 
ties in  the  NMR  image  oan  display  differences 
due  to  the  speed  of  the  flowing  blood.  Com- 
pared to  Doppler  ultrasound,  NMR  has  the 
potential  for  higher  spatial  resolution  and  more 
precise  velocity  measurements. 11-12 

Current  Research 

There  are  other  elements  besides  hydrogen 
that  could  be  used  for  nuclear  magnetic  reso- 
nance imaging  such  as  phosphorus,  sodium,  and 
carbon-13.  The  information  about  the  com- 
position and  function  of  various  tissues  furnished 
by  such  nuolei  could  be  of  enormous  significance. 
The  problem  encountered  in  producing  such 
pictures  lies  mainly  in  the  weak  signals  these 
elements  produce  compared  to  hydrogen. 

Another  interesting  area  of  development  is 
the  combination  of  hydrogen  imaging  with  spec- 
troscopic analysis  of  small  selected  areas  in  the 
image.  Phosphorus  is  of  special  interest  because 
of  its  role  in  the  ATP  cycle  and  because  of 
the  large  body  of  knowledge  already  available 
about  phosphorus  interactions.  In  short,  the 
future  of  NMR  will  probably  lie  as  much  in 
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FIGURE  5 

Sagittal,  combined  cardiac  and 
respiratory  gated  image  ob- 
tained at  0.5  T with  SE  30  pulse 
sequence. 


biochemical  in  vivo  investigations  as  in  pure 
imaging. 

Health  and  Safely 

Long-term  effects  of  magnetic  fields  and 
radiofrequency  radiation  at  the  levels  used  in 
magnetic  resonance  cannot  be  ruled  out  but 
seem  very  unlikely.  The  strong  magnetic  field 
inside  and  surrounding  the  machine,  however, 
does  pose  some  special  health  and  safety  prob- 
lems. Ferromagnetic  materials  found  in  such 
items  as  oxygen  tanks,  scissors,  and  IV  poles  can 
become  magnetized  and  attracted  with  great 
force  into  the  bore  of  the  magnet.  The  potential 
for  injury  to  a patient  inside  the  magnet  is 
obvious,  so  precautions  must  be  taken  so  that 
ferromagnetic  materials  are  not  brought  into 
the  examination  room.  Internal  objects  that  can 
be  magnetized  also  pose  a threat.  Certain  an- 
eurysm clips  are  ferromagnetic  and  can  move 
under  the  influence  of  the  magnetic  field  result- 
ing in  a ruptured  blood  vessel.13  Patients  with 
such  clips  must  therefore  be  excluded.  Certain 
pacemakers  are  also  affected  by  the  magnetic 
field  and  can  accidentally  switch  to  a different 
mode  of  working.14  As  a precaution,  these  pa- 
tients are  also  excluded  from  examination  by 
NMR. 


The  NMR  Machine 

A clinical  machine  for  magnetic  resonance 
looks  similar  to  a CT  scanner  although  some- 
what larger.  The  patient  bed  slides  into  the 
bore  of  the  magnet.  Inside  the  magnet  housing 
are  the  RF  coils  and  three  magnetic  gradient 
coils,  which  must  be  present  to  achieve  localiza- 
tion in  space  and  thus  imaging.  The  main  mag- 
net is  available  in  three  different  designs:  per- 
manent magnet,  resistive  electromagnet,  and 
superconducting  magnet.  Most  popular,  but  also 
most  expensive,  is  the  superconducting  magnet. 

In  the  superconducting  magnet  liquid  helium 
and  nitrogen  keep  the  windings  at  such  a low 
temperature  that  the  electric  current  can  pass 
through  without  resistance  and  produce  high 
field  strength  and  good  field  homogeneity.  There 
is  a debate  going  on  in  the  medical  science  com- 
munity regarding  the  optimum  field  strength  for 
clinical  machines.  Presently,  magnets  in  the 
large  range  from  0.1  to  1.5  Tesla  (T)  are  being 
used.  (1  Tesla  = 10  kilogauss.  The  earth’s 
magnetic  field  is  approximately  equal  to  0.5 
gauss.)  Images  with  excellent  anatomical  detail 
can  be  obtained  with  hydrogen  imaging  at  ap- 
proximately 0.5  to  1.0  T.  At  lower  field  strength, 
the  images  are  not  as  “pretty”  but  may  still  con- 
tain pertinent  diagnostic  information.  For  im- 
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aging  combined  with  spectroscopy  a minimum 
of  1.5  T is  necessary. 

Site  Planning 

Planning  the  site  for  the  magnetic  resonance 
machine  can  be  tricky,  especially  for  the  stronger 
magnets.  Because  the  magnetic  field  extends 
in  all  directions  around  the  magnet,  it  can  in- 
fluence electronic  equipment  located  nearby. 
The  stronger  the  magnet  the  farther  the  fringe 
field  extends.  Not  only  is  it  necessary  to  restrict 
the  use  of  space  adjacent  to  the  scanner  room, 
but  also  space  on  the  floor,  or  floors,  above  and 
below  the  installation.  Magnetic  shielding  is 
being  used  in  many  newer  installations,  especially 
where  space  is  limited.  Activity  in  the  area 
surrounding  an  unshielded  magnet  can  also  cause 
problems  by  affecting  the  homogeneity  of  the 
magnetic  field  inside  the  bore  and  thus  the  ex- 
amination. For  that  reason,  trucks,  elevators, 
and  other  large  moving  metallic  objects  must 
be  kept  at  a distance  from  the  scanner. 

The  best  location  for  a magnetic  resonance 
suite  is  in  a separate  building  specifically  con- 
structed without  I-beams  and  other  ferromag- 
netic building  materials  and  well  separated  from 
other  hospital  activities.  In  many  oases  this  is 
not  feasible,  and  an  area  in  an  existing  building 
then  has  to  be  adapted,  which  can  be  quite 
costly.  Radio  signals  in  the  environment  also 
pose  a problem  in  that  they  can  interfere  with 
the  system  and  create  artifacts  in  the  clinical 
image.  For  this,  radiofrequency  shielding  is 
normally  used. 

Future  of  NMR 

Magnetic  resonance  imaging  is  developing 
very  rapidly.  Magnet  strength  and  homo- 
geneity are  increasing,  gradient  switching  speed 
is  becoming  faster,  and  the  accompanying  noise 
problem  is  being  reduced.  The  RF  coil  design 
is  also  being  improved,  which  could  be  very 
important  to  image  quality.  Unfortunately, 
technology  cannot  change  the  fact  that  NMR 
relaxation  is  a slow  process.  Relaxation  times 
in  soft  tissue  of  approximately  one  second  make 
NMR  imaging  inherently  slow  compared  to 
x-ray  imaging.  Scanning  times  are  typically 
between  one  and  15  minutes,  with  certain  ac- 
quisition modes  significantly  longer.  Currently, 


it  is  not  clear  what  improvements  can  be  ex- 
pected in  reducing  this  time  span.  From  a 
financial  point  of  view  this  may  become  a critical 
problem  relating  to  the  cost  effectiveness  of  such 
expensive  equipment  as  an  NMR  machine. 

Is  NMR  the  ultimate  in  diagnostic  imaging? 
Is  it  going  to  make  x-rays  obsolete?  There  are 
many  similar  questions  at  this  time.  Some  of  the 
answers  seem  fairly  clear-cut.  Many,  if  not  most, 
of  our  imaging  procedures  will  remain  in  use 
for  years  to  come.  Others  will  be  replaced  with 
NMR  methods  because  the  latter  are  less  in- 
vasive, more  accurate,  or  both.  In  certain  clini- 
cal situations  NMR  may  become  the  modem 
modality  of  choice.  We  are  likely  to  see  earlier 
diagnosis  of  some  conditions  such  as  multiple 
sclerosis  and,  perhaps,  Alzheimer’s  disease.  The 
medical  problem  will  then  shift  from  diagnosis 
to  our  being  able  to  use  this  information  in 
treatment  of  the  condition. 

The  other  aspect  of  magnetic  resonance, 
namely  its  use  for  probing  into  the  function  of 
cells  and  tissues  by  in  vivo  spectroscopy  and  im- 
aging using  various  other  elements  than  hydro- 
gen, is  fascinating.  If  its  promise  materializes, 
we  may  see  a whole  new  branch  of  diagnostic 
techniques  developing.  These  are  indeed  ex- 
citing times  in  medical  imaging. 
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NMR/MRI:  THE  LATEST  BUT  NOT  THE  LAST 

Magnetic  resonance  imaging  (MRI),  discussed 
by  Lassen  in  this  issue,  is  the  latest  but  certainly 
not  the  last  product  of  the  technological  revolu- 
tion occurring  in  medicine.  The  radiologic  liter- 
ature prefers  the  term  MRI  to  nuclear  magnetic 
resonance  (NMR).1  While  the  images  obtained 
invite  comparison  with  CT,  there  are  important 
fundamental  differences  in  the  two  modalities, 
not  the  least  of  which  is  that  MRI  does  not  use 
ionizing  radiation.  There  are  also  similarities; 
both  are  examples  of  expensive  complicated  tech- 
nologies whose  initial  application  carries  the  ap- 
preciable risks  associated  with  a significant  fi- 
nancial investment.  The  temptation  to  justify 
the  expense  of  MRI  equipment  by  extrapolation 
from  the  example  of  the  ultimate  success  of  CT 
should  be  resisted. 

While  initial  experience  with  MRI  in  multiple 
centers  has  been  quite  encouraging,  some  prob- 
lems remain.  First,  while  the  displacement  of 
CT  by  MRI  is  regarded  by  some  as  merely  a 
question  of  time,  others  have  been  disappointed 
by  the  comparison  between  the  two  in  areas 
other  than  the  central  nervous  system  and  pos- 
sibly the  heart,  superior  mediastinum,  and  pelvis. 
Indeed,  some  workers  believe  the  eventual  ap- 
plication of  MRI  may  be  largely  in  the  area  of 
in  vivo  spectroscopy  rather  than  imaging.  Sec- 
ond, there  remain  difficulties  with  patient 
throughput.  Partly  because  of  the  need  to  look 
at  tissues  in  several  different  ways  during  an 
examination,  the  desirability  of  high  resolution 
studies,  and  the  limitations  of  current  hardware, 
the  number  of  patients  who  can  be  imaged  in  a 
day  is  presently  limited.  Third,  the  optimum 
hardware  for  application  of  MRI  remains  con- 
troversial. Certain  questions  regarding  appro- 
priate magnet  selection  as  well  as  system  com- 
ponents providing  power  to  the  imager,  shielding. 


and  computer  design  remain  unresolved.  Fourth, 
there  is  a potential  for  interference  with  active 
implanted  devices  such  as  pacemakers. 

The  importance  of  these  questions  is  immedi- 
ately obvious  when  the  costs  of  installing  and 
maintaining  an  MRI  unit  are  considered.  In- 
stallation costs  depend  to  a certain  extent  on 
factors  peculiar  to  the  locality  but  can  range  as 
high  as  $2  million.  Annual  operating  costs  have 
been  estimated  to  be  in  the  $900,000  range. 

Thus,  there  remains  significant  uncertainty 
regarding  the  ultimate  status  of  MRI  in  clinical 
practice.  While  magnetic  resonance  will  almost 
certainly  become  an  important  tool  in  patient 
management,  a cautious  approach  to  the  accep- 
tance of  this  modality  outside  of  teaching  and 
referral  institutions  seems  warranted  at  this  time. 

John  S.  Wills,  M.D. 

1.  Taveras  JM.  Nuclear  magnetic  resonance  terminology.  AJR. 

1983;  139:1353. 
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DRGs:  A NEW  JERSEY  DOCTOR'S  EXPERIENCE 

The  AM  A News  recently  carried  an  article  de- 
scribing a get-together  between  hospital  adminis- 
trators and  doctors.  During  the  meeting,  doctors 
were  informed  of  the  threat  to  hospital  financial 
solvency  by  the  forthcoming  government  policy 
of  regulating  hospital  reimbursement  according 
to  disease  rather  than  length  of  stay. 

We  have  something  like  this  in  New  Jersey. 
It’s  called  Diagnosis-Related  Grouping,  otherwise 
known  as  DRG. 

The  AMA  article  portrayed  doctors  as  aston- 
ished at  what  was  in  store  for  them  and  promis- 
ing to  work  closely  with  administrators  for  the 
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health  of  the  hospital.  That  could  be  a mistake. 
The  doctors  should  work  closely  only  for  the 
health  of  their  patients.  This  will  require  single- 
minded  purpose  and  collective  action. 

One  wise  old  doctor  in  this  town,  now  retired, 
once  said  that  “nothing  the  government  has  ever 
done  has  been  bad  for  doctors.”  That  also  holds 
true  for  DRG.  However,  DRG  does  bode  ill  for 
patients. 

Here  is  how  it  works.  Hospitals  are  reim- 
bursed according  to  a very  complex  statistical 
menu.  The  most  simple  example  would  be  a 
patient  admitted  for  appendicitis.  If  the  DRG 
statistic  accords  uncomplicated  appendicitis  6 
hospital  days,  and  the  patient  stays  only  4 days, 
the  hospital  is  paid  for  6 days  and  makes  money 
on  the  case.  If  the  patient  stays  10  days,  the 
hospital  is  paid  for  only  6 days  and  loses  4 
days’  reimbursement  (for  this,  the  hospital  is 
permitted  to  bill  the  patient).  After  this  simple 
statement,  the  game  gets  more  complex  than 
action  at  a crowded  craps  table,  and  perhaps 
more  hectic. 


The  state  of  New  Jersey  has  resurrected  the 
almost  moribund  PSRO.  Now  called  PRO,  it 
monitors  admissions  and  the  progress  of  patients 
in  the  hospital  through  surveillance  by  a team 
of  hired  nurses,  whose  mission  is  to  decide  from 
looking  at  the  chart  whether  anything  worth- 
while is  being  done  for  the  patient.  When  the 
nurse  decides  that  nothing  worthwhile  is  being 
done,  she  flags  the  case  and  reports  it  to  doctors 
filled  with  a misbegotten  patriotic  passion  to 
save  the  government  money  on  the  ill.  The  PRO 
doctor  may  or  may  not  call  the  patient’s  doctor 
to  discuss  the  case  before  issuing  a dictate  cutting 
off  reimbursement.  Or,  if  a patient  is  admitted 
over  a weekend,  when  certain  services  are  not 
available,  the  days  will  be  “carved  out.”  At  this 
point,  both  the  doctor  and  the  patient  get  a 
frightening  form  letter  telling  each  that  there 
will  no  longer  be  a Medicare  reimbursement  for 
the  illness.  The  patient,  who  knows  nothing  of 
DRG,  may  have  a sudden  relapse.  Of  course, 
both  patient  and  doctor  have  the  option  of  ap- 
pealing, but  that  won’t  take  place  for  many 
moons.  The  process  is  supposed  to  be  a peer 
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review,  but  in  reality,  distant  PRO  doctors  do 
not  themselves  review  charts.  They  depend 
entirely  on  hireling  nurses,  whose  expertise  in 
putting  things  together  is  wanting.  Often  they 
fail  to  gather  the  subtleties  of  a case.  True 
peer  review  would  have  the  doctor,  not  the 
nurse,  scanning  charts. 

“Well,  what’s  the  difference?”  you  might  ask. 
“With  the  DRG  system  in  place,  the  hospital — 
not  the  patient — will  have  to  bite  the  bullet.” 
Not  so.  Outliers  decertified  by  PRO  will  be  re- 
sponsible for  the  additional  hospital  billing;  the 
Social  Service  Department  may  send  scouts  to 
the  patient,  where  at  bedside  they  impart  the 
bad  news,  in  an  effort  to  scare  the  patient  into 
leaving  the  premises. 

Bright  young  administrators  (who  more  often 
than  not  are  hard,  tough  MBAs,  young  lions 
with  degrees  in  hospital  administration,  well 
schooled  in  how  to  spend  other  people’s  money ) 
have  a vested  interest  in  your  patient.  Your 
patient  ultimately  pays  their  salaries.  Thus,  lec- 
tures are  organized  for  the  purpose  of  teaching 
the  doctors  how  to  sign  out  charts  so  as  to  achieve 
optimum  reimbursement  under  DRG,  in  order 
to  “protect  the  hospital.”  The  doctors  are  asked 
to  rally  ‘round  the  flag;  otherwise,  financial  ruin, 
if  it  occurs,  will  be  blamed  on  them. 

It  becomes  hard  to  concentrate  on  the  patient 
when  beleaguered  by  these  ancillary  considera- 
tions. I find  myself  distracted  and  even  some- 
what intimidated  by  the  shadow  of  the  PRO, 
the  hospital  administration,  and  the  specter  of 
a bankrupt  hospital — just  because  I have  dread- 
ful uncertainties  regarding  patients  about  whom 
PRO  nurses  have  no  uncertainties. 

The  process  is  supposed  to  be  peer  review, 
but  the  nurses  are  careless  in  their  assessments, 
will  never  retract  a judgment,  and  do  incomplete 
reviews  of  the  charts. 

This  is  what  doctors  face.  Their  patients  will 
suffer  if  they  succumb  to  these  pressures. 

We  keep  getting  lectures  from  business  types, 
suddenly  expert  in  DRG  and  medical  affairs, 
telling  us  that  it  is  up  to  us  to  save  the  hospitals. 
However,  doctors  have  only  one  responsibility, 
and  that  is  to  their  patients.  The  salvation  of 


the  hospital  is  up  to  the  community  in  which 
the  hospital  exists. 

Meanwhile,  doctors  must  be  left  'alone  to  prac- 
tice medicine,  not  fiduciary  responsibility.  We 
are  not  financiers,  we  are  doctors,  and  doctoring 
is  the  only  thing  we  must  do  well.  To  allow 
ourselves  to  be  distracted  from  this  obligation 
is  to  allow  the  state  to  subvert  our  profession. 
Our  profession  has  been  around  longer  than  the 
state,  so  I think  it’s  time  we  got  our  spines  up 
and  stopped  compromising  our  principles  just 
to  get  along. 

It  is  time  to  make  waves — huge  breakers  that 
will  cause  storms  in  the  state  capitols  and  in  the 
legislatures.  It  is  time  to  rally  ‘round  the  flag, 
boys,  and  the  oaduceus  is  the  only  flag  we  have. 

Charles  Harris,  M.D. 

Dr.  Harris  is  in  general  practice  in  Toms  River,  New  Jersey. 
He  is  also  a newspaper  columnist  and  a member  of  Modern  Medi- 
cine's Primary  Care  Panel. 

This  editorial  is  reprinted  with  permission  from  Modern  Medi- 
cine, January  1984. 
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NUTRITION  AND  CANCER 

The  March/April  issue  of  Ca — A Cancer 
Journal  for  Clinicians  (Vol.  34,  No.  2)  includes 
a summary  report  from  the  American  Cancer 
Society’s  Medical  and  Scientific  Committee  and 
its  Board  of  Directors  entitled  “Nutrition  and 
Cancer:  Cause  and  Prevention.”  The  primary 
author  is  Sidney  Weinhouse,  Ph.D.,  Professor  of 
Biochemistry  at  Fels  Research  Institute  of 
Temple  University  School  of  Medicine.  Dr. 
Weinhouse,  one  of  the  best  thinkers  and  writers 
in  mammalian  biochemistry  today,  is  recognized 
nationally  for  his  ability  to  reconcile  and  syn- 
thesize diverse  approaches  to  difficult  problems 
in  diagnosis  and  treatment.  This  succinct  report 
also  contains  contributions  by  doctorate-level 
representatives  of  Wistar  Institute,  the  National 
Research  Council,  the  Food  and  Drug  Adminis- 
tration, University  of  Minnesota  School  of  Medi- 
cine, and  Harvard  Medical  School. 

Dr.  Weinhouse  begins  his  report  with  the 
caveats  that  the  long  latent  period  from  exposure 
to  cancer  makes  identification  of  associations 
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difficult,  that  the  patterns  of  both  epidemiologic 
and  laboratory  results  are  complex,  and  that 
associations  do  not  necessarily  imply  causation. 
He  next  reminds  the  reader  that  many  dietary 
constituents  protect  against  cancer  in  the  experi- 
mental animal,  and  the  balance  of  inhibitors 
versus  carcinogens  must  be  considered. 

In  the  light  of  these  uncertainties,  Dr.  Wein- 
house has  determined  that  current  findings  sup- 
port seven  recommendations  for  action,  while 
they  fail  to  support  seven  other  hypotheses.  The 
seven  ACS  advisories  are: 

1.  Avoid  obesity. 

2.  Cut  down  on  total  fat  intake. 

3.  Eat  more  high-fiber  foods,  such  as  whole 
grain  cereals,  fruits,  and  vegetables. 

4.  Include  foods  rich  in  Vitamins  A and  C in 
the  daily  diet. 

5.  Include  “cruciferous”  vegetables,  such  as 
cabbage,  broccoli,  brussel  sprouts,  kohlrabi, 
and  cauliflower. 

6.  Be  moderate  in  consumption  of  alcoholic 
beverages. 

7.  Be  moderate  in  consumption  of  salt-cured, 
smoked,  and  niitrite-cured  foods. 

Following  each  of  these  recommendations  is 
a brief  and  well-reasoned  discussion  that  ac- 
knowledges multiple  areas  of  information  on 
which  these  conclusions  are  based. 

The  seven  sources  of  carcinogenicity  or  pro- 
tective activity  that  Dr.  Weinhouse  discounts 
are  as  follows: 

1.  Food  additives  — The  truly  carcinogenic 
ones  have  been  banned. 

2.  Vitamin  E — More  research  is  needed  be- 
fore protective  effect  can  be  assumed. 

3.  Selenium  — Very  limited  evidence  for  pro- 
tection fails  to  counteract  substantial  haz- 
ards of  toxicity. 

4.  Artificial  sweeteners  — Epidemiologic  re- 
sults remain  inadequate  for  risk  assess- 
ment, following  years  of  controversy. 

5.  Coffee  — Minimally  suggestive  epidemio- 
logic studies  do  not  warrant  recommenda- 
tion against  moderate  consumption.  There 
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is  no  indication  that  caffeine  increases  can- 
cer risk. 

6.  Meat  and  fish  cooked  at  high  temperatures, 
as  by  frying  or  broiling  — Mutagens  are  in- 
deed produced,  but  more  information  is 
needed  prior  to  recommendations. 

7.  Cholesterol  — The  risk  is  for  heart  and 
blood  vessel  disease,  not  for  cancer. 

Dr.  Weinhouse  also  seizes  the  opportunity  to 
remind  the  reader  that  about  30%  of  the  450,000 
cancer  deaths  per  year  in  the  US  are  due  to 
cigarette  smoking.  He  identifies  the  avenues  for 
continuing  research:  epidemiologic  studies,  lab- 
oratory animal  studies  of  dietary  manipulations, 
and  mutagenicity  studies  to  screen  substances 
suspected  of  carcinogenicity.  He  emphasizes 
that  a mutagen  is  not  necessarily  carcinogenic. 

It  is  refreshing  to  see  the  hypotheses  and 
theories  about  cancer  causation  and  environ- 
mental factors — particularly  the  highly  personal 


environment  called  diet — brought  together  in 
one  place  and  reviewed  by  an  author  and  an 
organization  that  command  our  respect.  The 
lay  press  and  television  talk  shows  have  imbued 
our  patients  and  our  friends  with  so  many  “scare 
headline”  stories  that  they  are  entitled  to  look 
to  us  for  our  opinions.  We  now  have  good  news 
for  them:  they  need  not  live  their  lives  in  fear 
of  lurking  dietary  carcinogens. 

They  can  enjoy  reasonable  amounts  of  coffee, 
broiled  steaks  and  fish,  and  diet  drinks  in  their 
search  for  nourishment  without  obesity.  The 
choice  of  high-fiber  foods  and  cruciferous  vege- 
tables fits  well  with  decreased  intake  of  fats  and 
smoked  meats.  Vitamins  A and  C are  easier  to 
find  in  vegetables  and  fruits  than  Vitamin  E. 
Our  cautions  about  alcohol  and  cigarettes  have 
been  confirmed  and  reinforced. 

We  and  our  patients  alike  can  go  ahead  con- 
fidently in  the  knowledge  that  some  cells  in  our 
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bodies  are  probably  being  “transformed”  every 
day  into  potentially  malignant  foci,  whether  or 
not  we  are  exposed  to  dietary  or  other  “environ- 
mental” mutagens.  Good  health  as  we  have 
always  known  it  includes  the  ability  of  our  im- 
mune surveillance  systems  to  identify  and  de- 
stroy these  cells,  just  as  we  have  been  able  to 
repel  bacterial  invaders  unless  the  inoculum  is 
massive,  the  infected  tissue  ischemic  or  necrotic, 
or  the  immune  system  itself  impaired  or  dis- 
eased. Malignancy  is  an  opponent  worthy  of  our 
respect,  but  it  will  frequently  yield  before  the 
same  forces  of  homeostasis  and  good  medical 
and  surgical  treatment  that  can  conquer  infec- 
tions. 

Just  as  we  attempt  to  keep  our  foods  sanitary 
and  refrigerate  them  to  minimize  the  bacterial 
burden  to  our  bodies,  we  can  work  to  eliminate 
known  carcinogens  from  our  diets.  It  is  welcome 
news  that  this  will  not  involve  extensive  modifi- 
cations of  the  food  choices  we  have  come  to 
cherish  and  enjoy. 

William  L.  Sprout,  M.D. 
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SPINAL  EPIDURAL  ABSCESS:  A CASE  REPORT 


Kenny  Cooper,  M.D. 


The  incidence  of  spinal  epidural  abscess  has 
been  estimated  at  0.2  to  1.2  per  10,000  hospital 
admissions.1-2  Spinal  epidural  abscess  (SEA) 
is  associated  with  significant  morbidity  and  mor- 
tality if  not  recognized  and  treated  in  an  ex- 
pedient manner.  The  diagnosis  of  SEA  is  very 
often  initially  obscured  by  or  mistaken  for  a 
variety  of  other  disease  processes. 

This  paper  presents  the  report  of  a patient 
with  acute  spinal  epidural  abscess  that  pro- 
gressed to  the  chronic  form  and  displayed  many 
of  the  various  factors  associated  with  this  disease 
entity. 

Case  Report 

The  patient,  a 58-year-old  white  female  with 
insulin  dependent  diabetes  mellitus,  presented  to 
the  emergency  room  complaining  of  severe  lower 


Dr.  Cooper  is  a provisional  in  the  Department  of  Medicine  at 
The  Wilmington  Medical  Center. 
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back  pain.  She  described  a nonradiating  pain 
that  started  in  the  lower  lumbar  region  one  day 
prior  to  admission,  gradually  increasing  in  sever- 
ity. She  denied  recent  trauma,  but  gave  a his- 
tory of  falling  in  the  bathtub  nine  months  be- 
fore without  subsequent  pain  or  neurologic  im- 
pairment. She  denied  parathesias  but  reported 
increasing  weakness  of  her  left  leg.  The  patient 
had  a two  to  three  dav  history  of  polyuria,  poly- 
dipsia, frequency,  and  urgency,  but  no  dvsuria, 
hematuria,  or  gastrointestinal  complaints.  Be- 
cause of  anorexia  and  nausea,  she  had  not  taken 
her  insulin  the  day  of  admission. 

The  patient  had  had  diabetes  mellitus  for  30 
years,  for  which  she  had  been  taking  insulin 
for  seven  years.  She  also  had  extensive  diver- 
ticulosis.  Pyelonephritis  due  to  Klebsiella  oc- 
curred in  1978;  a large  right  kidnev  and  small 
left  kidney  were  demonstrated  by  I VP  at  that 
time. 

Her  past  medical  history  included  abdominal 
surgery  in  1972  (reason  unknown),  repair  of 
ruptured  right  tympanic  membrane. 
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Her  medications  consisted  of  NPH  insulin  45 
units  daily,  chlorpromazine  ( Thorazine,  Smith 
Kline  & French)  50  mg/d,  amitriptyline  (Elavil, 
Merck  Sharp  & Dohme)  50  mg  HS,  ibuprofen 
(Motrin,  Upjohn)  400  mg  and  acetaminophen 
PRN  for  pain,  and  1000  calories  ADA  diet. 

On  physical  exam,  the  patient  was  well  de- 
veloped, obese,  and  in  apparent  pain.  Her  tem- 
perature was  38°C,  blood  pressure  150/80,  pulse 
100  and  regular,  and  respirations  16  and  shallow. 
Pupils  were  equal  and  reactive  to  light.  Fundo- 
scopic  exam  revealed  sharp  disc  margins  and 
bilateral  retinal  exudates.  There  was  no  inflam- 
mation of  the  oral  mucus  membranes.  Examina- 
tion of  neck,  lung,  and  breasts  was  unremarkable. 
Cardiac  rhythm  was  regular  without  murmurs 
or  gallops.  Abdomen  was  soft  with  normoactive 


FIGURE  1 

A *ie>n  y-ray  of  lumbar  'n,r',p  in  A-P  and 
ialerai  views  of  displaying  old  l.-i  romprpssion 

. r re.  Bilateral  margins  of  the  psoas  were 
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bowel  sounds;  no  masses,  tenderness,  or  organo- 
megaly were  detected.  There  was  tenderness 
over  the  lumbar  spine  but  no  flank  tenderness. 
Neurologic  exam  was  significant  for  decreased 
sensation  to  pin-prick  over  the  left  foot,  with 
decreased  motor  function  of  the  left  leg.  Deep 
tendon  reflexes  were  absent  bilaterally.  Rectal 
exam  revealed  diffuse  tenderness;  no  masses  or 
occult  blood  were  detected. 

Admission  Laboratory  Studies 

Spinal  x-rays  taken  in  the  emergency  room 
revealed  a compression  fracture  of  L-l  verte- 
brae and  degenerative  joint  disease  of  the  spine, 
both  of  which  had  been  noted  on  the  IVP  in 
1978.  (Figure  1) 

Chest  x-ray  showed  mild  oardiomegaly  and 
calcifications  compatible  with  an  old  granuloma 
at  the  left  lung  base.  Urinalysis  revealed  pH  6.0, 
SG  1.015,  ketones  and  sugars  4-f-,  albumin  1+, 
bacteria  4-j-,  trace  of  blood,  1-3  RBC/HPF,  and 
1-4  WBC/HPF.  Sodium  was  128,  potassium  was 
2.8,  chloride  was  90,  and  C02  was  27  mEq/1. 
BUN  was  8,  and  creatinine  0.4  mg/dl.  Blood 
count  was  within  normal  limits  as  was  pro- 
thrombin time  and  partial  thrombylactin  times. 

Hospital  Course 

The  patient  was  referred  to  the  neurosurgical 
service  with  a presumptive  diagnosis  of  pro- 
gression of  an  old  L-l  vertebral  compression 
fracture. 

When  blood  and  urine  cultures,  taken  the  night 
of  admission,  grew  Klebsiella  pneumoniae,  cepha- 
lothin  and  tobramycin  were  begun.  Parenteral 
analgesics  were  required  for  relief  of  lumbar 
pain. 

Tomograms  of  L-S  spine  showed  a healed 
lumbar  fracture.  Bone  scan  showed  increased 
uptake  in  the  anterior  rib  cage  and  minimal  up- 
take in  the  upper  lumbar  region.  Subsequent 
CT  scan  of  T 11-L3  spine  revealed  an  anterior 
deformity  of  L-l  vertebral  body  with  no  evi- 
dence of  soft  tissue,  perinephric,  or  retroperi- 
toneal masses.  Serum  protein  electrophoresis 
revealed  no  monoclonal  gammopathy;  creatinine 
clearance  was  170  ml/min. 

Ten  days  after  the  start  of  appropriate  anti- 
biotic therapy,  blood  cultures  continued  to  be 
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positive  for  Klebsielliae.  Urine  cultures  at  that 
time  were  sterile. 

An  intra-abdominal  abscess  was  suspected  and 
parenteral  cefoxitin  was  substituted  for  cepha- 
lothin.  Gallium  scan  showed  increased  uptake 
in  the  lower  left  quadrant  and  suprapubic  areas. 
Barium  enema  and  IVP  failed  to  reveal  the 
source  of  the  patient’s  infection  or  pain. 

Parenteral  antibiotics  were  continued  for  23 
consecutive  days  before  sterility  of  blood  cul- 
tures was  achieved.  During  this  time,  the  pa- 
tient had  continuous  lower  back  and  lower  left 
quadrant  abdominal  pain  which  required  con- 
tinuous parenteral  analgesics.  Her  temperature 
ranged  from  38.5°  to  39°C  prior  to  discontinua- 
tion of  antibiotics  and  37.5°  to  38°C  after  dis- 
continuation. 

On  hospital  day  30,  repeat  CT  soan  of  the 
abdomen,  including  the  pelvis,  revealed  a pos- 
sible inflammatory  process  such  as  an  abscess  in- 
volving the  right  psoas  muscle,  the  right  para- 
spinous  area,  the  region  anterior  to  and  includ- 
ing the  L5-S1  disc  space  and  disc,  and  the  spinal 
canal.  (Figure  2)  A diagnosis  of  paraspinal 
abscess  with  epidural  involvement  was  made. 

Cefoxitin  was  restarted  on  hospital  day  34 
when  her  temperature  spiked  to  39°C.  Sub- 
sequent blood  cultures  remained  sterile. 

On  hospital  day  36,  a lumbar  puncture  was 
performed,  revealing  CSF  protein  of  429  and 


glucose  97  mg/dl.  RBC  were  fewer  than  1; 
WBC  47  ( 1 polymorphonuclear  leucocytes,  93 
lymphocytes,  and  6 monocytes).  CSF  cultures 
were  negative.  Metrizamide  myelography  showed 
a large  epidural  abscess  with  almost  complete 
blockage  at  the  L5  level  and  prominent  anterior 
subarachnoid  space  compression  at  the  L4-5 
level.  On  hospital  day  39,  the  epidural  fluid 
grew  one  colony  of  cephalothin  and  cefoxitin 
resistant  Klebsiella  pneumoniae. 

Decompressive  lumbar  laminectomy  by  pos- 
terior approach  with  exploration  of  L5-S1  disc 
space  and  surrounding  soft  tissues  was  performed 
on  hospital  day  39.  Histologic  examination  of 
the  tissue  obtained  showed  granulation  tissue, 
fibrosis,  and  acute  and  chronic  inflammatory 
cells.  (Figure  3) 

On  hospital  day  42,  cefotaxime  was  substituted 
for  cefoxitin  and  continued  for  28  days.  The 
patient’s  temperature  remained  in  the  range  of 
37°C  to  37.5°  during  the  remainder  of  her  hos- 
pitalization. 

On  hospital  day  56,  repeat  CT  scan  showed 
persistence  of  the  right  psoas  and  anterior  para 
spinal  abscesses.  When  follow-up  CT  scan  on 
hospital  day  67  revealed  no  subsequent  change 
(Figure  4),  CT  scan-guided  skinny  needle  as- 
piration of  the  right  psoas  and  anterior  para 
spinal  collection  was  performed.  Ten  milliliters 
of  thick  brownish  material  was  obtained;  aerobic 
and  anaerobic  cultures  were  sterile. 


FIGURE  2 

Repeat  CT  scan  of  lower  lumbar 
spine  on  hospital  day  30  show- 
ing multiple  air  bubbles  in  the 
vertebral  body. 
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FIGURE  3 

Microscopic  view  of  tissue  obtained  during  de- 
compression laminectomy  on  hospital  day  39. 
A diffuse  inflammatory  cell  infiltrate  is  present 
consisting  of  numerous  neutrophils  and  scattered 
monocytes  (magnification  45X). 


The  patient  continued  to  receive  physical 
therapy,  and  was  discharged  ambulatory  on 
hospital  day  75  at  which  time  she  was  taking 
cyclobenzprine  HC1  (Flexeril,  Merck  Sharp  & 
Dohme)  10  mg  TID,  NPH  insulin  40  U/d, 
regular  insulin  10  U/d,  alpraxolam  (Xanax,  Up- 
john) 0.25  mg  TID,  amitriptyline  (Elavil,  Merck 
Sharp  & Dohme)  50  mg  HS.  A combination  of 
oxycodone  hydrochloride  and  acetaminophen 
(Percocet,  Endo)  was  prescribed  for  pain. 

Discussion 

The  anatomy  of  the  spinal  canal  plays  a major 
role  in  the  pathophysiology  of  spinal  epidural 
abscess.  The  epidural  space  consists  of  fatty 
tissue  with  a rich  venous  plexus  that  provides 
a good  environment  for  an  infectious  process. 
The  anterior  spinal  and  central  arteries  comprise 
the  major  blood  supply  with  the  venous  drain- 
age of  the  spinal  column  and  epidural  space 
communicating  with  the  systemic  circulation  via 
Batson’s  plexus. 

The  majority  of  spinal  epidural  abscesses 
occur  in  a posterior  location  in  the  thoracic 
segment  of  the  cord,  followed  in  incidence  by  the 
lumbar  segment.  When  cervical  in  location,  the 
process  tends  to  be  anterior.  The  average  span 
of  the  abscess  is  four  to  five  vertebral  segments; 
however,  abscesses  can  extend  over  11  to  12 
segments. 

Although  a recognized  disease  entity  for  ap- 
proximately a half  century,  with  more  than  200 


FIGURE  4 

Follow-up  CT  scan  on  hospital 
day  56  showing  persistence  of 
x-ray  changes  of  the  vertebral 
body  and  the  anterolateral 
paraspinal  abscess. 
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cases  being  described  as  of  1937, 3 the  patho- 
physiology of  the  neurologic  deficits  seen  with 
spinal  epidural  abscess  remains  in  question. 
Baker  et  al  presented  a review  of  39  cases  and 
found  that  the  spinal  cord  changes  could  not 
be  explained  by  mechanical  compression  alone. 
He  postulated  that  compromise  of  vascular  sup- 
ply of  the  cord  occurred  via  thrombosis  and 
secondary  ischemia.2 

Epidural  spinal  abscesses  are  usually  derived 
from  one  of  three  sources:  by  hematogenous 
seeding,  particularly  from  skin  and  upper  respi- 
ratory tract  infections  (30%  of  the  cases);  from 
vertebral  osteomyelitis,  which  in  itself  is  often 
initiated  via  hematogenous  seeding  and  retro- 
grade spread  from  genitourinary  and  pelvic  in- 
fections via  Batson’s  plexus  (50%  of  the  cases); 
or  by  contiguous  spread  from  infections  such  as 
psoas  abscess,  sacral  decubitus  ulcers,  and  sec- 
ondarily infected  surgical  wounds  (20%  of  the 
cases).  Congenital  dermal  sinus  and  illicit  par- 
enteral drug  use  also  serve  as  initiators. 

As  early  as  1948,  Heusner  recognized  ante- 
cedent trauma  as  a very  common  predisposing 
factor  in  the  pathogenesis  of  epidural  abscesses. 
At  that  time,  trauma  was  considered  the  ante- 
cedent in  20%  to  30%  of  the  oases.2  The  trauma 
is  usually  nonpenetrating  and  does  not  lead 
to  hospitalization.  It  includes  incidents  such  as 
stairway  falls,  tripping  off  a curb,  and  rear-end 
automobile  accidents.  Less  described,  but  in- 
creasingly important,  is  the  role  played  by  exist- 
ing degenerative  joint  disease  of  the  vertebral 
column,  especially  in  the  elderly  patient  with 
fever  and  back  pain. 

The  predominant  organism  isolated  in  epi- 
dural abscesses  is  Staphylococcus  aureus,  which 
comprised  100%  of  cases  in  19481  but  only  50% 
of  cases  by  1975.2  By  1975,  gram-negative  or- 
ganisms accounted  for  approximately  20%  of  the 
cases  with  tuberculosis,  aerobic  gram-positive 
cocci,  anaerobes,  and  parasites  making  up  the 
majority  of  the  remaining  infectious  agents. 
Other  rare  causes  include  brucellosis,  actinomy- 
cosis, norcardiosis,  cryptococcosis,  blastomycosis, 
aspergillosis,  and  echinococcosis.  Of  note  were 
the  observations  that  tuberculosis  abscesses 
tended  to  be  small  and  unifocal  with  no  other 


site  of  active  infection  in  the  body,  but  when 
multicentric  abscesses  were  present,  the  lung 
was  the  usual  source,  even  though  the  chest 
x-ray  may  have  shown  no  abnormalitv. 

Elderly  patients  have  increased  susceptibility 
(incidence,  25%)  to  bacterial  infections.2'4  In 
contrast,  young  to  middle-aged  adults  tend  to 
have  tuberculosis  abscesses  and  spinal  epidural 
abscesses  are  rare  in  children  under  12  vears  of 
age.4 

The  four  phases  of  epidural  abscesses,  attri- 
buted to  Heusner,1  consist  of  spinal  ache,  root 
pain,  weakness,  and  paralysis.  Spinal  ache  starts 
at  the  level  of  the  affected  spine.  It  usually 
brings  the  patient  to  medical  attention.  Per- 
cussion tenderness  over  the  involved  areas  with 
meningismus  may  be  present.  This  phase  lasts 
approximately  24  hours. 

Root  pain  occurs  two  to  three  days  after  onset 
and  radiates  from  involved  spinal  segments. 
Fever,  leukocytosis,  reflex  abnormalities,  and 
edema  of  overlying  soft  tissues  may  occur  dur- 
ing this  phase.  Decreased  deep  tendon  responses 
(DTR)  are  present  if  the  lesion  is  at  the  level 
of  the  cauda  equina.  Increased  DTR  response 
and  plantar  extension  occur  if  the  lesion  overlies 
the  spinal  cord.  CSF  abnormalities  and  mye- 
lography changes  may  also  be  present. 

Weakness  occurs  four  to  five  days  after  the 
onset  of  root  pain.  It  is  clinioally  manifested 
by  ascending  numbness  with  a sensory  level, 
impaired  bowel  or  bladder  control,  and  weak- 
ness of  the  lower  extremities.  Progression  to 
irreversible  paralysis  may  occur  within  24  hours 
unless  treatment  is  initiated. 

The  fever  and  leukocytosis  found  in  the  root 
pain  phase  are  associated  with  acute  bacterial 
abscesses  with  an  incidence  of  66%  to  80%.  Fever 
is  less  frequent  and  leukocytosis  rare  in  tuber- 
culosis abscesses.4'5  This  variation  in  clinical 
presentation  is  attributed  to  different  modes  of 
spread.  Bacterial  infections  spread  rapidly  via 
the  blood,  resulting  in  ischemia  of  the  cord  and 
pus  collection,  usually  before  any  changes  can  be 
seen  on  conventional  x-rav.  Tuberculous  infec- 

J 

tions  spread  slowly  by  direct  extension,  produc- 
ing primarily  mechanical  compression.  Butler 
postulated  that  the  slow  spreading  of  the  tuber- 
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culous  infection  is  the  reason  for  the  low  inci- 
dence (5 % to  20%)  of  neurologic  complications 
in  Pott’s  disease.6 

The  differential  diagnosis  of  epidural  spinal 
abscesses  includes  a number  of  other  problems. 
Vascular  interruptions  and  epidural  hematomas 
may  produce  a similar  picture  of  paralysis  but 
lack  CSF  changes,  early  backache,  and  root  pain, 
and  have  a more  rapid  onset.  Meningitis  may 
produce  diffuse  back  pain  and  CSF  changes, 
but  headache  is  the  usual  chief  complaint.  Ver- 
tebral osteomyelitis  in  which  vertebral  tender- 
ness is  prominent  is  associated  with  normal  CSF; 
epidural  abscess  may  result.  When  associated 
with  vertebral  collapse  and  cord  compression, 
diagnostic  differentiation  may  be  very  difficult. 

Although  back  pain  is  the  initial  symptom 
in  only  a minority  of  patients  with  acute  trans- 
verse myelopathy,  back  pain  can  occur  'as  well 
as  weakness  and  paralysis.  This  entity  can  pro- 
ceed extremely  rapidly,  with  paralysis  occurring 
within  72  hours  of  onset  of  symptoms.  The 
myelogram  is  usually  normal. 

Tumors  of  the  intraspinal  space  may  mimic 
chronic  epidural  abscesses.  In  the  past,  mye- 
lography was  needed  to  help  distinguish  the  two, 
but  CT  scan  of  the  spine  may  now  be  the  pro- 
cedure of  choice,  although  more  data  are  needed. 

Spinal  subdural  abscesses  are  less  common 
but  present  in  a similar  fashion;  their  differen- 
tiation is  difficult.  Extruded  discs  may  present 
in  the  same  fashion  as  epidural  spinal  abscesses, 
but  the  CSF  is  normal.  As  mentioned  earlier, 
degenerative  joint  disease  of  the  spine  may  on 
occasion  have  clinical  signs  in  common  with 
epidural  abscess.  Conventional  x-rays  may  be 
normal  in  acute  bacterial  infections  but  usually 
show  changes  in  patients  with  tuberculosis. 
Myelography  can  demonstrate  presence  but  not 
the  extent  of  extra-spinal  involvement. 

Newer  generation  CT  scans  possess  the  ability 
to  show  both  intra-  and  extra-spinal  involvement, 
and  when  obtained  at  intervals  can  be  used  to 
follow  the  progress  of  therapy. 

CSF  changes  do  not  always  occur,  but  when 
present  consist  of  increased  protein,  pleocytosis, 
and  decreased  CSF  glucose.  If  the  tap  is  per- 


formed at  the  level  of  the  abscess,  infectious 
seeding  of  the  CSF  can  occur. 

Surgical  drainage  with  appropriate  antibiotic 
or  chemotherapeutic  agents  has  been  the  main- 
stay of  therapy.  Because  of  the  high  prevalence 
of  S.  aureus  as  the  causative  organism,  a semi- 
synthetic penicillin  should  be  used,  such  as  oxa- 
cillin or  nafcillin,  12  to  18  g/d.  Because  of  the 
increasing  incidence  of  gram  negative  organisms 
in  drug  abusers,  an  aminoglycoside  ( 1 to  2 mg/ 
kg  every  eight  hours)  should  be  added  to  the 
penicillin.  When  appropriate  material  is  avail- 
able for  cultures,  antibiotic  coverage  should  be 
adjusted  according  to  culture  and  sensitivity 
reports. 

Management  of  tuberculous  epidural  abscesses 
is  less  clearly  delineated.  Conservative  medical 
management,  with  or  without  surgical  interven- 
tion, has  been  advocated.  Chemotherapy  consists 
of  INH  added  to  some  combination  of  rifampin, 
ethambutol,  or  streptomycin. 

In  hydatid  disease,  surgical  intervention  is  the 
only  treatment  now  available,  with  most  collec- 
tions recurring  in  months  to  years.4 

The  prognosis  in  epidural  abscess  depends  on 
the  patient’s  presenting  state  of  health,  the  type 
of  organism  involved,  and  stage  of  the  disease 
at  diagnosis. 

Conclusion 

Spinal  epidural  abscess,  although  a rare  entity, 
has  the  potential  for  significant  morbidity  and 
mortality.  It  is  a disease  physicians  need  to  be 
aware  of,  as  its  diagnosis  can  be  obscured  by 
processes  as  frequent  as  degenerative  joint  dis- 
ease of  the  spine,  disc  disease. 

Continued  radiographic  advances  and  in- 
creased physician  awareness  should  allow  prompt 
diagnosis  with  appropriate  medical  and  surgical 
intervention. 
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MEDICAL  CONSULTATION:  ROLE  OF  THE  INTERN- 
IST ON  SURGICAL,  OBSTETRIC,  AND  PSYCHI- 
ATRIC SERVICES,  edited  by  William  S.  Kammerer, 
M.D.,  and  Richard  J.  Gross,  M.D,.  Williams  and 
Wilkins,  Baltimore,  1983.  535  pp.  Price  $55.00. 

From  the  General  Medicine  Divisions  of  the 
Hershey  Medical  Center  and  the  Baltimore  City 
Hospitals  comes  a book  for  the  general  internist 
who  is  involved  in  inpatient  consultation  with 
surgeons,  obstetricians,  gynecologists,  and  psy- 
chiatrists. For  the  internist  practicing  this  type 
of  medicine,  which  J.  W.  Burnside  calls  in  the 
Foreword  “interface  medicine,”  this  book  is  a 
gem. 

Written  almost  exclusively  by  general  intern- 
ists for  general  internists  this  book  is  filled  with 
practical  and  specific  advice.  The  first  chapter, 
entitled  “General  Medical  Consultation  Service: 
The  Role  of  the  Internist,”  is  an  excellent  articu- 
lation of  the  principles  of  good  consulting,  and 
introduces  the  reader  to  the  common  sense  that 
is  evident  throughout  the  book.  An  example: 

“The  consultant,  then,  should  try  always  to 
support  the  referring  physician,  comfort  the  pa- 
tient, and  be  specific.” 

The  subsequent  chapters  are  generally  excel- 
lent, all  well-referenced,  frequently  with  useful 
summary  tables. 

Two  minor  points.  The  index  should  be  ex- 
panded, particularly  to  include  more  individual 
drug  references,  to  allow  quick  reference.  Also, 
the  chapter  on  “Medical  Illness  During  Preg- 
nancy” is,  by  design,  short  and  sweet  and  is 
not  intended  to  replace  the  classic  Burros  and 


Ferris  text.  Medical  Complications  During  Preg- 
nancy. 

This  book  should  be  the  main  textbook  for 
teaching  consultation  services,  and  it  also  de- 
serves a place  on  the  general  internist’s  shelf. 

Herbert  J.  Keating,  III,  M.D. 
£ 

MEDICAL  THINKING:  A HISTORICAL  PERSPEC- 
TIVE, by  Lester  S.  King,  M.D.,  Princeton  Univer- 
sity Press,  Princeton,  New  Jersey,  1982.  336  pp. 
Price  $19.50. 

This  is  a remarkable  book!  It  is  written  by 
a physician  who  has  a remarkable  background 
in  philosophy  and  medical  history.  He  has  had 
little  experience  in  clinical  medicine  but  pro- 
found experience  in  research  and  in  the  prac- 
tice of  pathology  which  in  itself  is  an  open  win- 
dow on  most  aspects  of  medical  practice.  He 
was  editor  for  many  years  of  the  JAMA.  As  one 
reads  through  the  text,  continuing  evidence  of 
the  author’s  historical  knowledge  is  impressive. 
The  story  of  consumption — a historical  overview 
serves  as  an  excellent  text  to  indicate  that  in  spite 
of  unbelievable  advances  in  medicine  many  of 
the  physician’s  problems  remain  the  same.  Much 
of  the  philosophical  discussion  about  signs  and 
symptoms,  diagnosis,  classification,  etc.  is  a little 
difficult  to  read.  Sometimes  the  presentation 
seems  to  be  “nit-picking”  and  at  times  labored 
as  in  the  30  some  pages  devoted  to  discussion 
of  Disease.  Yet  this  is  an  erudite  scholarly 
treatise  that  leads  us  to  the  final  paragraph 
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which  is  superb,  which  I wholeheartedly  endorse 
and  which  I quote  in  regard  to  scientific  medi- 
cine. Dr.  King  concludes: 

It  lies  not  in  formidable  apparatus  nor  the 
myriads  of  available  tests,  nor  in  overflowing 
libraries,  but  in  that  still  small  voice  that  I 
call  critical  judgment.  This  voice  asks  the 
important  questions:  “Do  you  see  a pattern 
clearly?  How  good  is  your  evidence?  How 
sound  is  your  reasoning?  Can  you  support 
your  inferences  with  the  means  at  your  dis- 
posal? What  are  the  alternatives?  What 
hangs  on  your  decision?”  This  voice,  I be- 
lieve, goes  to  the  heart  of  scientific  medicine. 

It  has  been  speaking  throughout  the  ages, 
but  physicians  do  not  always  listen.  And 
those  who  do  not  listen  are  empirics,  regard- 
less of  the  technical  facilities  at  their  com- 
mand. 

Lewis  B.  Flinn,  M.D. 


MGH  TEXTBOOK  OF  EMERGENCY  MEDICINE, 
edited  by  Earle  W.  Wilkins,  Jr.,  M.D.,  Williams  and 
Wilkins,  Baltimore,  1983.  973  pp.  Illus.  Price 
$75.00. 

The  text  of  some  950  pages  is  intended  as  a 
comprehensive  review  in  a “physically  manage- 
able size.”  This  is  the  second  edition  of  a text 
that  was  designed  for  use  “in  the  training  and 
continuing  education  of  emergency  physicians.” 
The  authors  recognize  the  cross-disciplinary 
framework  of  emergency  medicine  and  strive 
“to  include  material  covering  all  aspects  of 
medical  care  in  the  Emergency  Department,  . . . 
while  providing  an  in-depth  approach  to  specific 
patient  problems.”  The  book  provides  the  reader 
with  40  chapters,  divided  into  five  sections,  and 
17  illustrated  techniques. 

The  text  is  a concise  and  well  written  survey 
of  emergency  medicine,  but  it  is  not  sufficiently 
detailed  to  be  used  as  a reference  by  emergency 
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physicians.  Section  one,  Life  Support,  is  in- 
tended to  cover  the  pathophysiology  of  vital 
organ  system  failure,  cardiopulmonary  resusci- 
tation, shock,  and  trauma,  all  in  68  pages!  These 
topics  are  fundamental  to  the  training  of  an 
emergency  physician  and  are  not  discussed  ade- 
quately. The  major  points  are  presented,  the 
writing  is  clear,  and  the  illustrations  are  useful, 
but  the  contents  would  best  serve  as  a summary. 

The  text  also  omits  certain  important  topics 
such  as  Reye’s  Syndrome,  lead  poisoning,  and 
chlamydial  infections,  but  otherwise  contains 
fairly  good  discussions  of  common  problems  seen 
in  the  Emergency  Department. 

My  criticism  of  the  book  pertains  to  its  use 
as  a reference  by  emergency  physicians.  Instead, 
it  is  a well- written  survey.  Vital  topics  are  cov- 
ered. Pathophysiology,  etiology,  diagnosis,  and 
treatment  are  discussed.  I would  recommend 
this  book  to  anyone  interested  in  a review  of 
emergency  medicine. 

Robert  E.  O’Connor,  M.D. 

Dr.  O’Connor  is  a second-year  resident  in  the  Department  of 
Emergency  Medicine  at  The  Wilmington  Medical  Center. 


ETHICS  OF  WITHDRAWAL  OF  LIFE-SUPPORT  SYS- 
TEMS: CASE  STUDIES  ON  DECISION-MAKING  IN 
INTENSIVE  CARE,  by  Douglas  N.  Walton,  Green- 
wood Press,  Westport,  Connecticut,  1983.  252  pp. 
Price  $29.95. 

The  author  of  this  book  is  not  a physician, 
but  Professor  of  Philosophy  at  the  University 
of  Winnipeg,  Canada,  and  a Social  Science  and 
Humanities  Research  Council  Fellow  at  the  Uni- 
versity of  Auckland,  New  Zealand. 

His  book  begins  with  a discussion  of  ethical 
theories  in  historical  perspective.  He  then  ana- 
lyzes living  ethical  problems  as  illustrated  by 
15  separate  ICU  cases  with  detailed  clinical 
histories  step  by  step,  including  the  agonizing 
discussions  between  patient  and  physician,  pa- 
tient and  family,  and  family  and  physician  be- 
fore decisions  are  made  to  stop  treatment. 

He  holds  that  euthanasia  is  never  justified 
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but  that  life  support  measures  can  and  should 
be  stopped  if  there  is  any  one  of  the  following: 

1.  “Whole  brain  death,”  which  he  defines  as  not 
merely  flat  EEG  (cortical  death),  but  death 
of  all  brain  functions  including  those  of 
the  brain  stem. 

2.  Chronic  persistent  vegetative  state. 

3.  Decision  that  continued  treatment  will  not 
cure  the  patient  and  will  constitute  an  un- 
justifiable burden  of  suffering. 

He  insists  that  decisions  must  be  made  as  a 
result  of  dialectical  dialogue  between  the  patient 
and  physician,  or  between  the  family  and  phy- 
sician if  the  patient  is  incompetent  or  uncon- 
scious (and  has  not  made  his  wishes  known  in 
advance).  Only  when  in  good  faith  this  dia- 
logue cannot  result  in  a consensus  should  resort 
be  made  to  the  courts  for  a decision  to  stop  life 
support  treatments.  Unfortunately,  in  our  so- 
ciety, we  are  not  afforded  these  rational  path- 
ways. 

David  Platt,  M.D. 


* * * 

THE  OFFICIAL  M.D.  HANDBOOK,  by  Anne  Eva 

Ricks,  M.D.,  NAL  Publishers,  New  York,  1983. 
160  pp.  Ulus.  Price  $4.95. 

I usually  become  suspicious  whenever  I read 
a so-called  humorous  book  about  the  medical 
profession  because  invariably  it  causes  me  to 
become  angry  and  defensive.  So  when  I began 
reading  The  Official  M.D.  Handbook  I expected 
a barrage  of  vitriol  from  another  disillusioned 
doctor,  and  her  plan  for  saving  our  profession. 
But  when  I finished  reading  it,  I was  pleasantly 
surprised  to  admit:  1)  this  book  is  very  funny; 
and  2)  it  was  written  by  a physician  to  show 
us  the  funny  side  of  medicine,  with  no  political, 
social,  or  moral  implications.  This  book  pre- 
sents very  amusing  descriptions  of  personalities 
and  situations  one  can  easily  identify  with. 

The  author  is  Dr.  Anne  Eva  Ricks,  a recent 
graduate  of  the  University  of  Cincinnati  Medical 

Continued  on  page  365 
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FIBERENDOSCOPIC  REMOVAL  OF  INGESTED 
THERMOMETERS:  A CASE  REPORT 


Susan  Keri  Jonas,  M.D. 


True  foreign  body  ingestion,  unlike  food  bolus 
impaction  or  phytobexoars,  occurs  most  com- 
monly in  younger  individuals,  especially  young 
children,  who  accidentally  swallow  coins,  pins, 
and  toys,  and  in  patients  with  psychiatric  dis- 
orders who  have  no  underlying  esophageal  dis- 
ease.1'3 

We  most  commonly  encounter  meat  impaction 
in  the  esophagus  of  patients  who  are  elderly, 
edentulous,  have  poor  fitting  dentures,  under- 
lying esophageal  strictures  or  other  esophageal 
pathology.  However,  our  institution  also  serves 
as  a referral  center  for  other  Veterans  Adminis- 
tration Hospitals  in  the  district,  as  well  as  for 
veterans  in  Veterans  Administration  contract 
nursing  homes  and  in  correctional  institutions. 
Hence,  several  unusual  cases  of  foreign  body 
ingestion  are  seen  annually,  such  as  the  fol- 
lowing case. 


Dr.  Jonas  is  chief  of  the  Department  of  Gastroenterology  at  the 
Veterans  Administration  Hospital,  Wilmington,  Delaware;  a mem- 
ber of  the  Department  of  Gastroenterology  at  St.  Francis  Hospital, 
Wilmington,  Delaware;  and  a provisional  in  the  Section  of  Gastro- 
enterology, Department  of  Medicine,  at  The  Wilmington  Medical 
Center. 


Case  Report 

A.S.,  an  85-year-old  male  was  referred  from 
a nursing  home  because  of  the  likelihood  of 
foreign  body  ingestion.  When  the  nurse  at  the 
home  where  he  is  a resident  came  to  check  his 
temperature  and  could  not  find  the  thermometer, 
she  placed  another  one  under  his  tongue.  When 
she  returned  and  again  found  no  thermometer, 
the  patient  was  referred  to  us.  The  patient  was 
a frail,  bedridden,  but  alert  male  in  no  distress. 
Physical  exam  was  unremarkable.  A plain  x-ray 
of  the  abdomen  taken  in  the  emergency  room 
is  seen  in  Figure  1.  The  patient  was  then 
brought  to  the  G.I.  suite  and,  using  meperidine 
25  mg  IV  and  the  Olympus  GIFQ  scope,  en- 
doscopy was  performed. 

The  endoscopy  was  normal  except  for  the  two 
glass  thermometers,  which  were  intact,  parallel 
to  each  other,  and  impacted  between  the  fundus 
just  to  the  left  of  the  gastroesophageal  junction 
and  the  opposite  wall  of  the  stomach  in  the 
body.  A “core  temperature”  reading  of  100°F 
on  one  thermometer  and  101°F  on  the  other 
were  obtained  endoscopically.  A snare  was 
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FIGURE  1 

Plain  film  of  abdomen  showing 
two  parallel  foreign  bodies  with- 
in the  air-filled  gastric  lunmen. 


then  passed  through  the  channel  of  the  scope. 
The  unopened  snare  sheath  was  used  as  a probe 
to  push  the  gastric  wall  away  from  the  tips  of 
the  thermometers.  Once  the  tips  were  freed, 
the  snare  was  opened  and  both  thermometers 
were  snared  simultaneously,  just  at  the  neck  of 
the  mercury  filled  bulbs.  This  allowed  the  ther- 
mometers to  be  held  without  the  snare  slipping 
along  the  shaft  of  the  thermometers.  As  the 
snare  was  advanced,  the  proximal  tips  of  the 
thermometers  were  dislodged  and  thus  the  ther- 
mometers could  be  turned  around  180°  and 


FIGURE  2 

Two  glass  thermometers  just  removed  (intact 
except  for  the  blue  plastic  triangle  at  the  distal 
tip  of  one)  from  the  patient. 


gently  removed.  (Figure  2)  There  was  no  injury 
either  to  the  patient  or  to  the  thermometers. 
The  temperature  elevation  was  pursued,  and  a 
UTI  was  discovered  and  treated.  The  patient 
was  returned  to  the  nursing  home  with  instruc- 
tions not  to  have  oral  temperatures  taken  again. 

Discussion 

Fiberoptic  flexible  endoscopy  has  proven  to 
be  a safe  and  effective  method  for  the  manage- 
ment of  foreign  body  retrieval  from  the  upper 
GI  tract.1  Special  coin  forceps  have  been  de- 
veloped, as  well  as  the  effective  use  of  snares, 
polyp  retrievers,  etc.  Endoscopists  have  also 
shown  great  capacity  to  improvise  using  over- 
tubes when  sharp  objects  such  as  pins,  razor 
blades,  etc.  had  to  be  removed  through  the 
esophagus.2  Most  foreign  bodies  encounter  im- 
pedence  to  their  passage,  especially  at  the  gas- 
troesophageal junction,  and  at  the  pylorus.  Once 
past  the  pylorus,  foregin  bodies  will  usually 
pass  to  the  ileocecal  valve.  However,  the  ileocecal 
valve,  another  common  site  for  impaction  of 
foreign  bodies,  is  not  as  readily  accessible  to 
fiberendoscopic  management  as  the  upper  GI 
tract.  It  is,  therefore,  preferable  to  attempt  to 
remove  foreign  bodies  endoscopically  before 
they  pass  into  the  small  bowel. 

REFERENCES 
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SEVERE  CELLULITIS  DUE  TO  AEROMONAS 
HYDROPHILIA  FOLLOWING  IMMERSION  INJURY 


Dean  L.  Winslow,  M.D. 
Robert  Jones,  M.D. 


Aeromonas  species  are  considered  unusual 
causes  of  human  infection,  yet  they  are  being 
recognized  with  increasing  frequency  as  pro- 
ducing serious  infection  in  both  immunocom- 
promised and  normal  hosts.1'3  This  report  de- 
scribes a typical  case,  and  makes  recommenda- 
tions for  prophylaxis  and  therapy  of  infection 
due  to  Aeromonas. 

Case  Report 

A previously  healthy  6-year-old  white  female 
was  playing  in  a muddy  creek  24  hours  prior 
to  admission  when  she  sustained  a puncture 
wound  to  her  right  leg.  By  the  time  she  was 
seen  in  an  emergency  room  four  hours  later, 
minimal  erythema  was  seen  surrounding  the 
puncture  wound,  and  cephalexin  was  prescribed. 
Over  the  next  20  hours,  obvious  cellulitis  de- 
veloped around  the  puncture  wound  associated 
with  fever  to  39°C  and  she  was  admitted  to  the 
hospital. 

Dr.  Winslow  is  an  assistant  in  the  Section  of  Infectious  Dis- 
eases, Department  of  Medicine,  The  Wilmington  Medical  Center. 

Dr.  Jones  is  a third-year  resident  in  the  Department  of  Family 
Practice.  St.  Francis  Hospital,  Wilmington. 


Physical  examination  revealed  an  acutely  ill 
child  with  temperature  of  38.6°C.  Pulse  was 
140/  min,  respirations  30/  min,  and  blood  pressure 
was  90/60.  Her  right  lower  leg  was  edematous; 
a large  area  of  erythema  and  induration  with  a 
central  puncture  wound  was  present  over  the 
anterior  tibia. 

The  white  blood  count  was  17,800  with  75% 
neutrophiles  and  3%  band  forms.  X-ray  of  the 
right  lower  leg  showed  soft  tissue  swelling. 
Gram  stain  of  a small  amount  of  pus  draining 
from  the  puncture  wound  showed  pus  cells  and 
gram-negative  rods. 

Initially,  intravenous  clindamycin,  ticarcillin, 
and  tobramycin  were  begun,  and  incision  and 
drainage  performed.  The  patient  was  markedly 
improved  by  the  second  hospital  day  by  which 
time  cultures  of  the  wound  were  reported  to 
have  grown  Aeromonas  hijdrophila.  Her  ther- 
apy was  then  changed  to  trimethoprim  (80  mg) 
with  sulfamethoxazole  (400  mg)  administered 
intravenously  every  eight  hours  for  48  hours 
after  which  oral  therapy  was  substituted.  She 
was  discharged  on  the  seventh  day. 
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A specimen  of  water  obtained  from  the  creek 
grew  a variety  of  organisms,  including  Aero- 
monas hydrophila. 

Discussion 

Aeromonas  hydrophila  is  a gram-negative  non- 
sporulating,  facultative  anaerobic  rod.  It  pro- 
duces Beta  hemolysis  on  blood  agar  and  fer- 
ments carbohydrates  with  acid  and  gas  produc- 
tion. It  is  distinguished  from  enterobacteriaceae 
by  a positive  indophenol  oxidase  reaction.4 

In  normal  hosts,  Aeromonas  hydrophila  gen- 
erally produces  a rapidly  progressive  cellulitis 
and/or  soft  tissue  infection.  In  compromised 
hosts,  more  serious  infections  occur  including 
bacteremia,  central  nervous  system  infections, 
infective  endocarditis,  spontaneous  bacterial  peri- 
tonitis, and  a variety  of  focal  infections.1'3 

Most  patients  have  had  a history  of  exposure 
to  contaminated  fresh  water.  Aeromonas  has 
also  been  seen  after  exposure  to  brackish  water 
in  the  Louisiana  delta.  However,  in  the  south- 
eastern United  States,  Vibrio  vulnificus  may  be 
a more  common  cause  of  infection  than  Aero- 
monas after  exposure  to  either  brackish  or  more 
often  salt  water  due  to  a higher  degree  of  toler- 
ance to  salt.5  In  temperate  zones,  Aeromonas 
infections  are  seen  more  frequently  in  the  warmer 
months. 

In  our  experience,  Aeromonas  species  are 
highly  susceptible  to  chloramphenicol,  tetracy- 
clines, aminoglycosides,  trimethoprim-sulfameth- 


oxazole, and  the  third-generation  cephalo- 
sporins. Optimal  treatment  of  Aeromonas  infec- 
tions is  not  known.  We  have  used  various  com- 
binations of  the  above  drugs  with  success  in- 
cluding one  case  that  involved  a patient  with 
meningitis  who  was  treated  successfully  with 
chloramphenicol  (J.  Horton,  D.  Winslow,  G. 
Pankey,  unpublished  data).  As  with  any  infec- 
tion, adequate  drainage  and  debridement  of 
necrotic  tissue  is  indicated. 

While  most  physicians  recognize  the  need  to  i 
give  antimicrobial  prophylaxis  to  patients  who 
have  sustained  human  or  animal  bites,  it  is  likely 
that  appropriate  antibiotics  are  seldom  pre-  1 
scribed  after  injuries  sustained  while  exposed  to  I 
contaminated  water.  Based  on  our  experience, 
we  recommend  doxycycline  200  mg  (3  mg/kg) 
initially,  followed  by  100  mg  (1.5  mg/kg)  by 
mouth  every  12  hours  for  72  hours.  A reasonable 
alternative  would  be  trimethoprim- sulfamethox- 
azole, two  double  strength  tablets  (25  mg/kg 
of  the  sulfamethoxazole  component)  by  mouth 
every  12  hours  for  72  hours.  These  regimens 
would  be  expected  to  cover  possible  infections 
due  to  both  Aeromonas  and  Vibrio. 
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School,  who  is  now  doing  her  residency  in  Bos- 
ton. This  is  her  first  book,  her  previous  writing 
experience  consisting  of  various  magazine  and 
journal  articles. 

The  Official  M.D.  Handbook  is  a potpourri  of 
jokes,  caricatures,  and  statements  about  sundry 
medical  topics.  Nothing  is  spared,  as  Dr.  Ricks 
discusses  medical  school,  residency,  specialties, 
and  the  personal  and  professional  life  of  phy- 
sicians. As  an  example,  of  the  17  chapters  a 
few  are  entitled  “Acting  Like  a Doctor,”  “The 
Doctor’s  Social  Life  and  Other  Over-rated  Phe- 
nomena,” and  “The  Intern’s  Survival  Manual  for 
Guerilla  Warfare.”  The  contents  of  these  chap- 
ters are  as  outrageously  funny  as  the  titles  indi- 
cate. 

Of  course,  many  of  her  remarks  are  gross  ex- 
aggerations, but  they  are  funny  nonetheless.  She 
is  particularly  rough  on  surgeons;  however,  no 
specialty  is  spared.  Here  is  an  example  of  her 
humor: 

A surgeon,  an  internist,  and  a family  prac- 
titioner go  duck  hunting.  The  surgeon  sees 
a duck,  shouts  “Duck!”  and  shoots  it  down. 

The  internist  sees  a duck,  shouts  “Duck!  Rule 
out  quail!  Rule  out  pheasant!”  and  shoots  it 
down. 

The  family  practitioner  sees  a duck  and 
blasts  it  out  of  the  sky  with  a round  of 
machine-gun  fire.  As  the  tattered  carcass 


falls  to  the  ground,  he  remarks,  “I  don’t 

know  what  the  hell  it  was,  but  I sure  got  it!” 

What  is  particularly  refreshing  about  this  book 
is  that  Dr.  Ricks  also  has  a few  chapters  on 
patients  and  their  families,  and  discusses  many 
scenerios  and  stereotypes  that  all  of  us  have  en- 
countered at  one  time  or  another. 

At  first  I was  going  to  recommend  this  book 
only  to  medical  students  and  house  staff,  but 
upon  finishing  it,  I feel  everyone  in  the  medical 
profession,  regardless  of  age,  sex,  marital  status, 
or  specialty,  would  get  a lot  of  enjoyment  and 
laughter  from  it. 

Raymond  R.  Strocko,  M.D. 
& 

MEDICAL  STEWARDSHIP:  FULFILLING  THE  HIP- 
POCRATIC LEGACY,  M.  Oliver  Kepler,  M.D., 

Greenwood  Press,  Westport,  Connecticut,  1981. 
265  pp.  Price  $29.95. 

Dr.  Kepler  is  board  certified  in  pediatrics 
and  family  practice,  and  taught  those  subjects 
in  the  medical  schools  at  the  University  of  Ne- 
braska, Baylor,  and  Eastern  Virginia.  After  14 
years  of  this,  he  returned  to  graduate  school  to 
earn  a master’s  degree  in  religion  and  then  taught 
“Medicine  and  Religion”  at  George  Washing- 
ton University  Medical  School. 

His  book  is  provocative.  He  starts  out  in  the 
usual  fashion  tracing  our  ethical  roots  from 
ancient  times  to  the  1980  AMA  Principles  of 


Vincent  A.  Schiavi 

Fee  Only 
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Medical  Ethics.  He  goes  on  to  ask  for  changes 
in  medical  school  student  selection  procedures 
and  course  curricula  to  produce  more  empa- 
thetic  practicing  physicians.  But  then  he  probes 
into  the  problems  of  birth  control,  abortion, 
euthanasia,  genetic  engineering,  and  socialized 
medicine,  all  of  which  he  approves. 

This  controversial  book  makes  thoughtful 
reading. 

David  Platt,  M.D. 


& 


MEDICINE  FOR  THE  PRACTICING  PHYSICIAN, 

edited  by  J.  Willis  Hurst,  M.D.,  Butterworth  Pub- 
lishers, Woburn,  Massachusetts,  1983.  1969  pp. 
Price  $80.00. 

At  first  glance,  this  book  appears  to  be  an- 
other attempt  to  introduce  a new  major  textbook 
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of  medicine  to  compete  with  -the  other  well- 
established  texts.  However,  this  is  a different 
type  of  book,  and  it  most  definitely  comple- 
ments the  other  texts  rather  than  competes  with  i 
them.  This  is  a useful  desk  reference  designed 
to  provide  quick,  essential  information  to  all  j 
physicians  who  treat  adult  patients.  Using  this 
book,  such  physicians  have  a tool  to  more 
knowledgeably  initiate  diagnostic  or  therapeutic 
procedures  while  the  patient  is  still  in  the 
office  and  allow  more  detailed  research  from 
other  sources  at  a later  time. 

There  are  over  600  separate  chapters  dealing 
with  both  presenting  symptoms  and  individual  I j 
diseases.  This  gives  the  reader  the  opportunity 
to  obtain  information  on  differential  diagnosis 
and  treatment  of  diseases  'already  diagnosed. 
The  editors  have  done  a good  job  of  avoiding 
repetition  of  material  by  referring  extensively 
to  other  chapters  where  such  material  may  have 
already  been  discussed.  In  contrast  to  some 
other  desk  reference  books,  each  chapter  is  fol- 
lowed by  appropriate  references  and  citations 
as  recent  as  1982,  guiding  the  reader  to  more 
in-depth  material.  Another  rather  unique  fea- 
ture is  that  each  chapter  contains  comments  on 
prevention,  cost  containment,  and  patient  edu- 
cation. Even  though  much  of  this  material  is  i 
of  questionable  use,  it  reminds  the  reader  that 
these  matters  should  be  considered  in  the  man- 
agement of  patients  with  medical  problems. 

I have  very  little  negative  criticism.  The 
chapter  on  panic  disorders  recommends  benzo- 
diazepines for  treatment  rather  than  the  more 
recently  accepted  use  of  imipramine  or  MAO 
inhibitors.  The  chapter  on  premenstrual  dis- 
orders recommends  the  use  of  oral  medroxypro- 
gesterone and  testerone,  both  of  which  may  have 
severe  side  effects.  For  the  most  part,  similar  inac- 
curacies were  few  and  far  between.  There  are 
chapters  on  eye  problems,  otolaryngologic  dis- 
orders, behavioral  abnormalities,  and  gyneco- 
logic problems  that  are  helpful  with  managing 
problems  for  which  many  physicians  do  not  have 
extensive  training. 

Since  I received  this  book,  it  has  remained 
on  my  desk  in  constant  use  during  office  hours. 

I would  recommend  that  students  and  physi- 
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cians  in  training  use  one  of  the  other  standard 
textbooks  of  medicine  in  their  studies.  Phy- 
sicians in  praotice  will  find  this  book  to  be  a 
prime  source  of  information  to  increase  the 
ease  and  accuracy  of  the  day  to  day  clinical 
decision-making  process. 

Lawrence  M.  Markman,  M.D. 


CHRONIC  HEMODIALYSIS  AS  A WAY  OF  LIFE, 
by  J.  W.  Czaczkes,  Ph.D.,  M.D.,  and  A.  Kaplan 
De-Nour,  M.D.,  Brunner/Mazel,  Inc.,  New  York, 
1978.  235  pp.  Price  $15.00. 

More  than  a third  of  patients  on  dialysis  think 
seriously  about  suicide.  Many  seem  to  achieve 
it  by  failure  to  follow  recommended  diet. 

A good  book  for  nonphysician  staff  of  a dialy- 
sis unit,  or  medical  personnel  not  familiar  with 
the  rigors  of  life  on  dialysis. 

Bernadine  Z.  Paulshock,  M.D. 


OFFICE  SUITE 
FOR  RENT 

Christiana  Medical  Center  has 
available  for  rent  a 1 ,000 
square  foot  suite. 

The  suite  will  be  available  for  a one- 
year  lease  only. 

For  further  information  please  call: 

368-1562 
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In  Brief 


Impaired  Physician 
Program 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302  ) 654- 
1001.  The  anonymity  of  the  caller  is  assured. 


Colleagues  Herbert  J.  Keating,  III,  M.D.,  of  Wilmington,  oo-authored  “Effect  of  Aging  on 
in  the  News  the  Clinical  Significance  of  Fever  in  Ambulatory  Adult  Patients,”  which  appeared 
in  the  April  1984  Journal  of  the  American  Geriatrics  Society. 


Mansour  Saberi,  M.D.,  of  Lewes,  was  one  of  the  authors  of  “Thyroid  Lymphoma 
in  a Patient  with  Hyperthyroidism,”  which  appeared  in  the  March  1984  Ameri- 
can Journal  of  Medicine. 


CLINICAL  MEETINGS  AND  NOTICES 


Stress,  Impairment  The  second  annual  conference  of  the  University  of  Illinois  College  of  Medicine  at 
and  the  Resident  Chicago  is  entitled  STRESS,  IMPAIRMENT,  AND  THE  RESIDENT.  The  confer- 
ence is  scheduled  for  August  2-3,  1984,  at  the  University  of  Illinois  at  Chicago.  The 
conference  will  focus  on  the  role  of  the  medical  training  environment  and  prevention 
of  physician  impairment.  The  agenda  will  cover  both  current  solutions  being  attempted 
Und  the  part  the  participants  can  play  in  promoting  a workable  solution  to  the 
problem  of  preventing  physician  impairment.  The  program  is  designed  specifically 
for  medical  educators  involved  in  residency  training  settings.  Other  professionals, 
including  behavioral  scientists  and  hospital  support  staff,  are  encouraged  to  attend. 
Registration  fee  is  $170.  Contact:  The  University  of  Illinois  at  Chicago,  Confer- 
ences and  Institutes,  912  S.  Wood  Street,  2 North,  Chicago,  Illinois  60612.  Tele- 
phone: (312)  996-8025. 


ACP  Seminars  THE  OFFICE  MANAGEMENT  OF  COMMON  MEDICAL  DISORDERS  will  be 
the  topic  of  a seminar  sponsored  by  the  American  College  of  Physicians  July  30-August 
3,  1984,  in  Ithaca,  New  York.  The  ACP  will  also  sponsor  a course,  REVIEW  IN 
INTERNAL  MEDICINE,  August  27-30,  1984,  in  New  York,  New  York.  For  infor- 
mation on  both  seminars  contact:  Registrar,  American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia,  Pennsylvania  19104.  Telephone:  1-800-523-1546. 


ACIP  Ninth  Annual  The  American  College  of  International  Physicians,  Inc.,  will  hold  its  NINTH  AN- 
Convention  NUAL  CONVENTION  in  Chicago  from  August  15-19,  1984.  For  the  first  time,  the 
ACIP  will  hold  the  convention  in  conjunction  with  the  Association  of  Philippine  Prac- 
ticing Physicians  in  America  (APPPA).  The  APPPA  is  one  of  the  national  affiliate 
organizations  of  the  ACIP.  Subjects  to  be  covered  at  the  convention  will  encompass 
scientific,  cultural,  economic,  social,  and  political  topics  that  are  aimed  at  developing 
the  knowledge  of  international  physicians  in  the  United  States.  Seminars  will  be 


Del  Med  Jrl,  June  1984 — Vol  56,  No  6 


369 


In  Brief 


held  on  leadership,  and  the  civil  and  human  rights  of  international  physicians  in 
modem  society.  Scientific  sessions  will  be  held  August  16-18,  1984.  Participants 
will  receive  Category  I CME  credits  for  the  AMA  Physician’s  Recognition  Award. 
Contact:  American  College  of  International  Physicians,  Inc.,  3030  Lake  Avenue,  Fort 
Wayne,  Indiana  46805.  Telephone:  (219)  424-7414. 


Northeastern 
Society  of  Plastic 
Surgeons  Meeting 


Philadelphia  will  be  the  setting  for  a meeting  of  the  NORTHEASTERN  SOCIETY 
OF  PLASTIC  SURGEONS  September  13-16,  1984.  The  NSPS  plans  to  make  these 
meetings  an  annual  event  with  this  year’s  being  the  first.  The  scientific  sessions  will 
include  original  papers,  panels,  and  invited  discussions.  Contact:  Thomas  S.  Davis, 
M.D.,  Division  of  Plastic  and  Reconstructive  Surgery,  Pennsylvania  State  University, 
Medical  Center,  Hershey,  Pennsylvania  17033. 


Scar  Revision  and 
Camouflage 
Conference 


ADVANCES  IN  SCAR  REVISION  AND  CAMOUFLAGE  is  the  topic  of  a course 
offered  by  the  American  Academy  of  Facial  Plastic  and  Reconstructive  Surgery  and 
the  Washington  University  School  of  Medicine  in  St.  Louis  on  October  15-17,  1984. 
A faculty  of  various  disciplines  dealing  with  the  scars  of  the  face  and  neck  will  stress 
scar  analysis  and  treatment.  Topics  include  wound  closure  techniques  and  materials, 
keloid  and  hypertrophic  scars,  severe  acne  scars,  Z-plasty  and  W-plasty,  dermabrasion 
and  injectable  collagen  and  silicone.  Participants  will  be  eligible  for  21  CME  credits. 
Registration  fee  is  $350  for  AAFPRS  members,  $375  for  nonmembers,  and  $150  for 
residents.  Contact:  Office  of  Continuing  Medical  Education,  Washington  University 
School  of  Medicine,  Box  8063,  660  S.  Euclid,  St.  Louis,  Missouri  63110.  Telephone: 
1-800-325-9862. 


Civil  Aviation 
Medicine 
Symposium 


The  Civil  Aviation  Medical  Association  will  sponsor  the  FIRST  GLOBAL  SYM- 
POSIUM ON  CIVIL  AVIATION  MEDICINE  at  the  Double  Tree  Inn,  Monterey, 
California,  October  21-26,  1984.  Aviation  Medical  Examiners  from  Canada,  England, 
Germany,  Holland,  Iceland,  Jamaica,  Japan,  Jordan,  Mexico,  and  the  United  States 
have  been  invited  to  attend  the  meeting  and  describe  the  status  of  civil  aviation 
medicine  in  their  own  countries.  The  Civil  Aviation  Medical  Association  is  an  inter- 
national organization  of  aviation  medical  examiners  with  members  in  27  countries. 
Its  objectives  are:  to  ascertain  the  basic  mental  and  physical  requirements  of  civil 
airmen  and  the  proper  methods  for  the  physical  assessment  of  airmen  engaged  in 
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Likoff  Cardiovascular  Institute  of  Hahnemann  University 

offers  a course  on 

CARDIAC  IMAGING:  UPDATE  1984 


• Two-Dimensional  Echocardiography 

• Doppler  Ultrasound 

• Radionuclide  Imaging 

• Newer  Techniques 

SEPTEMBER  6-8,  1984 

FRANKLIN  PLAZA  HOTEL 
17th  and  Vine  Streets,  Philadelphia,  PA  19103 

PROGRAM  DIRECTORS 

GARY  S.  MINTZ,  M.D.  - AMI  S.  ISKANDRIAN,  M.D.  - JOHN  P.  PANIDIS,  M.D. 

Fees:  $395  for  physicians  and  $325  for  technicans 

Registration  is  limited  and  preregistration  is  suggested.  Applications  should  be 
sent  to:  Hahnemann  University,  School  of  Continuing  Education,  Broad  & Vine, 
Philadelphia,  Pennsylvania  19102.  Checks  should  be  made  payable  to  "Hahne- 
mann University." 


REGISTRATION  (outside  Dominion  Ballroom) 

Wednesday,  September  5,  1984—  8:00-10:00  P.M. 

Thursday,  September  6 through  Saturday,  September  8,  1984 
7:30  A.M.  to  closing 

The  course  will  be  held  in  the  Dominion  "D"  Ballroom  of  the  Franklin  Plaza 
Hotel,  17th  & Vine  Streets,  Philadelphia,  Pennsylvania.  Hotel  reservations 
should  be  made  directly  with  the  Franklin  Plaza  Hotel.  A hotel  reservation 
form  will  be  sent  to  you  upon  receipt  of  your  application. 

For  further  information: 

Robert  J.  Schaefer,  Director,  School  of  Continuing  Education 
Hahnemann  University,  Philadelphia,  PA  19102 
Telephone:  (215)  448-8263 

Hahnemann  University  is  accredited  by  the  Accreditation  Council  for  Continuing 
Medical  Education  to  sponsor  continuing  education  for  physicians.  As  an 
organization  accredited  for  continuing  Medical  Education,  Hahnemann  Uni- 
versity certifies  that  this  continuing  Medical  Education  offering  meets  the  criteria 
for  21  hours  in  Category  I of  the  Physician's  Recognition  Award  of  the  Ameri- 
can Medical  Association,  if  it  is  used  and  completed  as  designed. 
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civil  aviation,  and  to  bind  together  all  Aviation  Medical  Examiners  to  the  goal  of 
aviation  safety  for  the  public  benefit.  Contact:  Mr.  Albert  Carriere,  Business  Counsel, 
CAMA,  801  Green  Bay  Road,  Lake  Bluff,  Illinois  60044.  Telephone:  (312)  234- 
6330. 


Facial 
Reconstructive 
Surgery  Course 


The  American  Academy  of  Facial  Plastic  and  Reconstructive  Surgery  will  hold  a 
conference  entitled  CONTEMPORARY  FACIAL  RECONSTRUCTIVE  SURGERY 
November  8-11,  1984,  in  Columbus,  Ohio.  The  course  will  include  lectures,  dis- 
cussions, and  cadaver  demonstrations.  Participants  are  encouraged  to  bring  problem 
cases,  including  slides  and  photographs,  for  discussion.  Topics  will  include  oral  and 
facial  reanimation  and  augmentation,  nasal,  lip,  oral  cavity-pharyngeal,  and  mandi- 
bular reconstruction,  and  vocal  reconstruction.  The  basic  principles  of  skin,  myo- 
cutaneous  and  free  flaps  will  be  demonstrated.  An  optional  laboratory  is  available 
to  a limited  number  of  registrants  for  a fee  of  $100.  Participants  will  receive  25 
CME  credits.  Registration  fee  is  $525  for  AAFPRS  members,  $600  for  nonmembers, 
and  $300  for  residents.  Contact:  Center  for  Continuing  Medical  Education,  A-352 
Starling  Loving  Hall,  320  West  Tenth  Avenue,  Columbus,  Ohio  43210.  Telephone: 
(614)  422-4985. 


Emergency 

Medicine 

Symposia 


The  1984-1985  EMERGENCY  MEDICINE  SYMPOSIA  FOR  PHYSICIANS  spon- 
sored by  the  University  of  California,  San  Diego  School  of  Medicine;  The  American 
Institute  of  Postgraduate  Education;  and  the  Scipps  Memorial  Hospital— Encinitas, 
has  been  announced.  A three-part  symposia  program  has  been  designed  to  provide 
a complete  survey  of  the  academic  knowledge  necessary  for  the  practice  of  emer- 
gency medicine.  The  lectures  are  coordinated  to  cover  the  area  without  omission 
or  repetition.  Symposium  I covers  medical  emergencies  focusing  on  cardiology, 
metabolism,  pulmonary,  and  neurologic  emergencies.  Symposium  II  consists  of  surgical 
emergencies.  Symposium  III  covers  many  of  the  areas  not  well  covered  by  most  other 
courses  in  emergency  medicine,  including  pediatrics,  obstetrics,  gynecology,  oto- 
laryngology, psychiatry,  dermatology,  ophthalmology,  and  legal  aspects  of  practice  in 
the  emergency  room.  Participants  in  the  program  will  be  eligible  for  up  to  33  credit 
hours  in  Category  I of  the  AMA’s  Physician’s  Recognition  Award.  Contact:  Office 
of  Continuing  Medical  Education,  University  of  California,  San  Diego  School  of 
Medicine,  M-017,  La  Jolla,  California  92093.  Telephone:  (619)  452-3940. 


International  The  International  Academy  of  Pathology  will  hold  its  XV  INTERNATIONAL  CON- 
Academy  of  GRESS  September  3-7,  1984,  in  Miami.  The  Scientific  Program  will  include  sym- 
Pathology  Congress  posia,  slide  seminars,  plenary  lectures,  presentation  of  scientific  papers,  and  a long 
course  entitled  “New  Concepts  in  Neoplasia  as  Applied  to  Diagnostic  Pathology.” 
Three  symposia  and  slide  seminars  will  be  presented  in  Spanish.  Contact:  Congress 
Secretariat,  United  States-Canadian  Division  of  the  International  Academy  of  Path- 
ology, 1003  Chafee  Avenue,  Augusta,  Georgia  30904.  Telephone:  (404  ) 724-2973. 
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• All  Types  Of  Residential  & Commercial  Burglar  & Fire  Alarm  Systems 

• UL  Certified  Central  Station  & UL  Certified  Installations/Residential  & Mercantile 
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In  Brief 


ASIM  Annual 
Meeting 


Annual  AAFP 
Convention 


ACCP  Annual 
Scientific 
Assembly 


Practical  Hand 
Surgery 


The  American  Society  of  Internal  Medicine  will  hold  its  Annual  Meeting  September 
20-23,  1984,  in  San  Antonio,  Texas.  The  theme  for  this  year’s  meeting  is  TRANSI- 
TIONS AND  TRANSACTIONS.  Program  sessions  will  focus  on  “Medicine,  Society 
and  the  Dying  Patient:  The  Case  of  Granny  Doe”  and  “The  New  Era  of  Negotiations," 
which  will  include  discussions  on  joint  ventures  between  hospitals  and  their  medical 
staffs  and  third-party  payor  approaches  such  as  preferred  provider  organizations 
(PPOs).  In  addition,  mock  situations  involving  hospital  and  PPO  contract  negotia- 
tions are  planned  and  will  be  evaluated.  Contact:  Barbara  Lauter,  American  Society 
of  Internal  Medicine,  1101  Vermont  Avenue,  N.W.,  Suite  500,  Washington,  D.C. 
20005.  Telephone:  (202)289-1700. 

The  36th  Annual  AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS  CONVEN- 
TION is  scheduled  for  October  7-12,  1984,  in  Kansas  City,  Missouri.  Features  of  this 
year’s  convention  include:  CME  courses,  clinical  seminars,  lectures,  dialogue  sessions, 
fracture  demonstrations,  scientific  and  technical  exhibits,  interactive  clinical  TV,  re-  1 
search  paper  forum,  and  workshops  on  Family  Care,  Soft  Tissue  Surgery,  and  Better  . 
Patient  Care  Through  Marketing.  Popular  entertainers  and  special  activities  are  , 
planned  for  families.  There  will  also  be  opportunities  to  visit  the  AAFP  headquarters. 
Registration  fee  is  $50  for  AAFP  members,  $100  for  nonmembers,  and  a reduced  fee 
is  offered  for  medical  students  and  residents.  Contact:  AAFP,  1740  West  82nd  Street, 
Kansas  City,  Missouri  64114.  Telephone:  1-800-821-2512. 


The  American  College  of  Chest  Physicians  will  hold  its  50th  ANNUAL  SCIENTIFIC 
ASSEMBLY  in  Dallas  October  8-12,  1984.  Five  major  postgraduate  courses  will  be  , 
offered  in  addition  to  clinical  interactive  sessions,  clinical  colloquia  sessions,  motion 
picture  sessions,  and  presentation  of  scientific  papers  in  the  areas  of  circulation,  res- 
piration, thoracic-cardiovascular  surgery  and  related  systems.  Participants  will  be 
eligible  for  over  30  credit  hours  of  Category  I credit.  Registration  fee  is  $50  for 
ACCP  members  and  $250  for  nonmembers.  There  is  no  fee  for  affiliate  members, 
residents,  medical  students,  and  house  officers.  Contact:  American  College  of  Chest 
Physicians,  P.O.  Box  93826,  Chicago,  Illinois  60670.  Telephone:  (312)  698-2200. 


Acapulco  will  be  the  setting  for  the  Fourteenth  Annual  Meeting  of  the  American 
Association  for  Hand  Surgery,  which  will  be  held  in  conjunction  with  the  Mexican 
Society  for  Surgery  of  the  Hand  and  the  Caribbean  Society  for  Hand  Surgery.  The 
theme  of  this  year’s  meeting,  scheduled  for  November  24-29,  1984,  will  be  MAN- 
AGEMENT OF  PRACTICAL  PROBLEMS  OF  HAND  SURGERY.  Emphasis  will 
be  placed  on  cost  effectiveness  of  accurate  quality  hand  surgery  care.  Highlights  of 
the  program  will  include:  resident  paper  competition,  panels  with  guest  speakers, 
poster  presentations,  short  papers  of  practical  value,  and  small  group  instructional 
courses.  Contact:  American  Association  for  Hand  Surgery,  2564  Branch  Street,  Suite 
8,  Middleton,  Wisconsin  53562.  Telephone:  (608)  836-7880. 
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THE  DELAWARE  CHAPTER  ARTHRITIS  FOUNDATION*  RHEUMATOLOGY  NEWS 

DISABILITY  AND  ARTHRITIS 


Physicians  caring  for  patients  with  rheumatic 
disorders  should  be  familiar  with  the  definition 
of  disability,  programs  providing  disability  in- 
surance, and  the  disability  determination  pro- 
cess. A recent  analysis  of  disability  trends  shows 
arthritis  to  be  the  second  leading  cause  of  chronic 
disability  in  the  United  States. 

Social  Security  administers  two  disability  pro- 
grams. Social  Security  Disability  Insurance 
(SSDI)  provides  disability  payments  through  a 
trust  fund  developed  from  employer  and  em- 
ployee contributions;  no  benefits  are  paid  during 
the  initial  five  months  of  disability.  After  two 
years  of  entitlement,  individuals  covered  by 
SSDI  are  also  eligible  for  Medicare. 

Supplemental  Security  Income  (SSI)  is  a wel- 
fare program  in  which  eligibility  is  based  on 
assets;  it  is  funded  out  of  general  revenues. 
There  is  no  waiting  period  for  SSI;  disabled 
individuals  entitled  to  SSI  are  usually  covered 
by  ^ledicaid  immediately.  Both  programs,  by 
agreement  with  the  federal  government,  are  ad- 
ministered by  the  same  agency  in  each  state. 
The  definition  of  disability  and  process  of  de- 
termination of  disability  are  identical  for  both 
programs. 

Definition  of  Disability 

Disability  is  defined  by  statute  as  “the  inability 
to  engage  in  any  substantial  gainful  activity  by 
reason  of  any  medically  determinable  physical 
or  mental  impairment  which  can  be  expected 
to  result  in  death  or  which  has  lasted  and  can 
be  exipected  to  last  for  a continuous  period  of 
not  less  than  12  months.”  This  definition  re- 
quires disability  to  be  of  a certain  duration,  and 

Editorial  Subcommittee  of  the  Medical  and  Scientific  Committee, 
The  Delaware  Chapter  Arthritis  Foundation 


it  requires  the  inability  to  engage  in  substantial 
gainful  activity,  which,  at  present,  is  defined 
as  the  inability  to  earn  more  than  $300  monthly. 
It  requires  a medically  determined  impairment. 
This  means  an  objective  illness  supported  by 
physical  or  laboratory  findings  that  could  be 
expected  to  produce  the  applicant’s  symptoms. 
Symptoms  alone  are  never  enough.  The  physi- 
cian’s personal  opinion  as  to  whether  his  or  her 
patient  is  disabled  does  not  determine  the  pres- 
ence of  disability. 

The  Determination  Process 

A disability  application  begins  with  a claim 
to  the  district  office  of  the  Social  Security  Ad- 
ministration. Nonmedioal  eligibility  factors  are 
reviewed.  Eligible  applicants  are  sent  to  the 
state’s  Disability  Determination  Service  (DDS), 
usually  a part  of  the  Vocational  Rehabilitation 
Department.  Arthritis  patients  will  have  their 
claims  reviewed  by  a lay  evaluator  and  nonrheu- 
matologist physician.  Further  information  is 
requested  from  the  patient’s  physicians.  An  ex- 
amination may  be  requested  by  an  independent 
physician.  If  sufficient  medical  evidence  is  not 
provided  to  support  a severe  impairment,  the 
claim  will  be  denied  on  medical  grounds.  There- 
fore, it  is  important  for  private  physicians  to 
provide  objective  evidence,  and  not  subjective 
opinion,  as  to  the  presence  of  organic  disease 
that  may  cause  the  disability. 

Social  Security  criteria  for  disability  are  listed 
bv  organ  system.  If  the  impairment  does  not 
satisfy  the  criteria  for  disability  in  that  organ 
system,  then  the  DDS  physician  must  assess  the 
applicant’s  residual  functional  capacity  to  per- 
form sedentary,  light,  medium,  heavy,  and  very 
heavy  work.  The  assessment  of  residual  func- 

Continued  on  page  404 
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WHY  THE  AMA? 


I recently  had  the  privilege  of  attending  the 
annual  meeting  of  the  House  of  Delegates  of 
the  AMA,  which  represents  the  physicians  of  this 
country.  I was  distressed  to  learn  that  only  45% 
of  the  nation’s  physicians  are  AMA  members. 
At  the  local  level,  55%  of  the  members  of  the 
Medical  Society  of  Delaware  belong  to  the  AMA. 
A frequently  heard  excuse  is,  “Why  should  I 
join  the  AMA?  What  does  it  do  for  me?  In 
answer,  witness  the  recent  episode  in  Washing- 
ton when  Dan  Rostenkowski,  chairman  of  the 
tax-writing  House  Ways  and  Means  Committee, 
wanted  to  impose  mandatory  assignment  and  a 
fee  freeze  on  all  physicians.  Under  the  auspices 
of  the  AMA,  139  physicians,  representing  39 
states  as  far  west  as  Hawaii,  went  to  Washington 
to  discuss  the  issues  with  their  congressmen,  and 
to  explain  the  import  and  potential  dangers.  Be- 
cause of  their  efforts,  the  mandatory  assignment 
provision  was  deleted.  The  fee  freeze  was  passed 
on  June  27,  but  mandatory  assignment  has  been 
defeated  for  the  present. 

When  issues  are  presented  to  congressmen, 
it  is  not  just  the  American  Academy  of  Family  Phy- 
sicians, the  Academy  of  Orthopaedic  Surgeons, 
the  College  of  Surgeons,  or  the  College  of  Phy- 
sicians who  are  heard.  It  is  the  AMA,  represent- 
ing at  least  250,000  doctors  from  all  specialties 
that  commands  the  greatest  attention.  Collec- 
tively, the  voices  of  its  250,000  members  are 
heard. 


It  should  also  be  noted  that  the  voluntary  fee 
freeze  was  instituted  by  the  AMA.  Across  the 
country,  73%  of  the  physicians  are  now  in  com- 
pliance. (We  know,  of  course,  that  in  1982 
Delaware  was  the  first  state  to  institute  a volun- 
tary fee  freeze.)  A Texas  physician  who  is  presi- 
dent of  his  state  medical  society  indicated  that, 
prior  to  the  voluntary  fee  freeze,  none  of  the 
Texas  congressmen  or  senators  would  even  speak 
or  be  seen  with  physicians.  Once  the  AMA 
freeze  had  been'  adopted,  Texas  legislators  not 
only  listened  to  physicians,  but  congratulated 
them  on  taking  an  active  and  firm  stand  to 
combat  rising  medical  costs. 

Another  activity  of  the  AMA  is  to  issue  in- 
formation in  an  attempt  to  educate  the  public 
as  well  as  the  legislators.  For  example,  the  AMA 
has  made  it  clear  that  it  is  not  the  physicians 
who  are  solely  to  blame  for  all  the  problems 
surrounding  health  care  delivery.  The  Great  So- 
ciety, through  publicity  in  the  mass  media, 
established  health  care  as  a “right.”  Now,  years 
later,  there  are  those  who  think  that  perhaps 
it  is  not  a right,  but  that  medical  care  should 
be  rationed,  all  for  the  sake  of  cost,  not  in  the 
name  of  good  care. 

The  excuse  that  “The  AMA  does  not  represent 
my  views”  is  invalid.  There  is  no  member  of  the 
AMA  who  cannot  have  his  views  presented  be- 
fore that  body  for  consideration.  As  I witnessed, 
even  medical  students  and  residents  are  able  to 
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put  resolutions  before  the  body  and  have  them 
considered  with  equal  fervor  to  that  accorded 
any  other  delegation  or  individual.  The  prob- 
lem with  some  American  physicians,  especially 
those  who  are  not  AMA  members,  is  apathy. 
Such  physicians  are  unwilling  to  assert  them- 
selves or  even  suggest  that  their  voices  can  be 
heard.  Each  feels  he  is  only  one  person  among 
many,  and  therefore  does  not  count.  On  the 
contrary,  when  it  appeared  at  the  AMA  conven- 
tion that  a resolution  would  be  swept  through 
without  any  resistance,  one  person  rose,  rendered 
an  opinion,  and  presented  his  arguments.  The 
final  outcome,  after  much  debate,  was  that  the 
resolution  was  reversed.  One  individual  willing 
to  make  his  voice  heard  was  able  to  change  the 
intent  as  well  as  the  content  of  the  resolution. 

Those  who  would  complain  about  federal  in- 
trusion into  medical  care  should  look  only  to 
themselves  if  they  have  not  joined  the  one  or- 
ganized body  that  speaks  for  physicians  with 
emphasis  and  that  has  demonstrated  an  ability 
to  evoke  a response  from  the  federal  government. 


Another  facet  of  organized  medicine  is  the 
PAC  organization,  in  our  case,  DELPAC,  which 
supports  the  constituency  of  medicine  in  Con- 
gress, as  well  as  at  the  local  level.  The  nay- 
sayers would  have  it  that  th^ir  particular  opinion 
on  a subject  is  not  represented,  yet  this  is  the 
only  forum  through  which  physicians  of  this 
country  can  have  their  ideas  represented  in  Con- 
gress by  those  who  are  sympathetic  to  their  point 
of  view. 

If  we  do  not  pay  heed  to  political  reality  and 
support  the  AMA  with  our  membership  and  ac- 
tive participation,  we  cannot  expect  representa- 
tion of  our  interests  at  the  national  and  local 
levels. 


I.  Favel  Chavin,  M.D. 


Come  meet  our  people. 


they're 

only 

human. 


With  today's  life  becoming  so  impersonal  and  being 
governed  by  so  many  rules  and  regulations,  some- 
times you  just  need  someone  to  talk  to.  That’s  why 
we  insist  that  all  our  staff  members  be  friendly,  genuine 
people,  with  the  same  feelings  and  sensitivities  expe- 
rienced by  other  humans.  When  you  come  in  to  ask 
about  a home  mortgage  loan,  IRA,  Now  interest  check- 
ing, regular  checking,  savings  plans  or  any  high  rate 
fixed  term  certificate,  none  of  us  will  bite  you,  nor  will 
we  run  you  through  a data  processing  machine.  We’ll 
talk  with  you,  get  your  ideas,  give  you  a little  advice  if 
you  need  it,  smile  and  try  to  help  you  any  other  way 
we  can — because  we  re  all  human,  and  we  understand. 
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REDUCTION  OF  ARTERIAL  BLOOD  FLOW 
TO  THE  SPLEEN  IN  THE  CONTROL  OF  BLEEDING 
IN  MASSIVE  SPLENIC  TRAUMA 


Thomas  K.  Mammen,  M.D. 
Shivdev  Singh,  M.D. 
John  J.  Reinhard,  M.D. 
Vidya  V.  Sacar,  M.D. 
Josephine  M.  Piccone,  Ph.D. 


An  increased  incidence  of  sepsis  after  splenec- 
tomy was  first  postulated  by  Morris  and  Bullock 
on  the  basis  of  their  experiments.1  Since  then, 
numerous  instances  of  overwhelming  postsplen- 
ectomy infection  (OPSI)  have  been  reported.-'6 
Singer  estimated  that  the  incidence  of  death  in 
asplenic  individuals  is  58  to  65  times  greater 
than  that  in  the  general  population.4  Although 
more  common  in  younger  children,  OPSI  has 
also  been  reported  in  adolescents  and  adults.4,7 

With  the  increasing  awareness  of  the  role  of 
the  spleen  in  the  preservation  of  the  immune 
competence  of  the  body,  splenic  injuries  began 
to  be  treated  by  surgical  techniques  that  preserve 
the  splenic  tissues,  such  as  the  use  of  micro- 

Dr.  Mammen  is  an  Assistant  in  the  Department  of  Surgery, 
The  Wilmington  Medical  Center. 

Dr.  Singh  is  an  Associate  in  the  Section  of  Pediatric  Surgery, 
the  Department  of  Surgery,  The  Wilmington  Medical  Center. 

Dr.  Reinhard  is  Director  of  the  Department  of  Surgery,  The 
Wilmington  Medical  Center. 

Dr.  Sagar  is  an  Associate  in  the  Section  of  Nuclear  Medicine, 
the  Department  of  Medicine.  The  Wilmington  Medical  Center,  and 
formerly  Chief  of  Nuclear  Medicine,  Veterans  Administration  Cen- 
ter. Wilmington,  Delaware. 

Dr.  Piccone  is  an  affiliate  in  the  Section  of  Nuclear  Medicine, 
the  Department  of  Medicine,  The  Wilmington  Medical  Center,  and 
Assistant  Chief  of  Nuclear  Medicine,  Veterans  Administration 
Center,  Wilmington,  Delaware. 


fibrillar  collagen  (Avitene)  as  a hemostatic  agent 
to  control  the  bleeding,8  suture  repair  of  lacera- 
tions,9'12 partial  resection  of  the  spleen  with 
preservation  of  parts  of  the  spleen,0,13'15  and  non- 
operative treatment.16,17  Sherman  and  Asch  de- 
scribed ligation  of  the  branches  of  the  splenic 
artery  or  its  main  trunk  as  a treatment  for  trau- 
matic splenic  hemorrhage,  as  an  adjunct  to  sutur- 
ing the  spleen  (splenorrhaphy),  and  in  partial 
splenectomies.9 

Ligation  of  the  splenic  artery  or  its  main 
branches  can  result  in  infarction  of  the  spleen 
followed  by  a slow,  partial  regeneration  and  in- 
terference with  splenic  immune  capabilities.  It 
seemed  logical  to  assume  that  the  partial  oc- 
clusion of  the  splenic  artery  would  reduce  inflow 
sufficiently  to  allow  adequate  control  of  the 
bleeding,  yet  permit  the  preservation  of  splenic 
function  at  the  same  time. 

We  focused  our  experimental  attention  mainly 
on  three  questions:  1)  Does  partial  occlusion  of 
the  splenic  artery'  permit  hemostasis?  2)  Can 
splenic  function  be  preserved  from  the  very  first 
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day  after  repair  of  the  injury  along  with  crea- 
tion of  a partial  occlusion  of  the  splenic  artery? 
3)  Are  there  any  gross  alterations  in  the  splenic 
architecture  or  development  of  complications 
following  splenorrhaphy  employing  partial  oc- 
clusion of  the  splenic  artery,  such  as  delayed 
formation  of  perisplenic  hematoma,  as  reported 
by  Van  Steigman  et  al?18 

Materials  and  Methods 

Our  experiments  were  conducted  on  ten  male 
beagle  dogs,  7 kg  to  12  kg,  between  eight  and 
12  months  of  age.  The  animals  were  premedi- 
cated with  40  mg  IM  of  Xylazine,  followed  by 
20  mg/kg  of  pentobarbital  sodium  IV  (Nembu- 
tal, Abbott).  They  were  maintained  on  intra- 
venous 5%  dextrose  in  Ringer’s  lactate  via  a leg 
vein  during  the  surgery. 

All  the  collateral  connections  of  the  spleen, 
including  the  continuation  of  the  superior  di- 
vision as  the  left  gastro-epiploic  artery  were  li- 
gated so  that  the  sole  blood  supply  to  the  spleen 
was  through  the  splenic  artery.  We  did  this  to 
assure  that  if  the  splenic  artery  was  totally  oc- 
cluded during  the  procedure  there  would  be  no 
collateral  blood  flow  sustaining  splenic  function. 

The  mean  flow  through  the  main  artery  was 
measured  using  a Narcomatic  510  electromagnetic 
flow  meter  (Narco  Biosystems,  Houston,  Texas) 
and  a flow  transducer  of  appropriate  diameter 
(1.5  mm  to  2.0  mm)  placed  around  the  vessel. 

A 1.5  cm  deep  laceration  was  created  on  the 
costal  surface  of  the  spleen  along  its  axis  opposite 
the  points  of  maximal  divergence  of  the  two  main 
branches  of  the  splenic  artery.  This  method, 
similar  to  the  one  described  by  Upadhyaya 
et  al,19  resulted  in  profuse  arterial  bleeding, 
severe  enough  to  cause  rapid  exsanguination  of 
the  animal  were  it  left  uncontrolled.  A lead 
strip  (1.5  mm  to  2.0  mm  wide  and  2 cm  long) 
was  then  “crimped”  around  the  splenic  artery 
proximal  to  the  flow  transducer  to  obtain  a par- 
tial occlusion  of  the  artery.  The  degree  of  re- 
duction of  the  flow  was  determined  by  the  flow 
meter,  and  was  generally  more  than  50%  The 
splenic  laceration  was  then  closed  with  continu- 
ous sutures  of  3-0  Dexon.  The  spleen  with  the 
splenic  artery  left  partially  ocoluded  was  re- 
turned to  its  anatomical  location  and  the  ab- 


domen was  closed  in  layers.  (Figure  1)  All 
animals  received  penicillin  600,000  U IM,  were 
allowed  only  water  on  the  day  of  surgery,  and 
were  fed  standard  dog  food  from  the  day  after 
surgery. 

Radionuclide  scans,  using  1.5  mCi  of  tech- 
necium-99m  sulfur  colloid  were  obtained  pre- 
operatively,  24  to  48  hours  after  surgery,  and 
six  to  eight  weeks  after  surgery. 

The  animals  were  explored  after  the  last 
splenic  scan  was  obtained.  The  presence  and 
pattern  of  adhesions  were  noted,  and  the  spleen 
was  carefully  inspected  for  any  evidence  of  peri- 
splenic hematoma,  cyst  formation,  or  infarction. 

Splenic  arteriograms  using  Renografin  were 
obtained  during  the  second  exploration.  Table 
1 summarizes  our  findings. 


FIGURE  1 

Experimental  Model 

A.  Splenic  artery 

B.  Lead  strip  wrapped  around  the  vessel 

C.  Transducer  to  measure  the  blood  flow 

D.  Left  gastro-epiploic  artery,  divided  and 
ligated 

E.  The  spleen— The  shaded  area  represents  the 
extent  of  the  splenic  laceration 
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TABLE:  SUMMARY  OF  FINDINGS 

Dog  No. 

Findings  at 
Surgery 

Size  of 
Splenic 
Artery 
(in  mm) 

Initial 

Blood 

Flow 

ml/min 

Post- 
Occlusion 
Blood  Flow 
ml/ min 

Post-Op 

Scan 

Follow-Up 

Scan 

Findings  at 
Arteriogram 

Findings  at 
Exploration 
and  Remarks 

1 

Normal 

1.5 

80 

20 

Loss  of 
Upper  Pole 

Return  of 
Activity 

Both  Branches 
Patent;  No 
Collaterals 

Very  Few  Omental 
Adhesions  on  the 
Healed  Artery;  No 
Other  Abnormality 

2 

Normal 

1.5 

52 

23 

Failed  to 
Image 

Normal 

Both  Branches 
Patent;  No 
Collaterals 

Slightly  Swollen 
Few  Adhesions  to 
Cut 

3 

Normal 

1.5 

64 

22 

Intact  with 
Slight  Atrophy 
Upper  Pole 

Normal 

Patent 

Few  Adhesions 
Upper  Pole 

4 

Normal 

1.5 

84 

32 

Normal 

Normal 

Lower  Pole  Vesse 
Not  Visualized; 
Technical  Problem 

Well  Healed; 
No  Adhesions 

5 

Normal 

2.0 

50 

35 

Normal 

Normal 

Patent 

Good  Healing; 
No  Adhesions 

6 

Spleen- 
Smaller  than 
Normal  with 
Large  Number 
of  Pancreatic 
Branches 

1.5 

60 

25 

Normal 

Only  a Small 

Splenic 

Remnant 

Total  Occlusion 
of  Splenic  Artery 
at  the  Point  of 
Lead  Strip 

Only  Upper  Pole 
Intact;  Lower  Pole 
Atrophied  with 
Dense  Omental 
Adhesions 

7 

Normal 

2.0 

80 

35 

Normal 

Normal 

Patent 

Good  Healing 

8 

Normal 

2.5 

70 

28 

Normal 

Normal 

Patent 

Good  Healing 

9 

Normal 

2.0 

80 

25 

No  Scans 
Done 

Normal 

Patent 

Good  Healing; 
Small  Number  of 
Adhesions  Lower 
Pole 

10 

Normal 

2.0 

82 

35 

Normal 

Normal 

Patent 

Good  Healing 

Results 

In  all  animals,  bleeding  from  the  splenic  lacer- 
ations slowed  considerably  with  the  reduction 
of  the  arterial  flow  to  50%  to  60%.  When  the 
flow  was  decreased  by  40%  to  50%  of  the  original 
flow,  the  spleen  could  be  sutured  with  good 
hemostasis.  The  spleen  did  not  show  any  change 
in  color  after  the  partial  occlusion.  Bleeding 
resumed  with  vigor  when  the  lead  strip  was  tem- 
porarily released,  thus  confirming  that  simple 
suturing  by  itself  was  not  adequate  to  control 
the  bleeding. 

None  of  the  animals  showed  any  evidence  of 
continued  hemorrhage  postoperatively,  and  in 
all  but  animal  #2,  the  spleen  imaged  satisfac- 
torily 24  to  48  hours  later.  In  animal  #1  the 
upper  pole  did  not  image  initially;  however,  the 
spleen  was  found  to  be  intact  at  scanning  eight 


weeks  later.  When  the  splenic  arteriograms 
were  performed,  the  splenic  artery  and  its 
branches  were  found  to  be  intact  in  both  these 
animals.  It  is  possible  there  were  temporary 
occlusions  in  the  splenic  artery  or  its  branches, 
which  opened  subsequently.  There  was  no  evi- 
dence of  fibrosis,  or  infarction  of  the  spleens  at 
exploration  eight  weeks  later  in  these  two  ani- 
mals. The  spleen  showed  no  obvious  major 
collateral  flow.  In  9 out  of  10  animals,  the 
spleens  healed  without  any  omental  adhesions 
to  the  cut  edges  of  the  laceration.  Healing  was 
complete  at  eight  weeks  with  no  evidence  of 
perisplenic  hematoma  or  cysts.  (Figure  2)  At 
initial  surgery,  animal  #6  was  found  to  have  a 
spleen  that  was  smaller  than  normal.  Although 
its  spleen  appeared  intact  on  the  scan  48  hours 
later,  only  the  upper  pole  remained  intact  at 
eight  weeks  and  the  splenic  artery  had  become 


Del  Med  Jrl,  July  1984 — Vol  56,  No  7 


389 


Reduction  of  Arterial  Blood  Flow  to  the  Spleen — Mammen 


totally  occluded.  The  splenic  artery  remained 
patent  in  all  the  other  animals  as  determined  by 
arteriograms  at  the  time  of  the  second  explora- 
tion. 

Discussion 

Some  authors  have  reported  preservation  of 
splenic  tissue  mass  with  normal  IgM  levels  after 
ligation  of  the  branches  of  the  splenic  artery  or 
the  main  splenic  artery  during  the  repair  of  trau- 
matized spleens.9'20’21  Others  have  noted  total 
splenic  infarction  or  severe  atrophy  of  the  spleen 
along  with  decreased  antibody  responses  to  intra- 
venously administered  antigens  following  the  in- 
terruption of  the  splenic  artery  by  external  liga- 
tion or  intraluminal  occlusion  by  invasive  radio- 
logic  techniques.22’23  Animal  #6  in  our  study 
suffered  a total  ooclusion  of  its  splenic  artery 
and  its  spleen  atrophied. 


FIGURE  2 


Gross  appearance  of  the  spleen  at  the  final 
exploration 


Despite  the  presence  of  certain  radiological 
and  immunological  similarities  between  the  nor- 
mal spleen,  splenetic  nodules,  and  autotrans- 
planted spleens,24-27  it  is  doubtful  whether  auto- 
transplantation of  splenic  tissue  confers  any  pro- 
tection against  overwhelming  postsplenectomy 
infections.28’29  In  experimental  animals,  Horton 
et  al  found  that  following  ligation  of  the  splenic 
artery  animals  with  autotransplanted  spleens 
failed  to  clear  their  blood  of  intravenously  ad- 
ministered pneumococci,  thereby  proving  that 
the  blood  flow  was  the  most  critical  factor  in 
protection  against  overwhelming  bacterial  in- 
vasion.30 Several  clinical  reports  on  overwhelm- 
ing postsplenectomy  infection  in  splenectomized 
patients  with  accessory  spleens  or  splenosis  lend 
credence  to  this  hypothesis.3’31-33 

Our  research  aimed  specifically  at  the  situa- 
tion where  the  splenic  injury  is  not  amenable 
to  suturing  or  partial  resection,  and  where  one 
might  resort  either  to  ligation  of  the  splenic 
artery  or  to  splenectomy.  Our  study  suggests 
that  bleeding  from  the  splenic  laceration  can  be 
controlled  by  a 50%  to  60%  reduction  of  splenic 
arterial  blood  flow  without  compromising  splenic 
function,  as  determined  by  the  splenic  scan  and 
postoperative  arteriography. 

Autotransplanted  spleen  undergoes  an  initial 
phase  of  degeneration  before  regenerating,  pos- 
sibly causing  an  interruption  of  the  immune 
functions.  The  fact  that  overwhelming  postsplen- 
ectomy infection  (OPSI)  has  been  reported  as 
early  as  13  days  after  splenectomy  makes  it  im- 
perative that  splenic  function  be  intact,  even  at 
the  conclusion  of  the  surgical  procedure.  We 
feel  that  by  preserving  the  major  channel  of  ar- 
terial inflow  in  these  animals,  we  preserved  die 
function  of  the  spleen  as  a filter  from  the  day 
of  the  splenic  injury. 

Intravenous  bacterial  challenge  of  the  animals 
with  partial  occlusion  of  the  splenic  artery  is 
being  planned  as  a second  study  to  confirm  that 
partial  occlusion  indeed  affords  better  protection 
against  infection  than  total  occlusion  of  the 
splenic  artery. 

Our  present  study  suggests  that  a method  that 
will  provide  partial  reduction  of  the  splenic  ar- 
terial blood  flow  will  assist  in  maintaining  hemo- 
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stasis  in  splenic  lacerations  while  preserving 
maximal  splenic  function. 
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You  conclude  that  your  patient  should  spend  some  time  in  a 
psychiatric  hospital.  More  than  a little  time,  given  the  nature  of  this 
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ities, all  carried  out  in  a setting  that  provides  warmth, 
comfort,  privacy,  beauty  and  as  much  freedom  as 
possible.  It  is  an  environment  conducive  to  healing. 

If  you  believe  such  a place  merits  your  consid- 
eration, we  would  be  happy  to  provide  more  details. 

Contact  Dr.  David  Waltos,  Admissions  Officer, 
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EFFECT  OF  NIFEDIPINE  IN  RAYNAUD'S  DISEASE 
A CASE  REPORT 


F.  William  Maguire,  D.O. 


In  1862,  Maurice  Raynaud,  a French  physician, 
reported  a case  of  bilateral  symmetrical  gangrene 
of  the  acral  parts.  Raynaud’s  disease  is  now  used 
to  mean  paroxysmal  cyanosis  of  the  digits  sec- 
ondary to  arterial  and  arteriolor  constriction. 

Raynaud’s  phenomenon,  in  distinction  from 
Raynaud’s  disease,  occurs  from  spasm  of  digital 
arteries  secondary  to  an  underlying  disease  pro- 
cess. Today,  Raynaud’s  disease  still  remains  a 
mystery,  but  recently  reported  therapeutic  and 
clinical  observations  may  define  future  trends 
in  uncovering  its  pathophysiology. 

Raynaud’s  disease  is  primarily  a disease  of 
young  women,  occurring  before  the  age  of  40  in 
80%  of  the  cases.  Gangrene  is  rare  and,  when 
present,  is  minimal  and  confined  to  the  skin. 
Onset  after  age  50,  occurrence  in  a male,  ad- 
vanced necrosis,  or  unilateral  involvement  re- 
quire a rigorous  search  for  an  underlying  dis- 
order. The  hallmark  on  physical  exam  is  the 
“patriotic”  triphasic  color  sign  of  the  digits:  they 

Dr.  Maguire  is  an  assistant  in  the  Department  of  Medicine  at 
The  Wilmington  Medical  Center;  and  Chief  of  the  Department 
of  Medicine,  Southern  Chester  County  Medical  Center,  West 
Grove,  Pennsylvania. 


turn  white,  then  blue,  and,  finally,  red.  The 
white  color  is  secondary  to  intense  arteriospasm; 
the  blue,  from  stagnation  of  blood  as  the  capil- 
laries and  venules  dilate;  and  the  red  is  secondary 
to  a reactive  hyperemia  as  arteriospasm  dimin- 
ishes. The  pathophysiology  is  uncertain  but  per- 
haps related  to  a form  of  hyperlability  of  the 
autonomic  innervation  of  the  affected  vessels, 
precipitating  spasm  of  those  vessels  to  a higher 
degree  than  in  normal  subjects. 

Dr.  Raynaud,  influenced  by  the  foundation 
work  of  Claude  Bernard  on  the  autonomic  nerv- 
ous system,  described  the  phenomenon  that  bears 
his  name:  “Local  asphyxia  of  the  extremities 
ought  to  be  considered  as  a neurosis  character- 
ized by  enormous  exaggeration  of  the  excitomotor 
energy  of  the  grey  parts  of  the  spinal  cord  that 
control  the  vasomotor  innervation.”1 

In  1937,  Thomas  Lewis  hypothesized  that  the 
spasmodic  circulatory  deficits  were  due  to  a 
“local  fault”  in  the  digital  vessels  and  that  the 
vasomotor  tone  was  normal.  He  used  as  evi- 
dence the  failure  of  a digital  nerve  block  to 
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revert  an  ongoing  attack  and  the  many  failures  of 
preganglionic  sympathectomies.  Dr.  Lewis  felt 
that,  unlike  normal  subjects,  the  Raynaud’s  pa- 
tients’ response  to  cold  was  exaggerated  and  the 
affected  vessels  closed  to  obliteration;  the  local 
mechanism  was  not  elicited  except  to  say  it  was 
“functional.”2  The  term  “spasm”  was  used  earlier 
by  Lewis  in  describing  the  timing  of  attacks  but 
now,  ten  years  later,  “spasm”  is  applied  to  de- 
scribe the  artery’s  behavior  during  an  attack. 
Microscopically,  he  could  find  no  changes. 

In  contrast,  Raynaud’s  phenomenon,  associated 
with  progressive  systemic  sclerosis  (PSS),  is  as- 
sociated with  vascular  changes,  described  as  “in- 
timal  thickening,  hyperplasia  of  the  original 
tissues  and  connective  tissue  growth.”3  This 
work  of  Lewis  was  confirmation  of  earlier  work 
done  in  1924  by  Matsui4  and  recently  docu- 
mented by  Rodnan  et  al;  they  showed  that 
morphologic  changes  are  present  in  patients  with 
Raynaud’s  phenomenon  and  scleroderma  in  the 
form  of  intimal  hyperplasia  (fibrosis).  The 
changes  are  similar  to  those  found  in  the  renal 
and  pulmonary  arteries  in  these  patients.5 

History  of  digital  color  changes  on  cold  ex- 
posure, chronological  onset,  bilateral  symmetry, 
sex  of  the  patient,  and  occupational  investigation 
help  establish  a diagnosis  of  Raynaud’s  disease 
and/or  phenomenon.  Further  history,  physical 
findings,  and  laboratory  data  are  needed  to  de- 
lineate whether  there  is  an  underlying  disease. 
Table  1 lists  those  which  have  been  associated 
with  Raynaud’s  phenomenon. 

A diagnosis  of  Raynaud’s  disease  will  be  cor- 
rect with  a 95%  confidence  level  when,  ( 1 ) the 
episodes  are  precipitated  by  cold  or  emotion,  (2) 
there  is  bilateral  involvement,  (3)  gangrene  is 
absent  or  minimal  and  confined  to  the  skin,  (4) 
underlying  disease  is  absent,  and  (5)  the  con- 
dition has  been  occurring  for  two  years  or 
longer. 

Case  Presentation 

The  patient  is  a 36-year-old  white  female,  na- 
tive of  the  northeastern  United  States.  Except 
for  usual  childhood  diseases  and  infrequent 
asthmatic  episodes  as  a teenager,  her  medical 
and  surgical  bioprofile  was  unremarkable.  A 
vasospastic  disorder  became  apparent  at  age  33 


TABLE  1 

1.  Collagen  Vascular  Disease 

Systemic  Sclerosis  (80-90%) 
SLE  (10-35%) 

Dermatomyositis  ( 0-30%) 

RA 

2.  Primary  Pulmonary  Hypertension 

3.  Arteriosclerosis  Obliterans 

4.  Thromboangiitis  Obliterans 

5.  Thoracic  Outlet  Syndrome 

6.  Neurologic  Disorders 

Syringomyelia 
Spinal  Cord  Tumors 
Poliomelitis 

Intervertebral  Disc  Disease 

7.  Blood  Dyscrasias 

Cold  Agglutinins— Cryoglobu- 
linemia 

Hyperviscosity— Polycythemia 
Essential  Thrombocytosis 

8.  Trauma 

Vibrating  Hand  Tools,  Chain 
Saws 
Frostbite 

Electric  Shock  Injury 

9.  Drugs 

Ergot  Preparations 
Methysergide 
Bleomycin/Cis  Platinum 

10.  Carpal  Tunnel  Syndrome 

11.  Hypothyroidism 


with  involvement  of  her  feet.  Gradually,  her 
hands  began  to  discolor  and  she  began  experienc- 
ing numbness  in  them  during  cold  weather. 

Her  social  history  is  unremarkable;  her  family 
history,  significant  only  for  mother  having  a “cir- 
culation problem.”  Medications  are  limited  to 
Tedral  and  Ventolin  inhaler  used  during  asthma 
for  attacks  but  not  taken  for  the  previous  two 
months. 

Physical  findings  showed  blood  pressure,  110/ 
80;  weight,  158  lbs;  HEENT,  within  normal 
limits;  heart,  RRR  without  murmurs;  lungs,  clear 
throughout;  abdomen,  soft,  no  organomegaly,  no 
abdominal  bruises.  All  of  her  distal  fingers  were 
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dusky;  her  thumbs  were  spared.  Good  radial 
and  ulnar  pulses  were  present  bilaterally.  Acro- 
cyanosis was  present.  Neurological  exam  was 
normal  including  sensory  vibrations  and  two- 
point  discrimination  in  the  extremities. 

Laboratory  showed  the  CBC,  platelets,  ESR, 
electrolytes,  SMA-12,  serum  protein  electrophor- 
esis (SPE),  T3U,  T4,  urinalysis,  and  ANA  to  be 
within  normal  limits.  EKG  and  chest  x-ray  were 
also  within  normal  limits. 

Photo-plethysmography  was  done,  (Figure  1) 
using  a Vascular  Analyzer,  Model  2100  (Vascular 
Diagnostic  Instruments,  Philadelphia).  The  tech- 
nique is  not  true  plethysmography  but  rather 
measures  peripheral  pulsatile  blood  flow  by  a 
photo-sensitive  cell  that  responds  to  light  re- 
flected by  arterial  blood  flow.  The  patient  was 
begun  on  10  mg  TID  nifedipine  as  suggested 
recently.6'10  She  became  subjectively  improved, 
and  after  two  weeks,  photo-plethysmography  was 
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repeated.  (Figure  2)  The  temperature  in  the 
testing  site  was  kept  uniform.  The  dramatic 
change  in  amplitude  noted  was  attributed  to  the 
effects  of  nifedipine.  To  further  assess  the  effects 
of  the  drug,  nifedipine  was  discontinued  and 
photo-plethysmography  repeated  two  weeks  later. 
The  systolic  amplitude  was  markedly  reduced 
while  the  patient  was  off  medication.  ( Figure  3 ) 

Treatment 

The  objective  of  all  therapies  for  Raynaud’s 
phenomenon  is  to  increase  digital  blood  flow.  ( Ta- 
ble 2)11'14  Prophylactic  measures  such  as  avoid- 
ance of  cold  and  of  cigarettes  are  helpful.  Gen- 
erally speaking,  enthusiasm  has  slowed  for  sur- 
gical intervention  in  this  disorder.  Based  on 
previously  cited  reports  and  personal  experience, 
nifedipine,  because  of  its  anti-spasmodic  proper- 
ties, is  becoming  the  drug  of  choice  either  alone 
or  in  combination  with  guanethidine  or  prazosin 
for  treatment  of  Raynaud’s  phenomenon.15 


FIGURE  1 

BASELINE  PHOTOELECTRIC  PLETHYSMOGRAPHY  OF  RAYNAUD'S  PATIENT 


Right  hand— (digits  R1-R5)  Paper  speed  5 mm/sec. 


Left  hand— (digits  L1-L5)  Paper  speed  5 mm/sec. 
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FIGURE  2 

PHOTOELECTRIC  PLETHYSMOGRAPHY  DURING  NIFEDIPINE  TREATMENT 


Right  hand— (digits  R1-R5)  Paper  speed  5 mm/sec. 


Left  hand— (digits  L1-L5)  Paper  speed  5 mm/sec. 

FIGURE  3 

PHOTOELECTRIC  PLETHYSMOGRAPHY  AFTER  DISCONTINUATION  OF  NIFEDIPINE  FOR  THREE  WEEKS 


Right  hand— (digits  R1-R5)  Paper  speed  5 mm /sec. 


Left  hand— (digits  L1-L5)  Paper  speed  5 mm/sec. 
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TABLE  II 


MEDICAL 

1.  Sympathetic  Agents:  Adrenergic  Blocker 

Adrenergic  Blocker 
Adrenergic  Blocker 
Central  Acting 

2.  Direct  Vasodilators:  Topical  Nitrates 

Sublingual  Nitrates 
Adrenergic  Blocker 
Papaverine 

SURGICAL 

1.  Sympathectomy— cervicodorsal 

2.  Stellate  ganglion  blockade 

ALTERNATIVE  APPROACHES 

1.  Plasmophoresis— (removal  of  unknown  toxin)11 

2.  Antabolic  hormones— (lower  blood  viscosity) 

3.  Hydroxyethylrustoside— (increases  RBC  deformability)12 

4.  Katanserin— (5-Ht-receptor  blocking  agent)13 

5.  Griseofulvin14 

6.  Bio  Feedback 


Phenoxybenzamine 

Tolazoline 

Prazosin  HCL 

Guanethidine 

Reserpine 

Aldomet 


Summary 

The  two  principal  proteins  responsible  for 
contraction  in  vascular  smooth  muscle  are  actin 
and  myosin.  These  are  the  same  myoproteins 
as  in  myocardium,  but  there  are  important  dif- 
ferences in  the  biochemical  control  of  contraction 
in  these  two  structures  because  of  the  difference 
in  the  actual  mechanism  of  contraction.  One  of 
these  differences  is  a small  Ca++  binding  pro- 
tein called  calmodulin  present  in  the  vascular 
smooth  muscle.  The  combination  of  calmodulin 
and  calcium  activates  myosin  kinase  which  pre- 
cipitates an  interaction  of  actin  and  myosin 
which,  in  turn,  results  in  contraction  of  the 
muscle  cell  and  subsequent  contractions  of  the 
vessel.16 

A major  difference  between  skeletal  and 
smooth  muscle  is  the  lack  of  a T-tubule  system 
in  smooth  muscle;  therefore,  calcium  must  enter 
through  the  cell  membrane  and  the  ability  for 
the  cell  to  release  calcium  is  reduced.  It  was 
reported  by  Dr.  Cheung  that  calmodulin  takes 
on  a compacted  shape  when  binding  calcium 


and  becoming  active.17  If  the  calcium-calmodu- 
lin activated  complex  could  not  disassociate  nor- 
mally because  of  its  response  to  cold  tempera- 
tures, perhaps  a higher  state  of  tonic  contraction 
would  occur  secondary  to  summation  of  repeti- 
tive action  potentials. 

Conclusions 

The  previous  reports  concerning  Raynaud’s 
and  calcium-channel  blockers  used  subjective  re- 
ports, cold-water  hand  immersion,  rheographic 
measurements,  skin  temperature  recovery  times, 
and  digital  artery  systolic  pressures  for  docu- 
mentation. This  report  used  photoelectric  plethy- 
smography for  objective  criteria.  Photoelectric 
plethysmography,  after  many  years  of  research, 
has  become  a useful  clinical  tool. 

The  calcium-calmodulin  complex  is  a major 
determinant  in  vascular  smooth  muscle  contrac- 
tion and  may  be  responsible  for  a higher  state 
of  tonicity  in  extremities  that  are  subject  to 
greater  temperature  variations.  Nifedipine  is 
thought  to  be  effective  in  Raynaud’s  by  blocking 
calcium  influx  into  vascular  smooth  muscle  cells 
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and  influencing  the  calcium-calmodulin  complex. 
More  clinical  and  basic  science  research  is 
needed  before  the  pathophysiology  is  clearly  elu- 
cidated in  one  of  the  more  baffling  syndromes, 
Raynaud’s. 


REFERENCES 

1.  Raynaud  AGM.  De  l’asphyxic  locale  et  de  le  gangrene  des 
extremities.  These  de  Paris,  Rignoux,  1862. 

2.  Lewis  T,  Pickering  GW.  Observations  upon  maladies  in  which 
the  blood  supply  to  digits  ceases  intermittently  or  permanently 
and  upon  bilateral  gangrene  of  digits;  observations  relevant 
to  so-called  Raynaud’s  disease.  Clin  Sci.  1934;  1:327-366. 

3.  Lewis  T.  The  pathological  changes  in  the  arteries  supplying 
the  fingers  in  warm-handed  people  and  in  cases  of  so-called 
Raynaud’s  disease.  Clin  Sci.  1937-8;  3:287-319. 

4.  Matsui  S.  Liber  die  pathologic  and  Pathogenese  von  Sklero- 
dermia  Universalis.  Mitt  Med  Fakult  Kaiserl  Univ,  Tokyo. 
1924;  31:55-116. 

5.  Rodnan  GP,  et  al.  Morphologic  changes  in  the  digital  arteries 
of  patients  with  progressive  systemic  sclerosis  (scleroderma) 
and  Raynaud’s  phenomenon.  Medicine.  1980;  59:393-408. 

6.  Pola  P,  et  al.  The  effect  of  nifedipine  on  peripheral  vascular 
disease.  Clin  Ter.  1977;  81:417-431. 

7.  Kahan  A,  et  al.  Nifedipine  and  Raynaud’s  phenomenon.  Ann 
Intern  Med.  1981;  94:546. 

8.  Vayssairat  M.  Calcium  channel  blockers  and  Raynaud’s  dis- 
ease. Ann  Intern  Med.  1981;  95:243. 

9.  Smith  D,  McKendry  R.  Controlled  trial  of  nifedipine  in  the 
treatment  of  Raynaud’s  phenomenon.  Lancet.  1982;  1299-1301. 

10.  Rodeheffer  R,  et  al.  Controlled  double-blind  trial  of  nifedipine 
in  the  treatment  of  Raynaud’s  phenomenon.  N Engl  J Med. 
1981;  308:880-883. 

11.  Dodds  AJ,  et  al.  Haemorrheological  response  to  plasma  ex- 
change in  Raynaud’s  syndrome.  Br  Med  J.  1979;  2:1186-1207. 

12.  Harder  F,  Carwile  LE.  Raynaud’s  phenomenon:  An  update  on 
treatment.  J Cardiovas  Med.  1982;  3:282-289. 

13.  Stranden  E,  Roald  OK,  Krohg  K.  Treatment  of  Raynaud’s 
phenomenon  with  the  5-HT2-receptor  antagonist  ketanserin.  Br 
Med  J.  1982;  285:1069-1071. 

14.  Charles  CR,  Carmick  ES.  Skin  temperature  changes  in  Ray- 
naud’s disease  after  griseofulvin.  Arch  Dermatol.  1970;  101: 
131. 

15.  Lennihan  R,  et  al.  When  your  patient  has  Raynaud’s  syndrome. 
Patient  Care.  1983;  11:70-97. 

16.  Braunwald  E.  Mechanism  of  action  of  calcium-channel  block- 
ing agents.  N Engl  J Med.  1982;  307:1618-26. 

17.  Cheung  W.  Calmodulin.  Scientific  American.  1982;  6:246. 


ANNOUNCING 


Davis 

Leasing 

Corporation 

A totally  new  dimension  in 
business  and  personal  vehicle 
leasing.  Special  savings  can  be 
assured  through  any  of  our 
custom  leasing  plans. 

VISIT  OUR  NEW 
LOCATION 

Lindell  Square  Professional  Plaza 
1601  Milltown  Road  • Suite  7 
Wilmington,  DE  19808 

or  Call  (302)  998-9023 

Open  Mon.-Fri.  9am-9pm 
Sat.  9am-6pm 


UUe  specialize  in  Cervical  and 
Lumbar  Spine  problems,  T.M.J. 
Arthritis  related  diseases. 

Hip,  knee  and  foot  disorders. 


"UUe  make  the  difference" 


snuv  n.  hoov€r,  r.p.t. 

PHVSICRL  TH€RflPV  nSSOCIRT€S 


- SPA  SIZ€  UUHIRlPOOl  - 

635  Churchmans  Road 
Christiana/Newark 

737-9469 


2 MODERN  LOCATIONS  TO  S€RV€  VOU 

8 a.m.  to  8 p.m. 


249  C.  Main  Street 
Neuuark 

737-9465 


Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


DISABILITY  AND  ARTHRITIS 

The  Arthritis  Communique  on  page  3 of  this 
issue  briefly  reviews  Federal  disability  programs. 
A working  knowledge  of  these  programs  is  es- 
sential not  only  to  those  of  us  caring  for  arthritis 
patients  but  also  to  all  physicians  with  patients 
in  the  work  force.  Reviewing  these  programs, 
I sense  a basic  failure  to  mesh  with  my  own 
concept  of  therapeusis  for  the  arthritic  patient. 

For  the  most  part,  arthritis  is  not  a steady 
state  nor  a steadily  progressive  disease  as  far  as 
disability  is  concerned.  Regardless  of  the  specific 
diagnosis  (ie,  osteoarthritis,  rheumatoid  arthritis, 
systemic  lupus  erythematosus),  the  activity  of 
the  arthritis  and,  therefore;  the  disability  caused 
by  symptoms  reflecting  that  activity  are  highly 
variable.  We  have  all  been  impressed  by  how 
functional  and  pain-free  an  individual  can  be 
despite  severe  radiographic  osteoarthritis,  only 
to  have  occasional  bouts  of  disability. 

Rheumatoid  arthritis  and  lupus  may  also  allow 
normal  work  with  periodic  disability  due  to  flares 
of  joint  inflammation  or  systemic  symptoms  of 
fatigue  associated  with  the  disease.  But  periodic 
disability  does  not  fit  in  well  with  the  structure 
of  current  disability  regulations.  While  a pa- 
tient may  currently  satisfy  criteria  for  disability 
by  exhibiting  synovitis  persisting  for  longer  than 
three  months  and  a positive  rheumatoid  factor, 
it  may  not  be  in  his  or  her  best  interest  to  be 
considered  disabled.  Yet,  there  is  no  alternative 
for  the  patient  with  intermittent  disability. 

Arthritis  health  professionals  frequently  preach 
the  concept  of  “wellness”  to  their  patients. 
In  essence,  this  is  a form  of  therapy  designed 
to  teach  positive  attitudes  and  constructive  adap- 


tation through  education.  Wellness  means  con- 
trolling your  arthritis  and  not  being  controlled 
by  it.  It  seems  to  me  that  our  current  disability 
system  as  it  applies  to  the  arthritic  patient  at- 
tacks the  philosophy  of  wellness.  It  provides  a 
solution  for  the  few  horribly  affected  patients 
but  offers  no  alternatives  except  defeat  to  the 
majority. 

With  our  growing  understanding  of  rheumatic 
diseases  and  our  increasing  ability  to  treat  them, 
the  time  has  come  for  a more  progressive  ap- 
proach to  disability  and  the  arthritic  patient. 
This  has  implications  for  both  federal  entitle- 
ment programs  and  for  industry.  To  accom- 
plish this  end,  cooperation  will  be  required  be- 
tween the  arthritis  health  professional  team, 
government,  and  industry. 

There’s  no  time  like  the  present  to  get  started. 

James  H.  Newman,  M.D. 

VS  VS  VS 

THE  BLEEDING  TIME 

The  bleeding  time  directly  measures  the  vas- 
cular and  platelet  phases  of  blood  coagulation. 
Presently  the  modified  Ivy  technique  is  the 
preferred  method  of  performing  this  test.  It  is 
simply  performed  by  inflating  a blood  pressure 
cuff  to  40  mm  mercury,  making  a 1 mm  deep 
incision  on  the  volar  surface  of  the  forearm  (do 
not  lacerate  a vessel)  and  blotting  the  wound 
lightly  at  30-second  intervals,  being  careful  not 
to  disturb  the  forming  clot,  until  the  bleeding 
stops.  The  incision  can  be  made  using  dis- 
posable lancets  or  the  more  precise  modified 
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template  devices  now  commercially  available 
for  approximately  $3  each. 

The  normal  bleeding  time  is  generally  re- 
ported to  vary  from  two  to  eight  minutes.  Most 
observers  believe  that  hemostasis  will  generally 
be  attained  with  a bleeding  time  of  less  than 
12  minutes. 

Clear-cut  guidelines  as  to  when  to  perform 
a bleeding  time  do  not  exist.  It  is  my  recom- 
mendation that  a bleeding  time  should  be  per- 
formed under  the  following  circumstances: 

( 1 ) In  any  patient  who  has  a personal  or 
family  history  suggestive  of  an  underly- 
ing bleeding  disorder.  (This  should  ob- 
viously be  done  in  conjunction  with  other 
tests. ) 

(2)  In  any  patient  with  a condition  known 
to  be  associated  with  a prolonged  bleed- 
ing time  who  is  going  to  undergo  an  in- 
vasive procedure.  (Table  1) 

(3)  In  assessing  the  response  to  treatment 
of  a prolonged  bleeding  time. 
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COMMON  CAUSES  OF  PROLONGATIONS 
OF  BLEEDING  TIME 

A.  Congenital 

(1)  The  various  congenital  platelet 
abnormalities 

| (2)  Von  Willebrand's  Disease 

B.  Acquired 

(1)  Thrombocytopenia 

(2)  Thrombocytosis 

(3)  Drugs— especially: 

(a)  Aspirin 

(b)  Nonsteroidal  anti-inflamma- 
tory drugs 

(c)  Dextran 

(d)  Penicillins 

(4)  Uremia 

(5)  Liver  Disease 

(6)  Alcohol 

i (7)  Hematologic  Malignancy— 

especially: 

(a)  Multiple  myeloma 

(b)  Waldenstroms  Macroglobuli- 
nemia 

(8)  *Vasculitis 

(9)  *Other  forms  of  Cancer 

*(Not  Common) 

With  these  broad  guidelines,  several  clarify- 
ing comments  seem  justified: 

(1)  The  most  common  cause  of  an  unex- 
plained bleeding  time  prolongation  is 
aspirin  ingestion. 

(2)  False  prolongations  and  false  shortenings 
of  the  bleeding  time  are  not  infrequent 
when  the  test  is  performed  on  markedly 
uncooperative  patients.  As  most  children 
under  the  age  of  3-5  years  fit  this  classifi- 
cation, the  routine  preoperative  perform- 
ance of  bleeding  times  in  children  of  this 
age  who  are  not  suspected  of  having  a 
bleeding  diathesis  is  of  questionable  va- 
lidity. 

(3)  Normalcy  of  the  bleeding  time  does  not 
guarantee  that  pathologic  bleeding  will 
not  ensue  due  to  poor  platelet  function. 
Thus,  it  is  advisable,  when  possible,  to 
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postpone  elective  surgery  for  an  appropri- 
ate time  period  if  a patient  has  recently 
ingested  a drug  known  to  inhibit  plate- 
let function. 

(4)  Prolongation  of  the  bleeding  time  is  gen- 
erally associated  with  an  increased  risk 
of  hemorrhage.  Appropriate  measures 
should  be  taken  to  correct  the  abnormal- 
ity prior  to  proceeding  with  surgery.  If 
the  abnormality  can  not  be  corrected,  the 
added  risks  of  bleeding  need  to  be  con- 
sidered when  the  final  decision  on  wheth- 
er to  proceed  is  made. 

The  bleeding  time  is  simple  to  perform,  re- 
producible, inexpensive,  and  yields  valid  and 
valuable  information.  Few  other  tests  have 
similar  qualities.  It  is  my  belief  that  this  test 
should  be  performed  more  often  than  it  is  at 
present. 

Philip  M.  Blatt,  M.D. 

The  author  wishes  to  thank  John  E.  Benzel,  M.D.,  John  J.  Egan, 
M.D.,  Vincent  DelDuca,  Jr.,  M.D.,  and  S.  Eric  Martin,  M.D., 
for  their  thoughtful  comments  and  Mrs.  Jean  Ackerman  for  her 
1 technical  assistance. 


EMPTY  PHRASES  AND  WORDS 

In  a book  we  recommend  to  anyone  in- 
terested in  medical  prose,  Edward  Huth, 
editor  of  the  Annals  of  Internal  Medicine,  re- 
minds us  that  “In  lectures  and  in  conversations 
we  often  use  words  and  phrases  that  fill  in  the 
spaces  between  the  real  units  of  thought.”1  These 
“fillers”  gain  time  for  us  while  we  decide  what 
it  is  we  really  want  to  say.  When,  however, 
these  “fillers”  are  read  in  written  material  they 
clutter  rather  than  clarify. 

As  examples  of  “fillers,”  Dr.  Huth  gives 
this  sentence:  “In  order  to  get  a complete  history 
from  the  patient,  it  would  appear  that  the  in- 
experienced clinician  needs  a systematic  line  of 
inquiry.”  Editing  that  sentence  results  in  this 
better  one:  “To  get  a complete  history  from  the 
patient,  the  inexperienced  clinician  needs  a sys- 
tematic line  of  inquiry.” 

Most  of  us  would  do  well  to  eliminate  many  of 
Dr.  Huth’s  empty  phrases  from  our  spoken  vocab- 
ulary as  well  as  from  cur  written.  (Table  1) 

Clearly,  because  shorter  is  usually  better,  we 


FOULK  ROAD  CARDIAC  CENTER,  INC. 

Foulk  Road  Office  Park  Plaza 
Building  2002,  Foulk  Road 
Wilmington,  Delaware  19810 


(302) 


475-5307 

A MODERN  DIAGNOSTIC  CENTER 
OFFERING: 

STRESS  TESTING 
M-MODE  ECHOCARDIOGRAPHY 
HOLTER  MONITORING 

All  tests  interpreted  by  board-certified 
cardiologists. 

Nighttime  hours  are  available  for 
patient  convenience. 
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Editorials 


TABLE  1 

Empty  phrase 

Equivalent 

a majority  of 

most 

a number  of 

many 

accounted  for  by  the 

because 

fact  that 

along  the  lines  of 

like 

an  innumerable  number 

innumerable 

of 

an  order  of  magnitude 

ten  times 

are  of  the  same  opinion 

agree 

as  a consequence  of 

because 

at  the  present  moment 

now 

at  this  point  in  time 

now 

by  means  of 

by,  with 

completely  filled 

filled 

definitely  proved 

proved 

A portion  of  the  list  of 

"Empty  Phrases" 

that  appears  in  Huth's  book  "How  to  Write 

and  Publish  Papers  in  the  Medical  Sciences." 

will  all  produce  better  prose  if  we  omit  empty 
phrases. 


Bernadine  Z.  Paulshock,  M.D. 

1.  Huth  EJ.  How  to  write  and  publish  papers  in  the  medical 
sciences.  Philadelphia.  ISI  Press,  1982. 


Arthritis  Communique  Continued 

form  sedentary,  light,  medium,  heavy,  and  very 
tional  capacity  is  complex  and  includes  many 
factors,  including  the  private  physician’s  opinion 
as  it  relates  to  his  patient’s  ability  to  perform 
some  degree  of  work.  The  lay  disability  ex- 
aminer then  decides  whether  the  applicant  can 
perform  at  the  previous  level  of  work  given  his 
or  her  residual  functional  capacity.  If  it  is 
judged  the  applicant  cannot  perform  at  his  or 
her  previous  level,  then  it  is  decided  if  the  appli- 
cant can  perform  any  job.  Vocational  factors 
such  as  age,  education,  and  work  experience 
are  given  weight. 

Muah  of  the  material  in  this  Communique  was 
abstracted  from  the  1983  Bulletin  on  the  Rheu- 
matic Diseases  entitled  “Social  Security  Disability 
and  the  Arthritic  Patient”  by  Meenan,  Liang,  and 
Hadler.  The  Bulletin  is  available  free  from  the 
Arthritis  Foundation. 
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BRIEF  SUMMARY 

PROCARDIA  ■ (nifedipine)  CAPSULES  For  Oral  Us 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  forth 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  patter 
of  angina  at  rest  accompanied  by  ST  segment  elevation  2)  angina  or  coronary  artery  spasm  prc 
voked  by  ergonovme  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patient 
who  have  had  angiography  the  presence  of  significant  fixed  obstructive  disease  is  not  mcompatibi 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDl 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  bi 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  c 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso 
spasm,  or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  ol  beta  blockers 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  fc 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  ol  vasospasr 
n patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrate 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlle 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  ot  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  ar 
incomplete 

Controlled  studies  in  small  numbers  ot  patients  suggest  concomitant  use  ot  PROCARDIA  an 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina  but  available  infor 
mation  is  not  sufficient  to  predict  with  confidence  the  effects  ot  concurrent  treatment  especially 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  ir 
troducmg  such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  sine 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings  I 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive  effect  c 
PROCARDIA  is  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  to 
erated  hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  r 
subsequent  upward  dosage  adjustment  and  may  be  more  likely  in  patients  on  concomitant  bet 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patient- 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypas 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  b 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  wit 
PROCARDIA  alone  with  low  doses  ot  fentanyl  in  other  surgical  procedures  or  with  other  narcof 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dos 
fentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ot  these  potential  problemsant 
il  the  patient's  condition  permits  sufficient  time  (at  least  36  hours)  should  be  allowed  tc 
PROCARDIA  to  be  washed  out  ot  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  di 
ration  or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  ot  dosage  increases  The  meet 
amsm  ot  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusio 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  deman 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a wilt 
drawal  syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catecho 
amines  Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expecte 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports! 
increased  angina  in  a selling  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  importar 
to  taper  beta  blockers  if  possible  rather  than  stopping  them  abruptly  before  beginnin 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  patients,  usually  receiving  a beta  blocker  have  developed  heai 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  f< 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascul; 
resistance  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titratio 
ol  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  tor  patients  alreao 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vast 
dilation  and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  wit 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuret 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure  care  should  betake 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction  | 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  I Experienc 
m over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  admimstratio 
ot  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated  but  there  have  been  occasion, 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  bea 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co  administered  with  nitrates  but  there  hav 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  ot  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxm  increased  digoxm  levels  in  nine  of  twelv 
normal  volunteers  The  average  increase  was  45°o  Another  investigator  found  no  increase  in  d 
goxm  levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ol  over  tw 
hundred  patients  with  congestive  heart  failure  during  which  digoxm  blood  levels  were  not  mea: 
ured  digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  wil 
elevated  digoxm  levels,  it  is  recommended  that  digoxm  levels  be  monitored  when  initiating  adius 
mg,  and  discontinuing  PROCARDIA  to  avoid  possible  over  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating  nifi 
dipine  caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hi 
man  dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity 
rats  embryotoxicity  in  rats,  mice  and  rabbits  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headednes' 
peripheral  edema  nausea  weakness,  headache  and  flushing  each  occurring  in  about  10°o  ot  pi 
tients  transient  hypotension  in  about  5%.  palpitation  in  about  2°o  and  syncope  in  about  0 5° 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antia, 
gmal  medication  Additionally  the  following  have  been  reported  muscle  cramps  nervousnes 
dyspnea,  nasal  and  chest  congestion,  diarrhea  constipation  inflammation  toint  stiffness  shak 
ness  sleep  disturbances,  blurred  vision,  difficulties  in  balance  dermatitis  pruritus  urticaria  t 
ver,  sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  w: 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed , not  readily  distinguishable  from  the  n; 
ural  history, of  the  disease  in  these  patients  It  remains  possible  however,  that  some  or  many 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4°,  of  patients  and  conge 
tive  heart  failure  or  pulmonary  edema  in  about  2°o  Ventricular  arrhythmias  or  conduction  distur- 
ances  each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare  mild  to  moderate  transient  elevations  of  enzymes  such  as  alkaline  pho: 
phatase,  CPK  LDH  SGOT.  and  SGPT  have  been  noted  and  a single  incident  of  significantly  eli 
vated  transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladdi 
disease  after  about  eleven  months  ot  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptom: 
Cholestasis  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  wor 
literature 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  mfedipmi 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-66)  300  (NDC  006! 
2600-72)  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  fro. 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77  F (15  to  25*0  in  the  ma: 
ufacturer  s original  container 

More  detailed  professional  information  available  on  request  S 1982  Pfizer  Ini 

LABORATORIES  DIVISION 

PFIZER  INC 


Deaths 


JACK  GELB,  M.D. 

Jack  Gelb,  M.D.,  of  Wilmington,  died  July  14, 
1984,  from  cancer  at  the  age  of  63. 

Dr.  Gelb  graduated  from  Bucknell  University, 
Lewisburg,  Pennsylvania,  and  received  his  medi- 
cal degree  from  Jefferson  Medical  College,  Phila- 
delphia, in  1946.  He  was  a family  practitioner 
in  Wilmington  until  his  retirement  because  of 
illness  in  February  of  this  year. 

Dr.  Gelb  was  a member  of  the  Staff  Council 
at  The  Wilmington  Medical  Center  from  1965 
to  1967  and  from  1975  to  1977.  He  was  also  a 
member  of  the  teaching  staff  of  the  Departments 
of  Medicine  and  Family  Practice  at  The  Wil- 
mington Medical  Center.  In  addition,  he  served 
as  secretary  of  the  Executive  Committee  of  the 

j 

Department  of  Family  Practice. 

In  1969,  he  served  as  president  of  the  Delaware 
Academy  of  General  Practice.  He  was  a mem- 
ber of  the  Health  Care  Services  Commission  of 
the  American  Academy  of  Family  Physicians 
from  1979  to  1984.  Dr.  Gelb  was  a delegate  to 
the  AAFP  for  the  past  11  years  and  he  served 
i on  the  AAFP’s  Professional  and  Technical  Ad- 
visory Committee. 

From  1969  to  1975,  Dr.  Gelb  served  as  direc- 


tor of  the  Northeast  Medical  Group  Association. 

Governor  du  Pont  appointed  Dr.  Gelb  to  a 
three-year  term  on  the  Board  of  Medical  Practice 
in  1977  and  reappointed  him  in  1980. 

Dr.  Gelb  was  an  AAFP  liaison  to  the  National 
Joint  Commission  on  Accreditation  of  Hospitals; 
a member  of  the  American  Medical  Association; 
the  Delaware  Health  Council;  the  Medical  So- 
ciety of  Delaware;  and  the  New  Castle  County 
Medical  Society  and  served  on  its  Board  of  Di- 
rectors from  1979  to  1981. 

Even  with  his  busy  professional  career,  Dr. 
Gelb  remained  throughout  his  life,  the  quintes- 
sential family  doctor.  Colleagues  regarded  him 
as  knowledgeable  and  wise — one  of  the  best  in 
town  and  the  kind  of  doctor  they  would  want 
for  themselves.  To  his  patients,  he  was  capable 
and  kind  and  was  a doctor  they  could  trust. 
Friends  knew  him  as  someone  who  stood  right  up 
close  to  you  and  really  listened  to  what  you  had 
to  say  and  was  interested  in  everything;  they 
will  remember  his  laugh  and  his  smile. 

He  is  survived  by  his  wife,  Patricia  S.;  two 
sons,  Jack  Jr.,  of  Newark  and  Jeffrey  Alan  of 
Baltimore;  his  parents,  Harry  and  Anna  Gelb 
of  Kingston,  Pennsylvania;  a brother,  Dr.  Albert 
Gelb  of  Wilmington;  and  four  grandchildren. 
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MEDICAL  PRACTICE 
SALES  AND 
APPRAISALS 

We  specialize  in  the  valuation  and  sell- 
ing of  medical  practices.  If  interested  in 
buying  or  selling  a medical  practice,  contact 
our  Brokerage  Division  at: 

THE  HEALTH  CARE  GROUP 
400  GSB  Building 
Bala  Cynwyd,  PA  19004 

215-667-8630 
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Studies  Performed 


• Multistage  Treadmill  Exercise  Test  (Stress  test) 

• Thallium-201  Multistage  Treadmill  Exercise  Test 

• Gated  Studies  (In  conjunction  with  Delaware 
Nuclear  Medicine) 

• Echocardiography  - 2-D  and  M-Mode 

• 24  hour  Dynamic  Holter  Monitoring 

• Electrocardiograms  - in  home  ECG  s for  shut-ins 

• Scanning  service  for  Holter  Monitors  - We  provide 
Holter  monitors  to  physicians  as  well  as  scanning 
tapes  for  physicians  who  have  their  own  monitors 

• Transtelephonic  Monitoring 


MAIN  OFFICE 
1303  Delaware  Avenue 
Suite  112 

Wilmington  DE  19806 
654-0764 


SATELLITE  OFFICE 
330  Christiana 
Medical  Center 
Newark,  DE  19702 
454-7405 


Patterson  Schwartz  is  offering  a 
FOREST  HILLS  PARK  BEAUTY  FOR  SALE 

Beautiful  custom  built  home  on  acre  of  ground  in  a lovely  naturally  wooded 
community  of  all  custom  built  homes.  Convenient  to  1-95,  city  and  suburban 
shopping  malls,  offices,  hospitals,  schools,  and  cultural  centers. 

Perfect  first  floor  plan  for  entertaining  with  guest  suite  including  full  bath. 
Ideal  for  large  family  or  family  with  live-in  grandparents. 

Terrific  view  of  grounds  from  bow  windows  in  first  floor  living  areas  leading 
to  attractive  flagstone  terraces.  All  systems  well  maintained  with  many  extra 
features  added  such  as  instant  boiling  water,  new  ice  maker.  Home  was  built 
with  finest  materials  and  craftsmanship. 

Call  for  more  details  and 
an  appointment  to  see 
this  very  special  home 
with: 

KAY  O'DONNELL  or 
TOM  RIVERS  at 
Patterson  Schwartz 
and  Associates 

475-0800 


Book  Reviews 


E.  Wayne  Martz,  M.D.,  Book  Review  Editor 

The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 

Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


CURRENT  MEDICAL  DIAGNOSIS  AND  TREAT- 
MENT-1984, edited  by  Marcus  A.  Krupp,  M.D., 
and  Milton  J.  Chatton,  M.D.,  Lange  Medical  Pub- 
lications, Los  Altos,  California.  1984.  1153  pp. 
Price  $26.00. 

The  editors  are  emeritus  professors  of  medi- 
cine at  Stanford  University  School  of  Medicine. 
The  book  is  intended  not  as  a text,  but  as  a 
handy  desk  reference  of  diagnosis  and  treatment, 
revised  annually  since  it  was  first  published  in 
1962.  Use  is  spreading  worldwide;  the  book  is 
now  available  in  nine  foreign  languages. 

Each  of  the  34  chapters  is  written  by  a differ- 
ent physician,  most  from  academia,  some  from 
community  hospitals,  all  practicing  clinicians. 

The  1984  edition  has  one  new  chapter  on 
“Geriatric  Medicine  and  the  Elderly  Patient.” 
Each  of  the  other  33  chapters  has  been  updated. 

When  I reviewed  the  1983  edition  for  this 
journal  one  year  ago,  I wrote  that  the  material 
is  clinically  practical  and  that  the  book  should 
be  on  the  desk  of  every  medical  student  and 
practicing  physician.  I repeat  that  now. 

David  Platt,  M.D. 

VS  VS  VS 

ADVANCES  IN  HOST  DEFENSE  MECHANISMS, 
VOLUME  2,  LYMPHOID  CELLS,  edited  by  John 
I.  Gallin,  M.D.,  and  Anthony  S.  Fauci,  M.D., 
Raven  Press,  New  York,  1983.  383  pp.  Illus. 
Price  $58.00. 

I was  most  interested  in  reviewing  this  book 
that  deals  with  lymphoid  cells  and  is  the  second 
in  a new  series  published  by  Raven  Press.  Per- 


haps the  best  part  of  this  book  is  the  historical 
perspective  provided  by  Robert  A.  Good  in  the 
introductory  chapter  reviewing  the  history  of 
cellular  immunology.  I would  recommend  it  as 
useful  reading  particularly  for  residents.  The 
remainder  of  the  volume  is  directed  more  at 
infectious  disease  specialists  than  at  rheuma- 
tologists although  it  does  show  how  immunology 
evolved  from  infectious  disease  (to  a certain 
extent)  as  a specialty.  It  essentially  deals  with 
various  aspects  of  immune  function  in  the  con- 
trol of  viral,  bacterial,  mycotic  and  mycobacterial 
as  well  as  parasitic  disease.  In  addition,  there 
is  a review  of  lymphoid  cells  in  the  immune 
surveillance  against  malignancy  and  discussion 
of  the  effect  of  nutrition  on  lymphoid  cells  as 
they  perform  host  defense.  Another  excellent 
ohapter  reviews  the  cellular  metabolic  processes 
involved  in  maintaining  the  immune  system’s 
integrity.  It  does  this  by  looking  at  disorders 
of  purine  metabolism  that  lead  to  immune-de- 
ficiency disease.  All  in  all,  this  is  a useful  ref- 
erence text  for  preparing  and  understanding  the 
immunologic  response  and  its  role  in  containing 
infectious  illness. 

James  H.  Newman,  M.D. 

VS  VS  VS 

RHEUMATOLOGY:  A PRIMARY  CARE  APPROACH, 
by  Bruce  M.  Rothschild,  M.D.,  Yorke  Medical 
Books,  New  York,  1982.  415  pp.  Illus.  Price 
$42.50. 

This  text  was  not  intended  to  rival  the  major 
textbooks  of  rheumatology.  Rather,  it  is  a ref- 
erence for  the  nonrheumatologist.  Dr.  Roths- 
child has  done  an  excellent  job  of  providing 
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easy  access  to  the  essentials  of  the  rheumatic 
conditions.  It  begins  with  investigative  tech- 
niques and  reviews  the  pertinent  historical  fea- 
tures. The  photographs  of  joint  examination  and 
arthrocentesis  techniques  juxtaposed  against 
gross  skeletal  anatomy  are  useful  aids.  The 
ABCs  of  joint  radiographs  are  briefly  reviewed. 
The  review  of  important  laboratory  values  in- 
cludes a discussion  of  radioimmunoassay  methods 
and  diagnostic  implications. 

The  second  section  is  a concise  review  of  the 
major  diseases:  infectious,  mechanical  and  crys- 
talline arthritis,  rheumatoid  arthritis,  the  spondy- 
litic arthropathies,  systemic  lupus,  systemic  soler- 
osis,  and  vasculitis.  This  provides  a basic  under- 
standing of  the  differences  or  similarities  in  these 
disease  entities.  The  third  section  covers  the  use 
of  salicylates  and  nonsteroidals  and  rehabilitation 
and  surgical  techniques.  The  references  follow- 
ing each  ohapter  are  complete  and  as  recent  as 
1980.  I recommend  this  book  as  a first-line  ref- 
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erence  for  anyone  caring  for  patients  with  rheu- 
matic complaints. 

Gregory  Kujala,  M.D. 

Dr.  Kujala  is  a third-year  resident  in  the  Department  of  Medi- 
cine, The  Wilmington  Medical  Center. 

ADVANCES  IN  INFLAMMATION  RESEARCH,  VOL- 
UME 6,  SIDE-EFFECTS  OF  ANTI-INFLAMMATORY/ 
ANALGESIC  DRUGS,  edited  by  Kim  D.  Rainsford 
and  Giampaolo  Velo,  Raven  Press,  New  York, 
1984.  303  pp.  Illus.  Price  $39.00. 

ADVANCES  IN  INFLAMMATORY  RESEACH,  VOL- 
UME 7,  THERAPEUTIC  CONTROL  OF  INFLAMMA- 
TORY DISEASES,  edited  by  Ivan  Otterness,  Ph.D., 
Robert  Capetola,  Ph.D.,  and  Stewart  Wong,  Ph.D., 

Raven  Press,  New  York,  1984.  325  pp.  Price 
$48.00. 

These  two  somewhat  complementary  volumes 
are  the  latest  in  the  series  Advances  in  Inflamma- 
tion Research  edited  largely  by  Gerald  Weiss- 
man  from  New  York  University  in  association 
with  an  international  editorial  board.  I have 
previously  reviewed  several  additional  volumes 
in  this  series  and  found  some  to  be  of  great 
clinical  interest  while  others  are  primarily  aimed 
at  the  investigator.  These  two  volumes  have 
more  of  an  interest  to  the  clinician.  This  is 
particularly  true  of  Volume  6,  which  reviews  a 
great  wealth  of  data  concerning  anti-rheumatic 
drug  toxicity.  The  great  majority  of  the  volume 
is  divided  by  organ  system:  gastrointestinal  tract, 
renal,  hepatic,  pulmonary.  Each  organ  system 
is  looked  at  from  the  point  of  view  of  clinical 
studies  in  man  as  well  as  animal  data  from 
laboratory  studies.  There  is  a special  section 
that  deals  with  unique  side-effects,  for  example, 
the  autoimmune  syndromes  that  can  develop 
from  D-Penicillamine  and  the  nephrotoxicity  of 
Penicillamine  and  gold  therapy.  The  contribut- 
ing investigators  are  well  known  and  are  inter- 
national in  scope.  The  text  is  well  illustrated 
and  the  references  are  up-to-date.  It  is  a useful 
reference  for  those  physicians  prescribing  a 
large  number  of  anti-rheumatic  drugs,  particu- 
larly nonsteroidal  drugs,  and  these  days  that  must 
include  everyone.  Again,  it  is  aimed  largely  at 
clinical  and  animal  data  and  is  not  purely  a 
review. 
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Volume  7 deals  with  control  of  inflammatory 
disease.  It  is  not  a review  of  available  drugs. 
Rather  it  is  an  overview  of  how  currently  avail- 
able anti-inflammatory  and  anti-rheumatic  drugs 
can  modify  inflammatory  disease  through  im- 
munopharmacologic  modulation.  It  necessarily 
reviews  lipid  mediators  in  the  inflammatory  re- 
sponse, particularly  prostaglandins,  and  dis- 
cusses the  role  of  lymphocyte  subsets  and  their 
contribution  to  inflammatory  disease.  The  final 
section  reviews  how  these  two  areas  can  be 
modified  by  currently  available  drugs.  Again, 
while  it  is  of  interest  to  the  practicing  physician 
who  frequently  uses  these  medications,  its  focus 
is  on  the  data  produced  in  the  laboratory  sup- 
porting their  use  rather  than  on  their  practical 
use  in  the  clinic. 

I would  conclude  that  both  volumes  are  of 
value  in  the  rheumatologist’s  and  immunologist’s 
library  as  well  as  that  of  the  basic  investigator. 
They  are  a good  resource  for  the  internist  pre- 
paring a talk  or  panel  discussion  on  this  topic. 
For  everyday  clinical  purposes  there  are  far  bet- 
ter references  to  learn  about  therapeutic  efficacy 
and  toxicity  of  the  currently  available  anti-rheu- 
matic drugs. 

James  H.  Newman,  M.D. 


THE  MEDICINE  OF  HISTORY:  FROM  PARACELSUS 
TO  FREUD,  by  Harold  L.  Klawans,  M.D.,  Raven 
Press,  New  York,  1982.  238  pp.  Price  $29.50. 

The  author  is  a professor  of  neurological 
sciences  and  pharmacology  at  Rush  University, 
Chicago.  In  his  preface  he  sums  up,  “Ever 
since  I began  to  teach  neurology,  I have  used 
vignettes  from  its  history  as  part  of  my  repertoire, 
and  have  always  found  that  imparting  such 
tidbits  within  the  context  of  teaching  rounds 
not  only  made  teaching  more  fun  for  me,  but 
also  a more  meaningful  and  better  remembered 
teaching  experience  for  most  of  the  students 
and  residents.” 

In  this  book  he  has  collected  some  of  these 
stories  and  expanded  them  into  essays  that  range 
widely  from  the  acromegaly  of  the  Emperor 
Maximinus,  through  the  plague  of  mice  in  430 
B.C.  Athens,  through  the  great  neurophysiologi- 
cal discoveries  during  our  Civil  War,  to  the 
wondrous  marvels  of  tropical  medicine.  Along 
the  way,  he  weaves  in  social  and  political  ob- 
servations. 

Although  the  essays  are  uneven,  they  are  on 
the  whole  enlightening,  fascinating,  and  a de- 
fight  to  read. 

David  Platt,  M.D. 
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MEDICINE:  THE  STATE  OF  THE  ART,  by  Charles 

Mangel  and  Allen  B.  Weisse,  M.D.,  The  Dial  Press, 
New  York,  1984.  304  pp.  Price  $15.95. 

On  September  26-27,  1980,  Memorial  Hospital 
Medical  Center  of  Long  Beach,  California,  held 
a symposium  to  highlight  the  sweeping  advances 
in  medicine  over  the  preceding  two  decades. 
This  book  is  based  on  the  contributions  to  that 
symposium  of  28  internationally  famous  scientists 
and  on  follow-up  visits  by  the  two  authors  to 
medical  centers  over  the  world  that  were  doing 
the  most  pioneering  work. 

The  book  covers  advances  of  the  past  20  years 
in  cardiology,  neonatology,  immunology,  organ 
transplants,  cancer  research,  microsurgery,  ge- 
netics, and  the  marvels  of  medical  diagnosis  ( CT 
scan,  ultrasound,  nuclear  magnetic  resonance, 
and  positron  emission  tomography).  It  is  written 
for  the  layman,  but  it  is  a full  and  factual  account 
that  is  well  worth  reading  by  the  physician  to 
acquaint  him/her  with  how  the  story  is  being 
told  to  patients. 

David  Platt,  M.D. 
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ANTIBIOTIC  CHOICE  IN  THE 
NEUTROPENIC  PATIENT 


Dean  L.  Winslow,  M.D. 


What  are  the  recommended  antibiotics  to  use 
empirically  as  therapy  for  febrile  neutropenic 
patients? 

For  years,  infection  was  the  major  cause  of 
death  and  the  major  factor  limiting  the  aggressive 
treatment  of  acute  nonlymphocytic  leukemia. 
During  the  mid-1960s,  increasing  survival  be- 
came evident,  and  was  largely  related  to  the 
widespread  use  of  bactericidal  beta-lactam  and 
aminoglycoside  antibiotics  for  therapy  of  sepsis 
in  these  patients. 

It  is  now  almost  universally  accepted  that 
therapy  with  empirically  chosen  broad-spectrum 
bactericidal  antibiotics  should  be  instituted  very 
early  for  suspected  sepsis  in  profoundly  neutro- 
penic patients.1  Because  of  the  recent  prolifera- 
tion of  new  antibiotics,  particularly  beta-lactam, 
the  exact  choice  of  regimen  is  somewhat  contro- 
versial. Although  some  centers  still  use  three 
drug  regimens  for  empiric  therapy,  probably  an 
equal  number  use  two  drug  regimens. 

Data  published  during  the  mid-1970s  from  a 


Dr.  Winslow  is  an  assistant  in  the  Section  of  Infectious  Diseases, 
Department  of  Medicine,  The  Wilmington  Medical  Center. 


large  collaborative  study  showed  that  the  com- 
bination of  carbenicillin  ( or  ticarcillin ) plus  gen- 
tamicin (or  amikacin)  was  equal  in  efficacy  to 
the  three-drug  regimen  of  cephalothin,  carbeni- 
cillin, and  gentamicin.2  Response  rates  in  the 
range  of  70%  were  essentially  equal,  and  toxicity, 
particularly  nephrotoxicity,  was  significantly 
lower  in  the  carbenicillin /gentamicin  group.  The 
two  drug  regimen  of  cephalothin  plus  gentamicin 
also  had  significantly  greater  nephrotoxicity  in 
the  European  Organization  for  Research  on 
Treatment  of  Cancer  (EORTC)  study  as  well 
as  in  other  studies  where  this  combination  was 
used  in  a variety  of  infections  in  non-neutropenic 
patients  as  well.  It  is  of  note  that  in  both  the 
EORTC  experience  and  our  own,  initial  control 
of  staphylococcal  sepsis  with  ticarcillin  or  car- 
benicillin plus  an  aminoglycoside,  seems  to  be 
adequate.  In  fact,  by  the  time  positive  blood 
cultures  for  staphylococci  are  isolated,  the  pa- 
tient has  often  defervesced.  Unquestionably, 
once  staphylococci  are  isolated  it  would  be  ap- 
propriate either  to  add  or  to  substitute  specific 
anti-staphylococcal  therapy  by  means  of  a peni- 
cillinase resistant  penicillin.  Since  the  major 
pathogens  seen  in  the  febrile  neutropenic  patient 
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are  enterobacteriaceae  and  occasionally  nonfer- 
menters such  as  Pseudomonas  aeruginosa,  the 
combination  of  ticarcillin  plus  amikacin  would 
seem  most  reasonable.  The  major  gaps  in  the 
spectrum  of  this  combination  consist  of  Klebsiella 
pneumoniae  and  Serratia  marcescens  (which 
would  be  covered  only  by  the  amikacin)  and  to 
a lesser  extent  staphylococci. 

A major  nosooomial  pathogen  in  our  institution 
(The  Wilmington  Medical  Center)  is  a highly 
resistant  Serratia  marcescens  species  often  resis- 
tant to  both  gentamicin  and  tobramycin.  For 
this  reason,  we  recommend  that  amikacin  be  con- 
tinued as  the  aminoglycoside  of  choice  for  em- 
piric therapy  unless  Pseudomonas  is  strongly 
suspected  or  has  been  confirmed  as  a source  of 
infection,  in  which  case  tobramycin  might  be  as 
appropriate  or,  perhaps,  even  preferable.  De- 
spite claims  by  the  manufacturer  of  tobramycin, 
there  is  not  sufficient  data  in  humans  to  sub- 
stantiate a significant  difference  in  toxicity  be- 
tween the  aminoglycosides.  Studies  that  pur- 
ported to  show  a difference  in  toxicity  have  all 
suffered  from  significant  methodologic  flaws. 

Another  advantage  of  amikacin  over  the  older 
aminoglycosides  is  that  it  has  a slightly  longer 
half  life  and  produces  more  predictable  serum 
levels.  In  addition,  there  is  evidence  that  there 
is  less  in  vivo  inactivation  of  amikacin  by  anti- 
pseudomonal  penicillins  than  there  is  with  the 
other  aminoglycosides.  In  neutropenic  patients, 
I and  most  other  physicians  who  treat  neutro- 
penic patients  feel  that  amikacin  should  be  given 
on  a Q8H  schedule  rather  than  the  Q12H  sched- 
ule generally  employed  in  non-neutropenic  pa- 
tients. 

In  a penicillin  allergic  patient,  a cephalo- 
sporin-aminoglycoside combination  would  seem 
reasonable  therapy.  I prefer  a combination  of 
cefotaxime  plus  amikacin  in  this  situation.  Moxa- 
lactam  has  been  more  extensively  studied  in 
sepsis  in  neutropenic  patients  but  because  of  the 
serious  bleeding  problems  encountered  with 
moxalactam  and  its  relatively  equivalent  spec- 
trum, I generally  prefer  cefotaxime  if  a third 
generation  cephalosporin  is  to  be  used. 

Combinations  of  two  beta-lactam  antibiotics 
have  also  been  used  in  a smaller  number  of  pa- 


tients with  sepsis  and  neutropenia.3’4  Efficacy 
appears  to  be  comparable  to  results  obtained 
with  B-lactam/ aminoglycoside  combinations  and 
may  have  less  nephrotoxicity  and  ototoxicity. 
Theoretical  problems  with  beta-lactam  combina- 
tions include  the  fact  that  the  newer  cephalo- 
sporin antibiotics  are  very  potent  inducers  of 
chromosomal  beta-lactamases  and  can  actually 
induce  inactivation  of  the  other  B-lactam  on  this 
basis.  In  addition,  the  newer  cephalosporins 
may  also  potentiate  their  own  inactivation  by 
beta-lactamase  induction.  The  mechanism  of 
this  appears  not  to  be  hydrolysis  as  the  newer 
cephalosporins  are  very  stable  to  beta-lactamase, 
but  rather  nonhydrolytic  or  “sponge”  type  bind- 
ing.5 

Although  anaerobic  infections  are  an  uncom- 
mon cause  of  sepsis  in  neutropenic  patients, 
when  serious  anaerobic  infections  due  to  Bac- 
teroides  fragilis  are  either  documented  or  sus- 
pected, metronidazole  may  be  the  preferred  agent 
due  to  its  unique  bactericidal  action  against  B. 
fragilis. 

Within  the  last  two  years  a number  of  ex- 
tended spectrum  penicillins  have  been  intro- 
duced. These  include  the  acylureido  penicillins 
(azlocillin  and  mezlocillin)  and  the  piperazine 
penicillin  (piperacillin).  Preliminary  clinical 
studies  have  shown  these  drugs  probably  to  be 
equivalent  to  ticarcillin  when  combined  with  an 
aminoglycoside.6’7  Their  potential  advantages 
include  their  superior  activity  against  Klebsiella 
and  Serratia  species.  There  is  some  theoretical 
concern  that  problems  may  develop  when  they 
are  used  more  widely;  in  the  laboratory,  these 
newer  penicillins  appear  more  susceptible  to  in- 
oculum effect  which  may  or  may  not  be  of 
clinical  significance.  Until  more  experience  is 
gained  in  the  use  of  these  newer  agents  in  the 
therapy  of  febrile  neutropenic  patients,  we  feel 
no  urgent  need  to  substitute  them  for  ticarcillin 
at  this  time.  However,  in  a patient  with  con- 
gestive heart  failure  or  in  whom  sodium  restric- 
tion is  essential,  it  may  be  preferable  to  substi- 
tute one  of  these  agents  for  ticarcillin  because 
these  agents  are  monosodium  rather  than  di- 
sodium salts.  We  have  also  encountered  less 
hypokalemia  associated  with  use  of  these  agents. 
(Hypokalemia  is  presumed  to  result  from  the 
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penicillin  moiety  acting  as  a nonresorbable  anion 
in  the  distal  nephron.) 

The  doses  of  the  drugs  mentioned  above  are 
as  follows: 


4 


nafcillin 

150-200  mg/kg/day 

(generally  2 gms  IV 
Q4H) 

ticarcillin 

300  mg/kg/ day 

(generally  3-4  gms  IV 
Q4H) 

azlocillin 

Same  as  ticarcillin 

mezlocillin 

Same  as  ticarcillin 

piperacillin 

Same  as  ticarcillin 

gentamicin  & 

5 mg/kg/ day 

(preferably  given  in  di- 

tobramycin 

vided  doses  Q6H  bul 
Q8H  would  be  accept- 
able) 

amikacin 

15  mg/kg/ day 

(preferably  given  in  di- 
vided doses  Q8H  but 
Q12H  would  be  ac- 
ceptable) 

cefotaxime 

150-200  mg/kg/day 

(generally  2 gms  IV 
Q4-6H) 

metronidazole  30  mg/kg/day 

(generally  500  mg  IV 
Q6H) 

Of  course,  dosage  reduction  of  aminoglyco- 
sides based  on  estimated  creatinine  clearance 
and  age  of  the  patient  may  be  necessary.  I 
generally  recommend  monitoring  electrolytes, 
BUN,  and  creatinine  at  least  three  times  weekly 
while  the  patient  is  on  any  of  the  above  men- 
tioned regimens;  serum  aminoglycoside  levels 
should  be  followed  at  peak  and  trough  at  least 
weekly,  or  more  frequently  if  evidence  of  change 
in  renal  function  is  noted.  Since  we  are  often 
using  these  agents  for  longer  periods  of  time, 
it  might  be  reasonable  to  do  serial  weekly  audio- 


grams  on  patients  receiving  aminoglycosides 
when  the  duration  of  neutropenia  is  expected 
to  exceed  more  than  two  to  three  weeks. 

A number  of  questions  regarding  treatment 
(and  prophylaxis)  of  infection  in  neutropenic 
patients  remain  unanswered  including  optimal 
duration  of  antimicrobial  treatment,8  the  role 
of  antimicrobial  prophylaxis  and  use  of  granu- 
locyte transfusions.  As  progress  has  been  in  the 
treatment  of  bacterial  infections,  many  prob- 
lems remain  in  the  diagnosis  and  treatment  of 
fungal  infections.  Hopefully,  survival  of  pa- 
tients with  acute  leukemia  will  continue  to  im- 
prove as  advances  are  made  in  chemotherapy, 
bone  marrow  transplantation,  and  in  prophy- 
laxis and  treatment  of  infections. 
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The  View  Box 


John  S.  Wills,  M.D.,  Editor 


This  month’s  View  Box  was  contributed  by  Kathleen  A.  Spreen,  D.O.,  and  Steven  L.  Edell,  D.O. 


PLEURAL  METASTASES  SECONDARY  TO 
PROSTATIC  CARCINOMA: 

AN  UNUSUAL  PRESENTATION 


Unknown 

A 64-year-old  black  male  presented  with  gen- 
eralized weakness  and  pain  in  his  right  knee  and 
lower  back  of  one  month’s  duration.  He  had 
lost  60  pounds  over  the  past  two  months.  He 
was  an  insulin-dependent  diabetic  but  had  stop- 
ped taking  his  insulin  because  of  the  recent  weight 
loss.  His  appetite  was  poor.  He  also  had  a 
history  of  hypertension  and  mild  arthritis.  He 
did  not  smoke  or  drink.  Aside  from  occasional 
constipation,  he  denied  other  problems. 

Physical  exam  revealed  a moderately  built 
male  weighing  183  pounds.  The  lungs  were 


Figure  1 -A 

Dr.  Spreen  is  a captain  in  the  US  Army  Medical  Corps.  This 
paper  was  written  during  her  internship  at  Riverside  Hospital, 
Wilmington,  Delaware. 

Dr.  Edell  is  chairman  of  the  Department  of  Radiology,  River- 
side Hospital,  Wilmington,  Delaware. 


clear,  the  conjunctiva  pale.  Rectal  exam  revealed 
a very  large  prostate.  Laboratory  evaluation 
showed  a hemoglobin  of  8.3  gm%  and  a hemato- 
crit of  24.  White  cell  count  and  differential 
were  normal.  His  blood  sugar  was  141  mg/dl 
and  electrolytes  were  normal. 

PA  and  oblique  chest  radiographs  were  ob- 
tained. (Figure  1A  and  IB) 

Patient  was  admitted  on  the  basis  of  weakness, 
anemia,  weight  loss,  and  abnormal  chest  x-ray 
for  further  work-up. 

What  other  tests  or  examinations  might  prove 
helpful?  What  is  the  differential  diagnosis? 

Discussion 

The  initial  PA  chest  radiograph  showed  a 


Figure  1 -B 
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poorly  delineated  opacity  in  the  right  upper 
chest  approximately  6 cm  in  diameter  and  a 
smaller  rounded  opacity  about  4 cm  in  diameter 
in  the  lateral  aspect  of  the  left  lower  hemithorax. 
(Figure  1A)  Additional  oblique  films  of  the 
chest  demonstrated  the  lesion  to  be  pleural 
based.  (Figure  IB) 

The  pleura  may  be  involved  by  primary  or 
metastatic  tumors.  Secondary  or  metastatic  neo- 
plasms are  much  more  common  than  are  primary 
tumors.  Primary  pleural  tumors  are  often  mis- 
taken for  pulmonary  neoplasms  though  distinc- 
tion is  usually  possible  when  the  lesion  is  imaged 
tangentially,  showing  the  characteristic  periph- 
eral location  and  sloping  contour. 

Primary  pleural  tumors  are  uncommon.  Meso- 
thelioma is  the  most  common  of  the  primary 
tumors  and  can  originate  from  either  the  visceral 
or  parietal  pleura.  These  tumors  may  be  benign, 
in  which  case  they  'are  usually  solitary,  localized, 
and  attached  by  a pedicle,  or  malignant,  in 
which  case  the  lesion  is  diffuse  and  often  asso- 
ciated with  extensive  pleural  effusion.  Unlike 
the  patient  in  this  case,  most  malignant  meso- 
theliomas occur  in  persons  with  a history  of 
asbestos  exposure  who  are  also  cigarette  smokers. 
Although  mesotheliomas  can  be  localized  or  dif- 
fuse, presentation  as  a localized  single  pleural 
lesion  in  each  hemithorax  is  unlikely. 

In  this  case,  two  distinct  sites  are  noted  and 
so  a metastatic  process  must  be  considered.  The 
pleura  is  a common  site  for  metastases  from  the 
bronchus,  lung,  ovary,  breast,  and  gastrointes- 
tinal tract.  The  pleura  is  not  one  of  the  most 
likely  areas  for  prostatic  metastases.  Prostatic 
carcinoma  is  more  likely  to  be  manifested  in 
lymph  nodes,  bone,  lung,  or  liver.  Of  the  1,976 
oases  studies  by  Arnheim,  only  8.5%  with  ad- 
vanced prostatic  cancer  showed  metastasis  to 
the  pleura.  Further  cases  compiled  by  Mintz 
and  Smith  revealed  only  5.9%  to  9.0%  of  patients 
with  advanced  prostatic  lesions  to  have  pleural 
involvement.  In  addition,  Fraser  notes  that 
pleural  metastases  are  exceedingly  rare  without 
prior  liver  involvement.  This  patient’s  liver- 
spleen  scan  was  normal. 

In  a further  search  for  the  primary  site,  a 
study  of  the  upper  gastrointestinal  tract  was 
normal.  Barium  enema  showed  a narrowed  6 


Figure  2 


cm  segment  of  the  sigmoid  colon  with  submu- 
cosal involvement  of  the  anterior  and  posterior 
walls;  differential  diagnosis  included  primary  or 
metastatic  colon  cancer. 

The  patient’s  acid  phosphatase  was  57.5  IU/ 
L with  a prostate  fraction  of  30  ( normal  ranges 
between  4.2  and  8.8).  A bone  scan  (Figure  2) 
showed  extensive  activity  in  the  pelvis  and  lum- 
bosacral spine  consistent  with  metastatic  malig- 
nancy. Sigmoidoscopy  revealed  evidence  of  an 
enlarged  nodular  prostate.  CT  scan  confirmed 
an  8 cm  pelvic  mass  in  the  area  of  the  prostate 
and  a pleural-based  lesion  within  each  hemi- 
thorax. Needle  biopsy  of  the  prostate  showed 
poorly  differentiated  adenocarcinoma.  Biopsy  of 
the  extrapulmonary  lesions  also  showed  adeno- 
carcinoma consistent  with  that  noted  in  the  pros- 
tate. An  immunoperoxidase  evaluation  con- 
firmed that  these  were  part  of  the  same  disease 
process. 

The  patient  is  currently  receiving  treatment 
for  metastatic  prostatic  carcinoma. 
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NUCLEAR  WASTE  IS  A PART 
OF  NUCLEAR  MEDICINE 

To  the  Editor: 

The  American  College  of  Nuclear  Physicians 
is  striving  to  educate  the  non-nuclear  medical 
community  and  referring  physicians  about  nu- 
clear medicine  and  low-level  nuclear  waste  dis- 
posal. Since  almost  all  medical  research  involves 
radioisotope  techniques,  the  proper  understand- 
ing of  nuclear  medicine  and  the  low-level  waste 
issue  is  critical  to  the  continuity  of  clinical  prac- 
tice and  to  the  future  of  medicine.  The  average 
patient  erroneously  fears  nuclear  medicine  de- 
spite its  many  benefits,  because  it  involves  the 
use  of  small  amounts  of  radioactive  materials. 

The  low-level  radioactive  waste  generated  by 
nuclear  medicine  and  biomedical  research  must 
be  transported  and  disposed  of  at  licensed  dis- 
posal sites.  Currently  there  is  a critical  shortage 
of  these  facilities.  According  to  the  Federal 
Low-Level  Radioactive  Waste  Policy  Act  of 
1980,  each  state  must  pass  legislation  either  to 
enter  into  a regional  compact  for  disposal  or  to 
establish  its  own  facility  by  January  1986  or  the 
generation  of  waste  within  its  boundaries  must 
stop.  Delaware  is  one  of  the  four  states  where 
the  legislature  has  ratified  the  concept  of  joining 
the  Northeast  Compaot  even  though  such  larger 
states  as  New  York  and  Pennsylvania  have  not 
done  so. 

Presently  there  are  only  three  licensed  sites 
in  the  United  States  for  disposal  of  low-level 
radioactive  wastes;  three  other  sites  formerly  in 
operation  have  been  closed.  The  governors  of 
the  three  states  with  disposal  facilities  for  radio- 
active waste  are  not  willing  to  continue  accepting 
all  the  low-level  waste  generated  in  this  country, 
and  have  clearly  indicated  the  need  for  new 
disposal  sites  to  be  developed  through  national 
coordination. 

Although  physicians  and  patients  want  the 
benefits  of  advanced  medical  technology,  many 
oppose  the  concept  of  disposal  sites  due  to  their 
fear  of  radiation.  If,  however,  the  waste  man- 
agement problems  are  not  solved,  the  practice 


of  nuclear  medicine  and  much  basic  medical 
research  will  be  in  jeopardy. 

Vidya  V.  Sagar,  M.D. 

Dr.  Sagar  is  the  Associate  Director  of  the  Department  of 
Nuclear  Medicine  at  The  Wilmington  Medical  Center  and  a 
Fellow  of  the  American  College  of  Nuclear  Physicians. 

% % % 

To  the  Editor: 

The  following  report  demonstrates  how  a de- 
tailed history  and  appropriate  genetic  consulta- 
tion can  alleviate  patient  fears  and  anxiety. 

Case  Report 

The  patient  is  a 26-year-old  black  Gravida  3, 
Para  O,  Ab  2 at  10  weeks  gestation.  She  was 
referred  to  our  genetics  clinic  after  relating  a 
family  history  of  Duchenne’s  muscular  dystrophy 
to  her  obstetrician  on  her  initial  prenatal  visit. 
The  patient  had  two  previous  pregnancies;  one 
was  terminated  eleotively,  and  the  other  aborted 
spontaneously.  The  patient  denied  any  other 
family  history  of  genetic  abnormalities.  Figure 
1 diagrams  the  pedigree  as  she  related  it.  The 
affected  child,  presently  20  years  old,  was  diag- 
nosed as  having  Duchenne’s  muscular  dystrophy 
at  the  A.  I.  du  Pont  Institute  at  age  10. 

Duchenne’s  muscular  dystrophy  is  inherited 
as  an  X-linked  recessive.  As  the  affected  rela- 
tive was  on  the  paternal  side  of  the  family  and 
the  father  did  not  have  muscular  dystrophy,  the 
patient  was  counseled  accordingly;  ie,  that  a risk 
of  transmission  did  not  exist.  In  attempting  to 
explain  the  concept  of  X-linked  inheritance,  the 
example  of  hemophilia  was  used.  This  reminded 
the  patient  that  a relative  in  her  family  had 
hemophilia  and,  of  course,  the  patient  then  be- 
came concerned  about  the  possibility  of  trans- 
mission of  that  disease  to  her  child.  The  revised 
pedigree  is  diagrammed  in  Figure  2. 

Hemophilia  is  also  an  X-linked  recessive  trait. 
The  affected  child’s  father  was  the  patient’s 
brother.  The  affected  child  was  male,  and  thus 
received  the  X-linked  gene  from  his  mother.  The 
patient’s  brother  was  normal  and,  therefore, 
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FIGURE  1 

The  pedigree  as  related  by  the 
patient. 


P - patient 

could  not  himself  be  a carrier  of  hemophilia. 
After  reviewing  the  pedigree,  the  patient  could, 
therefore,  safely  be  reassured  that  she  was  not 
a carrier  for  either  Duchenne’s  muscular  dys- 
trophy or  hemophilia. 

Comment 

By  obtaining  a complete  pedigree  and  apply- 
ing basic  genetic  principles,  many  questions  can 
be  answered  and  fears  alleviated.  This  case 
report  supports  the  contention  that  whenever 
there  is  a genetic  problem  in  the  family,  an  ap- 


propriate genetic  consultation  should  be  ob- 
tained. 

Michael  J.  Sammajrco,  M.D. 

Dr.  Sammarco  is  a third-year  resident  in  the  Department  of 
Obstetrics  and  Gynecology  at  The  Wilmington  Medical  Center. 

1t£  % % 

LET  GOVERNMENT  FOLLOW  AMA'S  EXAMPLE 

To  the  Editor: 

An  editorial  in  the  February  28,  1984,  News 
Journal  newspaper  dismissed  the  AMA’s  request 


FIGURE  2 

The  revised  pedigree. 


t 


- patient 
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for  a physician  fee  freeze  as  merely  “image  build- 
ing” and  public  relations,  and  commented  that 
Dr.  Ignatius  Tikellis’  letter  to  the  editor  (same 
issue)  represented  doctors’  resistance  to  govern- 
mental interference.  The  paper  strongly  im- 
plied that  the  medical  profession  is  in  large 
part  responsible  for  the  financial  troubles  facing 
todays  health  care  programs.  Having  such  a 
convenient  way  out  is  one  of  the  mechanisms 
used  to  avoid  looking  at  the  real  causes.  Placing 
the  blame  on  the  physician  provides  such  an 
easy  exit. 

It  is  by  no  means  a coincidence  that  the  Ad- 
ministration’s inability  to  appropriately  finance 
necessary  medical  care  and  their  attempt  to  con- 
trol costs  and  cut  needed  human  service  pro- 
grams comes  at  a time  when  the  government  is 
pursuing  and  financing  the  largest  military  peace- 
time buildup  in  US  history.  The  shifting  of 
needed  finances  from  health  care  programs  and 
human  services  to  unprecedented  weapon-spend- 
ing programs  is  lavishly  evident.  During  the 
past  three  years  senior  citizens  have  lost  nearly 
$20  billion  in  health  care  assistance  and  will  lose 
over  $70  billion  more  in  social  security  benefits 
over  the  next  decade.  The  latest  changes  in  the 
Medicare  program  will  force  seniors  to  pay  out- 
of-the-pocket  as  much  as  90%  more  for  an  aver- 
age hospital  stay.  Other  new  changes  designed 
to  save  medical  care  dollars  do  so  by  reducing 
services  and  providing  less  health  care  to  those 
who  fall  ill. 

Providing  less  than  optimal  services  can  be 
expected  to  lead  to  otherwise  preventable  mor- 
bidity and  mortality.  Furthermore,  the  cuts  in 
cancer  research,  the  Medical  Assistance  program, 
aid  to  dependent  children,  infant  nutritional  ser- 
vices, and  more  all  continue  to  adversely  affect 
the  health  of  the  nation. 

Interestingly,  since  1980  the  Defense  Depart- 
ment budget  nearly  doubled — growing  from  $145 
billion  to  $280  billion!  This  huge  sum,  funded 
out  of  taxes,  represents  $3,200  from  each  Ameri- 
can household.  Over  the  next  five  years  the 
government  plans  to  spend  $1.6  trillion  on  de- 
fense, which  comes  to  $20,000  per  household. 
The  trade-off  between  defense  spending  and 
health  programs  can  be  further  seen  by  some 
relatively  simple  comparisons.  Defense  Depart- 
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merit  spending  on  veterinary  services  for  pets  of 
military  personnel  ($1.4  million  in  1982)  was 
the  equivalent  of  most  budget  cuts  in  1982  for 
the  immunization  program  for  children  ($2  mil- 
lion). One  F-18  aircraft  ($30  million)  would 
fund  the  budget  cuts  in  planned  1984  spending 
for  the  child  nutrition  program  ($26  million). 
The  funds  allocated  to  the  expensive  and  con- 
troversial F-18  program  as  a whole  ($1.6  billion) 
could  refund  the  cuts  planned  in  1984  spending 
on  aid  to  families  with  dependent  children  ( $1.3 
billion ) . 

The  Administration  has  requested  $28.2  bil- 
lion for  strategic  nuclear  forces,  an  increase  of 
36%  in  budget  authority  over  last  year  to  pay  for 
the  MX  missile  system,  anti-satellite  weapons, 
ballistic  missile  defense,  trident  II  D-5  missile, 
B-l  B bomber,  air-launched,  sea-launched, 
ground-launched  cruise  missiles,  Pershing  II 
missiles.  Such  expensive  and  destabilizing 
weapons  systems  are  considered  by  experts  in 


the  areas  of  nuclear  weapons,  science,  war  com- 
munications, international  diplomacy,  economics, 
and  public  health  as  dangerous,  unnecessary,  and 
wasteful. 

Every  two  seconds  a child  in  the  world  dies 
and  another  becomes  permanently  disabled  from 
treatable  disease  as  a consequence  of  the  eco- 
nomic effeots  of  the  arms  race.  The  physician 
fee  freeze  is  a responsible  act — but  it  is  equiv- 
alent to  treating  symptoms  rather  than  disease. 
Let’s  see  the  government  follow  the  AMA’s  ex- 
ample— freeze  the  unnecessary  and  destructive 
arms  race.  It  will  save  mankind  from  the  in- 
creasing risk  of  nuclear  war.  It  will  give  America 
the  financial  capability  of  providing  the  best  in 
health  care,  research,  and  jobs,  and  for  no  other 
reason  it’s  the  kind  of  “image  building”  that 
can  bring  the  nations  of  earth  closer  together. 

Philip  Pollner,  M.D. 

Dr.  Pollner  is  president  of  the  Physicians  for  Social  Responsi- 
bility/Delaware. 
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tissue  sub|ect  to  pressure 
thereby  reduc  mg  the  suscep- 
tibility to  pressure  sores 


IOBST  Dealt 


Get  the  best  seat  ir 
the  house  Sit  in  a 
Hydro-Float 


Full  line  of 
products 
available. 


“V 


OXYGEN 


Leisure-|jft 


* HOLLISTER®  and  SQUIBB® 
ostomy  supplies 

* Oxygen  - tanks  and 
concentrators 

* Complete  line  of  patient 
aids 

* Professional  Orthopedic 
Fitters 

* We  accept  assignment 


These  products  & services  available  from  all  17  Happy  Harry’s. 
Call  or  visit  our  HOME  HEALTH  CARE  CENTER  - 654-3019 
Trolley  Square  Shopping  Center  - Delaware  Ave.  Wilmington 
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My  Friends 

Tbll  Me... 
Sound 

Financial  Planning 
is  Harder  to  Find 

than 

the  Cure  for 
the  Common  Cold. 


N’T  LISTEN  TO  A FRIEND.  LISTEN  TO  A SPECIALIST 

CALL  US:  (302)  731-7350. 


'ilmington  Financial  Group,  Inc. 

icialists  in  financial  planning  for  doctors. 

te  201,  Topkis  Building,  100  Chapman  Road,  Newark,  Delaware  19702 


This  misread  EKG  delayed  the 
patients  admission  & treatment — and 
cost  the  doctor  a malpractice  claim. 


The  doctor  who  read  this  EKG 
diagnosed  the  patient’s  nausea  as 
being  due  to  gastroenteritis  and 
sent  her  home.  Six  hours  after 
being  admitted  the  next  day,  the 
patient  expired  of  an  acute  MI. 

The  result:  A malpractice  claim 
against  the  physician. 

Recent  national  evidence,  and  in- 
formation from  our  own  claims 
files,  suggests  that  Mis  are  fre- 
quently misdiagnosed.  The  EKG 
above,  for  example,  strongly  indi- 
cates an  acute  MI. 

We  know  that  insurance  coverage 
alone  won’t  solve  the  malpractice 
problem.  It  will  also  take  reasonable 


patient  expectations.  And  even 
greater  diligence  by  physicians. 

That’s  why  our  medical  directors 
review  hundreds  of  cases  each  year. 
Their  jobs:  To  spot  problem  areas 
or  emerging  trends  and  warn  policy- 
holders, through  timely  publica- 
tions, medical/legal  seminars  and 
other  educational  presentations. 

So  if  you’re  looking  for  thorough 
insurance  protection  PLUS 
valuable  information  on  avoiding 
potential  malpractice  traps,  look 
into  coverage  from  Pennsylvania 
Casualty  Company. 

See  your  insurance  agent/broker, 
or  contact  us  at  the  address  below. 


PENNSYLVANIA  CASUALTY  COMPANY 

415  Fallowfield  Road  / P.O.  Box  53  / Camp  Hill,  PA  17011  / (717)  763-1422 

Endorsed  Insurer  of  the  Medical  Society  of  Delaware 


© 1984  Pennsylvania  Casualty  Company,  Camp  Hill,  PA  ■ ALL  RIGHTS  RESERVED 


Special  Report 


BIOTECHNOLOGY  AND  HEALTH  CARE 


R.  W.  F.  Hardy,  Ph.D. 


Many  believe  that  biotechnology  is  an  infant- 
to-be-king  technology.  International,  national, 
state,  academic,  industrial,  and  investor  activities 
in  recent  years  provide  broad  support  for  this 
view.  What  are  the  bases  for  this  view,  and  what 
may  be  the  impact  of  biotechnology  on  health 
care? 

Biotechnology  is  already  a well  established 
technology  with  products  that  are  produced  by 
biological  systems  or  are  themselves  biological 
systems.  Examples  include  seeds,  animal  breed- 
ing stock,  and  fermentation  by  microorganism 
to  produce  spirits  or  antibiotics. 

There  are  other  exciting  new  biotechnologies. 
Genetic  engineering,  which  has  become  a house- 
hold word,  enables  a directed  molecular  manipu- 
lation of  genetic  material  in  sharp  contrast  to 
the  random  processes  of  traditional  breeding  and 
selection.  This  new  biotechnology  is  a funda- 
mental, dominant,  and  pervasive  one  that  is  ap- 
plicable to  all  genes  in  all  living  organisms. 
Natural,  synthetic  or  even  designed  genes  can 
be  introduced  into  any  natural  cell — microorgan- 
ism, plant,  animal,  human — and  in  time  probably 


Dr.  Hardy  is  director  of  Life  Sciences  at  E.  I.  du  Pont  de 
Nemours  & Company,  Wilmington,  Delaware. 

This  paper  is  adapted  from  Mr.  Hardy’s  presentation  at  the 
194th  Annual  Meeting  of  the  Medical  Society  of  Delaware. 


into  synthetic  cells.  In  some  cases,  the  foreign 
genes  are  retained  and  copied,  and,  in  a few 
cases  even  function  in  the  new  cell. 

Humulin®  is  human  insulin  produced  by  mi- 
croorganisms into  which  the  gene  for  human 
insulin  was  introduced.  Humulin,  which  reached 
the  market  in  late  1982,  is  the  first  major  health 
care  product  of  genetic  engineering.  Others, 
such  as  human  plasminogen-activating  factor, 
which  has  potential  for  early  treatment  of  heart 
attacks  are  now  in  olinical  trials.  The  most  dra- 
matic documentation  of  the  power  of  genetic 
engineering  is  the  almost  doubled  growth  of  ro- 
dents whose  embryos  are  injected  with  multiple 
copies  of  the  gene  for  growth  hormone.  The 
scientific  publishing  community  was  so  impressed 
by  these  super  rodents  that  both  Nature  and 
Science  featured  photographs  of  the  animals  on 
their  covers.  Within  the  next  year,  similar  ac- 
complishments with  domestic  animals,  such  as 
cows,  goats,  and  pigs,  will  probably  be  reported, 
first  in  the  media  and  then  in  the  scientific  litera- 
ture following  the  publicity-hungry  practice  in 
this  field.  As  the  experience  with  genetic  ma- 
nipulation of  animals  expands,  questions  will  be 
raised  regarding  human  gene  therapy:  What  is 
or  is  not  permissible  in  humans?  The  debate 
will  be  intense. 
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Cell  and  tissue  culture  is  another  new  bio- 
technology that  may  be  as  important  as  genetic 
engineering  but  is  less  developed,  except  for  the 
specific  instance  of  hybridomas  used  to  produce 
monoclonal  antibodies.  In  this  technology,  plant 
or  animal  cells  or  tissue  are  cultured  in  an  at- 
tempt to  regenerate  plants,  organs,  or  even  ani- 
mals, from  the  cell  cultures.  At  this  time,  a 
few  plants  can  be  regenerated,  most  of  which 
are  not  agronomically  important. 

Hybridomas  and  monoclonal  antibodies  are 
an  important  exception.  Hybridomas  are  made 
by  fusing  an  antibody  producing  cell  to  a tumor 
cell  to  produce  a hybridoma  with  the  longevity 
of  the  tumor  cell  parent  and  the  ability  of  the 
immune  cell  to  produce  a single  species  of  anti- 
body, the  basis  for  the  term  “monoclonal  anti- 
bodies.” Hybridomas  produce  unlimited  quanti- 
ties of  monoclonal  antibody  molecules.  Such 
molecules  are  being  used  for  manufacturing  pro- 
cesses, diagnostic  purposes,  and  may,  in  time, 
become  useful  for  targeted  drug  delivery. 

Undoubtedly,  additional  biotechnologies  re- 
sulting from  fundamental  studies  in  areas  such  as 
neurosciences  will  be  developed.  The  molecular 
understanding  of  memory  may  produce  one  or 
more  important  new  biotechnologies.  The  next 
decade  will  be  exciting  and  unpredictable. 

Clearly,  the  new  biotechnologies  are  powerful 
techniques.  For  the  most  part,  they  are  a pro- 
duct of  the  well-funded  health  sciences  research 
in  the  US,  and  to  some  extent  Europe,  from  the 
1950s  to  the  1980s.  They  are  sophisticated  tech- 
niques that  require  a high  skill  level  in  research 
and  development  and  in  delivery  to  the  user, 
but  require  few  workers  for  production.  The 
products  of  the  new  biotechnologies  have  mainly 
unproven  commercial  impact,  with  current  sales 
of  only  about  $100  million  but  projected  sales  of 
more  than  $100  billion  after  the  year  2000. 

There  have  been  safety  concerns  for  people 
and  the  environment  leading  to  excessive  scruti- 
nization  of  the  biotechnologic  area,  but  to  my 
knowledge  there  have  been  no  documented  haz- 
ards. There  are  moral  concerns  surrounding  ma- 
nipulation of  the  genome  in  spite  of  the  fact 
that  animal  and  plant  breeders  have  been  manip- 
ulating the  genome  for  centuries,  and  new  knowl- 


edge has  shown  that  there  is  considerable  fluidity 
in  the  normal  genome. 

Governments  are  attempting  to  create  environ- 
ments for  the  successful  development  of  bio- 
technology that  many  view  as  the  next  major 
high  tech  industry.  There  has  been  an  explosion 
of  new  companies  as  well  as  establishment  of 
biotechnology  groups  by  many  large  chemical, 
pharmaceutical,  oil,  and  other  companies.  States 
such  as  Michigan,  Minnesota,  New  York,  North 
Carolina,  and  Ohio  have  established  groups  to 
promote  biotechnology  in  their  state.  Money  is 
excessively  abundant,  competition  is  intense,  and 
expectations  are  high. 

Health  oare  will  probably  be  the  largest  bene- 
ficiary of  the  new  biotechnologies  up  to  2000  A.D. 
The  potential  is  for  products  in  many  areas  of 
health  care  such  as  pharmaceuticals,  vaccines, 
diagnostics,  delivery  systems,  prostheses,  trans- 
plants, and  gene  therapy.  There  should  be  pro- 
ducts in  almost  all  disease  areas  including  some 
of  the  largest  killers  such  as  cancer  and  cardio- 
vascular disease,  as  well  as  in  other  important 
areas  including  immuno-,  metabolic,  respiratory, 
genetic,  infectious,  reproductive,  neural,  and  ag- 
ing diseases.  Government  regulation  will  be 
high,  as  it  is  for  other  health  care  products. 
There  is  potential  for  development  of  products 
for  both  developed  and  less  developed  countries 
although  their  specific  needs  are  different,  eg, 
herpes  vs.  malaria.  The  products  will  be  mainly 
new  ones  with  improved  efficacy  and  possibly, 
but  not  neoessarily,  lower  cost  for  existing  mar- 
kets and,  in  many  cases,  first  products  for  new 
markets.  There  was  initial  expectation  of  a few 
$1  billion  products  but  many  $25  to  $100  million 
products  are  more  likely. 

Currently  many  biotechnology  health  oare  pro- 
ducts are  being  researched  by  small  start-up 
genetic  companies  as  well  as  large  chemical  and 
pharmaceutical  companies.  Their  products  will 
probably  decrease  death  due  to  cancer  and 
cardiovascular  diseases,  lengthen  life  span,  and 
increase  population.  The  multiplicity  of  these 
new  treatment  options  will  probably  increase 
the  cost  of  health  oare  in  the  short  to  mid-term. 
Yes,  biotechnology  is  an  infant-to-be-king  tech- 
nology, but  the  coronation  will  not  occur  over- 
night, as  the  popular  press  has  led  many  to  be- 
lieve. 
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Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 
Electronystagmography 
Brain  Stem  Evoked  Response  Audiometry 

BY  APPOINTMENT  (302)  454-7234 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 


3 

JJ 

b 

< 


CHRISTIANA 

AUDIOLOGY 

ASSOCIATES  INCORPORATED 


Professional  Condominium  for  Sale  or  Lease 


Only  five  phase  one  units 
still  available  for  fall  1984 
delivery.  Leasing  has  be- 
gun on  phase  two  units  for 
January  1985  delivery. 

Omega  Professional  Center 
in  Stanton,  Delaware  is  a 71 
unit  office  condominium 
complex  designed  for  med- 
ical and  professional  office 
requirements. 

LOCATION 

Adjacent  to  HMO  of  Blue 


Cross-Blue  Shield  and  di- 
rectly across  from  the  main 
entrance  of  the  800  bed 
Southwest  Division  of  the 
Medical  Center. 

■ Professional  condominium 
management  staff. 

■ Custom  designed  interiors 
to  meet  specific  individual 
needs. 

■ Units  from  1,150  sq.  ft  to 


12,700  sq.  ft  in  one  or  two 
story  buildings,  with  all  in- 
terior space  column  free. 

■ 100%  steel,  brick  and 
thermal  glass  construction. 

■ Minutes  from  1-95  and 
Christiana  Mall. 

For  additional  information 
contact : Carmen  J.  Facciolo.Jr. 
(302)  368-7190. 


COMMONWEALTH  McCONNELL 

103  White  Clay  Center  Drive.  Newark.  Delaware  19711 


♦ 


Menswear 

and 

Haberdashery 

in  the 

professional 
manner  . . . 


MANSURE  C PRETTYMAN 

I N C 

Stone  Hill  Rd.  & Augustine  Cut-Off 
Mon.,  Tues.,  Thurs.,  Sat.,  9:30  to  5:30 
Wed.  and  Fri.  9:30  to  9:00 

Visa  • Master  Charge  • WrSFS 


Baynard  Optical 
Company 


Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


CONCORD  PLAZA 
34 1 1 Silverside  Road 
2323  PENNSYLVANIA  AVENUE 
Wilmington,  Delaware 


REHABILITATION  CONSULTANTS,  INC. 

IS  PLEASED  TO  ANNOUNCE  THE  ADDITION  OF 

SPEECH  THERAPY  SERVICES 

in  association  with 

JUDITH  E.  ROBERSON,  M.A.,  CCCSP 
Speech/Language  Pathologist 

at  our 

Brandywine  Hundred  Office 
Suite  100 — Hagley  Building 
Concord  Plaza 

3411  Silverside  Road,  Wilmington,  DE 
(302)  478-5240 


In  Brief 


Impaired  Physician 
Program 


AAP  Annual 
Meeting 


ACP  Courses 


AACA  Fall 
Seminar 


Teenage  Health 
Care  Conference 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302)  654- 
1001.  The  anonymity  of  the  caller  is  assured. 


CLINICAL  MEETINGS  AND  NOTICES 


Chicago  is  the  setting  for  the  1984  ANNUAL  MEETING  OF  THE  AMERICAN 
ACADEMY  OF  PEDIATRICS,  from  September  15-20,  1984.  Lectures  include  Diag- 
nostic Errors  in  Pediatrics,  Changing  Pathogens  in  the  Nursery,  Controversies  in  the 
Management  of  the  Newborn  with  a Neural  Tube  Defect,  Immunization  Panel,  Home 
Care:  Hospice  Care  for  Children,  Home  Care:  The  Ventilator-Dependent  Child,  Pain 
Management  at  Home,  and  Home  Hyperalimentation  in  Children.  A full  comple- 
ment of  68  seminars  will  be  presented,  providing  intensive  review  and  up-to-date 
information  on  selected,  timely  topics.  There  will  also  be  seven  workshops  to  pro- 
vide practical  education  as  well  as  hands-on  training  for  participants.  Contact:  Ameri- 
can Academy  of  Pediatrics,  Department  M,  P.O.  Box  1034,  Evanston,  Illinois  60204. 


The  American  College  of  Physicians  is  sponsoring  a continuing  medical  education 
course,  BROADENING  THE  SKILLS  OF  THE  GENERAL  CARE  INTERNIST,  III,  in 
Boston,  October  2-5,  1984.  New  York  City  is  the  setting  for  two  other  courses, 
CARDIOVASCULAR  THERAPEUTICS,  October  8-10,  1984,  and  ADVANCES  IN 
HEMATOLOGY  AND  ONCOLOGY,  October  8-11,  1984.  Contact:  American  College 
of  Physicians,  Registrar,  4200  Pine  Street,  Philadelphia,  Pennsylvania  19104. 


The  American  Academy  of  Clinical  Anesthesiologists  will  hold  their  FALL  SEMINAR 
October  24-27,  1984,  at  the  Grove  Park  Inn,  Asheville,  North  Carolina.  The  confer- 
ence is  being  cosponsored  by  the  East  Tennessee  State  University  Quillen  Dishner 
College  of  Medicine.  Participants  will  be  eligible  for  up  to  1 1 hours  of  Category  1 
credit.  Contact:  Donald  Catron,  M.D.,  The  American  Academy  of  Clinical  Anesthesi- 
ologists, P.O.  Box  11691,  Knoxville,  Tennessee  37939-1691.  Telephone:  (615)  588- 
6279. 


A program  designed  for  family  practitioners,  pediatricians,  and  allied  health  pro- 
fessionals entitled  A PRACTITIONER’S  GUIDE  TO  TEENAGE  HEALTH  GARE 
will  be  held  October  25-26,  1984,  in  New  York  Gity.  The  program,  the  7th  Annual 
Current  Concerns  in  Adolescent  Medicine,  is  being  sponsored  by  the  Division  of  Ado- 
lescent Medicine  of  the  Department  of  Pediatrics,  Schneider  Children’s  Hospital,  Long 
Island  Jewish-Hillside  Medical  Center.  Topics  will  include:  Communicating  with  the 
Teenage  Patient  and  Family,  Hematological  Problems,  Anorexia  Nervosa,  Diabetes 
in  Adolescents,  Common  Infections  in  Adolescents,  Gynecology  for  the  Practitioner, 
Sexually  Transmitted  Diseases,  Recognizing  Depression,  Abdominal  Pain,  and  Sports 
Evaluation.  Participants  will  receive  12  credit  hours  of  AMA  Category  I credit. 
Contact:  Ann  J.  Boehme,  Continuing  Education  Coordinator,  Long  Island  Jewish- 
Hillside  Medical  Center,  New  Hyde  Park,  New  York  11042.  Telephone:  (212)  470- 
2114. 
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In  Brief 


Implant  Hand 
Surgery 


Annual  Emil 
Novak  Memorial 
Course 


Clinical 

Psycho- 

Pharmacology 

Conference 


Lung  Cancer 
1984 


Facial 

Reconstructive 

Surgery 


The  American  Society  for  Surgery  of  the  Hand  is  sponsoring  an  international  symposium, 
IMPLANT  SURGERY  FOR  THE  HAND  AND  UPPER  EXTREMITY,  October  25-27, 
1984,  in  Grand  Rapids,  Michigan.  This  symposium  will  use  live,  closed-circuit  color 
television  as  the  main  teaching  aid  for  anatomical,  surgical,  and  clinical  demonstra- 
tions of  implant  surgery  of  the  hand.  The  goal  of  this  course  is  to  correlate  concepts, 
indications,  techniques,  anatomical  and  physiological  considerations  and  the  potential 
pitfalls  of  implant  surgery  of  joints  and  tendons  in  the  hand.  Implant  surgery  of  the 
wrist,  elbow,  and  shoulder  will  also  be  discussed  including  anatomical,  biomechanical 
material,  and  technical  considerations  and  results.  The  program  will  cover  all  aspects 
of  the  field  including  detailed  lectures,  live  surgical  demonstrations,  patient  presenta- 
tions, and  audience  participation  and  discussion  periods.  This  course  meets  the 
criteria  for  18  credit  hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association.  Registration  fee  is  $375  for  physicians  and  $250 
for  residents.  Contact:  American  Society  for  Surgery  of  the  Hand,  3025  South 
Parker  Blvd.,  Suite  65,  Aurora,  Colorado  80014.  Telephone:  (303)  755-4588. 


The  Department  of  Obstetrics/Gynecology  of  Johns  Hopkins  University  School  of 
Medicine  is  sponsoring  the  26th  Annual  Emil  Novak  Memorial  Course  October  29- 
November  2,  1984,  in  Baltimore.  The  title  of  this  year’s  course  is  CLINICAL  OB- 
STETRICS AND  GYNECOLOGY  PATHOLOGY  AND  HIGH  RISK  OBSTETRICS. 
Participants  will  receive  45  AMA  Category  I credits.  The  registration  fee  is  $500  for 
physicians  and  $350  for  residents.  Contact:  Carlita  M.  Kearney,  Program  Coordina- 
tor, Office  of  Continuing  Education,  720  Rutland  Avenue,  Room  19  Turner,  Baltimore, 
Maryland  21205.  Telephone:  (301)  955-3168. 


The  Department  of  Psychiatry  of  the  Long  Island  Jewish-Hillside  Medical  Center  is 
sponsoring  a one-day  course  entitled  CURRENT  CLINICAL  PSYCHOPHARMA- 
COLOGY on  November  2,  1984,  in  New  Hyde  Park,  New  York.  This  conference 
will  review  pharmacologic  treatment  of  the  major  psychiatric  disorders.  Topics  include: 
Schizophrenia— Acute  and  Long  Term  Treatment,  Psychopharmacologic  Treatment 
of  Depression,  The  “New”  Anti-Depressants,  the  Benzodiazapines— Pharmacokinetics 
and  Clinical  Use,  and  Pharmacologic  Treatment  of  Panic  and  Phobic  Disorders.  Par- 
ticipants in  the  conference  will  receive  7 credit  hours  in  Category  I.  Registration  fee 
is  $125.  Contact:  Ann  J.  Boehme,  Continuing  Education  Coordinator,  Long  Island 
Jewish-Hillside  Medical  Center,  New  Hyde  Park,  New  York  11042.  Telephone:  (212) 
470-2114. 


The  27th  Annual  Clinical  Conference  of  the  Anderson  Hospital  and  Tumor  Institute 
of  Houston  is  entitled  LUNG  CANCER  1984.  The  conference  will  be  November  7-9, 
1984,  in  Houston.  Areas  to  be  covered  include  epidemiology  and  classification,  diag- 
nosis and  evaluation  of  patients,  emerging  applications  of  basic  science  in  lung  cancer, 
therapy  of  nonsmall  cell  lung  cancer,  therapy  of  small  cell  lung  cancer,  and  new  tech- 
nology in  the  therapy  of  lung  cancer.  Specific  topics  include  evaluation  of  extra- 
thoracic  metastases;  in  vitro  drug  sensitivity  tests;  postoperative  adjuvant  therapy; 
and  roles  of  oncogenes,  monoclonal  antibodies,  and  tumor  specific  antigens.  Contact: 
Office  of  Conference  Services,  Box  131,  M.D.  Anderson  Hospital  and  Tumor  Institute, 
6723  Bertner  Avenue,  Houston,  Texas  77030.  Telephone:  (713)  792-2222. 


The  American  Academy  of  Facial  Plastic  and  Reconstructive  Surgery  is  sponsoring 
a major  course,  CONTEMPORARY  FACIAL  RECONSTRUCTIVE  SURGERY,  No- 
vember 8-11,  1984,  in  Columbus,  Ohio.  The  topics  to  be  discussed  include:  oral  and 
facial  reanimation  and  augmentation;  nasal,  lip,  oral-cavity-pharyngeal,  and  mandi- 
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The  RCA  solution 


Introducing 
the  cure  to  all 
your  admini- 
strative headaches. 

The  Medical  Man- 
agement System 
from  RCA.  This  unique  system  was 
designed  by  a physician  for  physi- 
cians. It  handles  everything  from  in- 
surance claims  and  patient  billing  to 
invoice  tracking  and  cash  disburse- 
ments. It  takes  the  hassle  out  of 
time-consuming  billing  procedures 
and  gives  you  greater  control  of  the 
business  side  of  your  practice. 


You’ll  feel 
good  about 
the  RCA  Med- 
ical Management 
■ System  when 
you  see  the  price, 
too.  It’s  affordable.  Easy  to  use.  And 
includes  an  IBM  personal  computer, 
a high-capacity  disc  storage  unit,  a 
printer,  and  the  RCA  Medical  Man- 
agement software. 

We’ll  take  care  of  everything  — 
delivery,  installation  and  user  train- 
ing. And  the  entire  system  is  backed 
by  RCA’s  one-year,  on-site  service 
warranty. 


for  paperwork 
headaches 


Make  an  appointment  today  to 
see  a special  demonstration  of  the 
RCA  Medical  Management  Sys- 
tem. Just  call  collect  (609)  338- 
4129  and  let  RCA  help  make  your 
practice  perfect. 

RCJI  Services 


In  Brief 


bular  reconstruction;  and  vocal  reconstruction.  The  basic  principles  of  skin  myocu- 
taneous  and  free  flaps  will  be  demonstrated.  An  optional  laboratory  is  available  to 
a limited  number  of  applicants  for  a fee  of  $100.  Attendees  of  the  program  are 
encouraged  to  bring  problem  cases,  including  slides  and  photographs.  Participants 
will  be  eligible  for  25  CME  credits.  Registration  fee  is  $525  for  AAFPRS  members, 
$600  for  nonmembers,  and  $300  for  residents.  Contact:  Center  for  Continuing  Medical 
Education,  A-352  Starling  Loving  Hall,  320  West  Tenth  Avenue,  Columbus,  Ohio 
43210.  Telephone:  (614)  422-4985. 


English 

Pronunciation 

Seminar 


The  AMA  is  sponsoring  an  ENGLISH  PRONUNCIATION  SEMINAR  for  foreign 
medical  graduates  on  September  29,  1984,  in  Washington,  D.C.  The  programs  are 
planned  to  help  with  some  of  the  assimilation  problems  these  physicians  may  be 
having  in  speaking  with  patients  and  colleagues.  The  program  is  an  eight-hour  i 
intensive  review  of  English  pronunciation.  Included  in  the  registration  fee  is  a study 
guide  and  nine  audio  tapes  for  extended  home  study.  Registration  fee  is  $156  for 
AMA  members,  $204  for  nonmembers,  $108  for  AMA  residents,  and  $132  for  non- 
AMA  residents.  Contact:  The  American  Medical  Association,  Department  of  Phy- 
sician Credentials  and  Qualifications,  535  North  Dearborn  Street,  Chicago,  Illinois 
60610.  Telephone:  (312)  645-4676. 


Northeastern 
Society  of  Plastic 
Surgeons  Meeting 


Philadelphia  will  be  the  setting  for  a meeting  of  the  NORTHEASTERN  SOCIETY 
OF  PLASTIC  SURGEONS  September  13-16,  1984.  The  NSPS  plans  to  make  these 
meetings  an  annual  event  with  this  year’s  being  the  first.  The  scientific  sessions  will 
include  original  papers,  panels,  and  invited  discussions.  Contact:  Thomas  S.  Davis, 
M.D.,  Division  of  Plastic  and  Reconstructive  Surgery,  Pennsylvania  State  University, 
Medical  Center,  Hershey,  Pennsylvania  17033. 


Scar  Revision  and 
Camouflage 
Conference 


ADVANCES  IN  SCAR  REVISION  AND  CAMOUFLAGE  is  the  topic  of  a course 
offered  by  the  American  Academy  of  Facial  Plastic  and  Reconstructive  Surgery  and 
the  Washington  University  School  of  Medicine  in  St.  Louis  on  October  15-17,  1984. 
A faculty  of  various  disciplines  dealing  with  the  scars  of  the  face  and  neck  will  stress 
scar  analysis  and  treatment.  Topics  include  wound  closure  techniques  and  materials, 
keloid  and  hypertrophic  scars,  severe  acne  scars,  Z-plasty  and  W-plasty,  dermabrasion 
and  injectable  collagen  and  silicone.  Participants  will  be  eligible  for  21  CME  credits. 
Registration  fee  is  $350  for  AAFPRS  members,  $375  for  nonmembers,  and  $150  for 
residents.  Contact:  Office  of  Continuing  Medical  Education,  Washington  University 
School  of  Medicine,  Box  8063,  660  S.  Euclid,  St.  Louis,  Missouri  63110.  Telephone: 
1-800-325-9862. 


Vincent  A.  Schiavi 

Fee  Only 

Financial  Planning  Services 

The  objective  Analysis  of  Financial  Opportunities 

(302)  475-1 939 

NO  CHARGE  FOR  INITIAL  CONSULTATION 
Member:  Institute  of  Certified  Financial  Planners 
t The  American  Institute  of  Certified  Public  Accountants 
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INVITATION  TO  EXHIBIT 


195th  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  DELAWARE 

Applications  for  SCIENTIFIC  EXHIBITS  for  the  Annual  Meeting  of  the 
Medical  Society  of  Delaware  are  invited  by  the  Scientific  Exhibits  Com- 
mittee. 

It  is  hoped  the  exhibit  portion  of  the  Annual  Meeting  to  be  held  at 
the  Hotel  duPont  in  Wilmington,  November  17,  1984,  will  be  stimu- 
lation to  demonstrate  scientific  achievement.  Physicians  are  invited  to 
apply  now  for  space.  The  fee  for  exhibit  space  is  $1 75.  All  booths  are 
6 feet  wide  and  2’^  feet  deep. 

Mail  application  to  Robert  C.  Knowles,  M.D.,  Chairman,  Scientific 
Exhibits,  Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilming- 
ton, Delaware  1 9806.  Deadline  for  filing  applications  is  August  1 , 1 984. 


SCIENTIFIC  EXHIBITS 
APPLICATION  FOR  SPACE 

195th  Annual  Meeting,  Medical  Society  of  Delaware 
Hotel  duPont,  Wilmington,  Delaware 
November  17,  1984 

1.  Title  of  Exhibit: 

2.  Name  (s)  of  Exhibitor  (s): Degree: 

3.  Description  of  Exhibit:  (Attach  a brief  description  telling  the  purpose  of  the 
exhibit,  what  the  exhibit  shows,  and  the  conclusions  reached.) 

4.  Qheck  for  $1 75  is  enclosed 

I will  mail  my  check  by  August  1,  1984 

Name 


Address 


Annual  AAFP  The  36th  Annual  AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS  CONVEN- 
Convention  TION  is  scheduled  for  October  7-12,  1984,  in  Kansas  City,  Missouri.  Features  of  this 
year’s  convention  include:  CME  courses,  clinical  seminars,  lectures,  dialogue  sessions, 
fracture  demonstrations,  scientific  and  technical  exhibits,  interactive  clinical  TV,  re- 
search paper  forum,  and  workshops  on  Family  Care,  Soft  Tissue  Surgery,  and  Better 
Patient  Care  Through  Marketing.  Popular  entertainers  and  special  activities  are 
planned  for  families.  There  will  also  be  opportunities  to  visit  the  AAFP  headquarters. 
Registration  fee  is  $50  for  AAFP  members,  $100  for  nonmembers,  and  a reduced  fee 
is  offered  for  medical  students  and  residents.  Contact:  AAFP,  1740  West  82nd  Street, 
Kansas  City,  Missouri  64114.  Telephone:  1-800-821-2512. 


ACCP  Annual  The  American  College  of  Chest  Physicians  will  hold  its  50th  ANNUAL  SCIENTIFIC 
Scientific  ASSEMBLY  in  Dallas  October  8-12,  1984.  Five  major  postgraduate  courses  will  be 
Assembly  offered  in  addition  to  clinical  interactive  sessions,  clinical  colloquia  sessions,  motion 
picture  sessions,  and  presentation  of  scientific  papers  in  the  areas  of  circulation,  res- 
piration, thoracic-cardiovascular  surgery  and  related  systems.  Participants  will  be 
eligible  for  over  30  credit  hours  of  Category  I credit.  Registration  fee  is  $50  for 
ACCP  members  and  $250  for  nonmembers.  There  is  no  fee  for  affiliate  members, 
residents,  medical  students,  and  house  officers.  Contact:  American  College  of  Chest 
Physicians,  P.O.  Box  93826,  Chicago,  Illinois  60670.  Telephone:  (312)  698-2200. 


Practical  Hand  Acapulco  will  be  the  setting  for  the  Fourteenth  Annual  Meeting  of  the  American 
Surgery  Association  for  Hand  Surgery,  which  will  be  held  in  conjunction  with  the  Mexican 
Society  for  Surgery  of  the  Hand  and  the  Caribbean  Society  for  Hand  Surgery.  The 
theme  of  this  year’s  meeting,  scheduled  for  November  24-29,  1984,  will  be  MAN- 
AGEMENT OF  PRACTICAL  PROBLEMS  OF  HAND  SURGERY.  Emphasis  will 
be  placed  on  cost  effectiveness  of  accurate  quality  hand  surgery  care.  Highlights  of 
the  program  will  include:  resident  paper  competition,  panels  with  guest  speakers, 
poster  presentations,  short  papers  of  practical  value,  and  small  group  instructional 
courses.  Contact:  American  Association  for  Hand  Surgery,  2564  Branch  Street,  Suite 
8,  Middleton,  Wisconsin  53562.  Telephone:  (608)  836-7880. 


WE  RE  THE  COMPLETE 


SECURITY  PEOPLE 


• All  Types  Of  Residential  & Commercial  Burglar  & Fire  Alarm  Systems 

• UL  Certified  Central  Station  & UL  Certified  Installations/Residential  & Mercantile 

FOR  THE  PROTECTION  YOU  NEED  AT  PRICES  YOU  CAN  AFFORD,  CALL: 


SECunmr  systems 


762-7220 

824  PHILA  PIKE  • WILMINGTON 
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IMPACT  OP  GOVERNMENT  REGULATION  ON  PATIENT  CARE 


Many  attempts  have  been  made  to  arouse  con- 
oem  about  the  future  of  health  care  in  this 
country.  In  the  Sunday  News  Journal  of  July 
21,  1984,  an  article  by  Jane  Harriman  quoted 
Fred  Laquinta  of  the  Delaware  Health  Care 
Coalition,  as  saying  the  coalition  will  be  the  one 
to  decide  who  will  have  what,  if  any,  surgical 
procedure. 

Because  of  the  potential  impact  of  this  and 
the  implementation  of  DRGs,  there  is  already 
patient  fallout.  Elderly  patients  who  previously 
would  have  been  maintained  in  the  hospital  post- 
operatively  for  pain  management,  have  been 
forced  out.  It  was  explained  to  them  in  advance 
that  they  would  not  be  permitted  to  stay  in  the 
hospital  because  the  DRG  prospective  payment 
system  has  decreed  that  it  is  not  required  that 
they  be  hospitalized.  However,  if  that  same  in- 
dividual should  develop  a complication,  he  im- 
mediately goes  from  zero  hospital  days  to  five 
hospital  days. 

It  is  not  enough  that  the  DRG  system  is  creat- 
ing problems  for  our  patients,  but  the  insurance 
companies  have  picked  up  the  cudgel.  Es- 
pecially noted  is  the  incentive  for  patients  to 
have  surgery  done  on  an  outpatient  basis  be- 
cause it  is  more  cost  effective,  rather  than  con- 
sidering whether  it  is  better  for  the  patient. 
This  is  not  to  imply  that  outpatient  surgery  is 
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invalid;  it  is  an  excellent  concept.  However,  the 
physician  should  be  the  one  to  decide  what  is 
appropriate  for  the  patient  at  any  given  time. 
An  example  of  an  inappropriate  situation  is  that 
of  an  82-year-old  man  who  was  sent  home  after 
an  operative  procedure.  Had  that  patient  been 
a 40-year-old  undergoing  that  same  procedure, 
his  early  release  would  not  be  inappropriate.  As 
it  turned  out,  the  elderly  gentleman  was  in  such 
agony  that  he  subsequently  required  admission. 

In  addition  to  interference  by  the  DRGs  and 
insurance  companies,  rules  and  criteria  have  been 
set  down  by  the  Delaware  Review  Organization, 
which  has  a contract  with  the  Delaware  Health 
Care  Coalition.  Regarding  hospitalization,  the 
public  should  be  informed  (and  I hope  that 
you  will  all  inform  your  patients)  that  if  they 
should  get  pneumonia  after  5 pm,  they  cannot 
be  justified  for  admission;  and  if  they  are  ad- 
mitted, that  admission  is  liable  to  be  disallowed 
in  retrospect.  Additionally,  there  are  no  pro- 
visions for  admitting  on  weekends.  Patients  have 
now  become  problems  which  are  treated  like 
credit  card  purchases.  In  order  to  verify  that 
your  account  is  in  good  standing,  a clerk  must 
call  VISA  or  MasterCard  or  whatever,  and  a 
clerk  at  the  other  end  then  confirms  that  it  is 
safe  for  that  store  to  permit  the  charge.  Now, 
wih  patients,  we  must  call  a clerk  or  someone 
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of  similar  position  who  will  decide  if  that  pa- 
tient, after  having  his  symptomatology  recited 
over  the  phone,  may  be  admitted  to  the  hospital. 
However,  should  that  patient  show  up  after  5 
pm  with  the  illness,  or  on  the  weekend,  there  is 
no  clerk  available  to  call.  Therefore  the  phy- 
sician, acting  in  good  faith  to  proteot  a patient 
who,  in  his  judgment,  requires  hospitalization, 
may  be  in  jeopardy  of  having  the  patient  retro- 
spectively denied  admission.  In  that  case,  the 
patient  would  have  to  foot  the  bill  entirely  on 
his  own. 

I ask  you — Is  this  the  way  to  serve  our  pa- 
tients? Is  the  public  to  be  a commodity  that  a 
clerk  following  a handbook,  without  the  detailed 
knowledge  of  the  patient  that  the  physician  has, 
will  deny  hospitalization  because  “X”  criteria 
have  not  been  met.  I think  it  is  time  that  phy- 
sicians become  aroused,  angered,  and  dismayed, 
and  inform  their  patients  of  what  their  futures 
hold.  They  may  not  be  affected  today,  but  to- 
morrow they  will  be.  It  is  time  that  the  Dela- 
ware Health  Care  Coalition  and  elected  officials 
become  aware  of  the  fact  that  the  public  wants 


FOULK  ROAD  CARDIAC  CENTER,  INC. 

Foulk  Road  Office  Park  Plaza 
Building  2002,  Foulk  Road 
Wilmington,  Delaware  19810 
(302)  475-5307 

A MODERN  DIAGNOSTIC  CENTER 
OFFERING: 

STRESS  TESTING 
M-MODE  ECHOCARDIOGRAPHY 
HOLTER  MONITORING 

All  tests  interpreted  by  board-certified 
cardiologists. 

Nighttime  hours  are  available  for 
patient  convenience. 


to  be  treated  like  human  beings,  not  like  credit 
card  purchases. 

I would  additionally  ask  that  physicians  write 
to  the  Medical  Society  of  Delaware,  with  ap- 
propriate documentation  of  episodes  that  involve 
their  patients.  Should  sufficient  numbers  of  these 
be  acquired,  we  would  then  have  the  ability  to 
convince  the  appropriate  authorities  and  to  dem- 
onstrate that  while  the  proposal’s  intent  to  be 
cost  effective  may  have  been  successful,  patient 
care  has  been  less  than  satisfactory. 

In  the  meantime,  we  must  all  dedicate  our- 
selves to  attempt  to  make  the  system  work  in  a 
manner  that  protects  the  patient  and  the  patient’s 
interests.  Any  conflict  in  quality  patient  care  and 
the  DRGs  must  be  resolved  in  favor  of  quality 
patient  care. 
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[’^Offering  comprehensive 
occupational,  physical 
and  speech  therapy 
services  for  infants  and 

children. 

[f1 Clients  are  scheduled 
with  thought  for  plenty  of 
time  for  therapy  and 
consultation  with  parents. 

[[f Private  observation  room 
always  available  for 
viewing  of  all  services. 

physician's  referral 
is  required. 

Open  flexible  hours 
including  evenings  and 

Saturdays. 

7f  Immediate  openings  are 
available.  For  more 
information,  call 
(302)  764-3322 

10  Philadelphia  Pike,  Wilmington,  DE  19809 


OCCUPATIONAL 
PHYSICAL 
THERAPY 
SERVICES 


As  a doctor,  you  know  what  it  costs  to  provide 
quality  health  care. 

As  an  employer,  you  know  you  have  to  try  to  lower 
the  cost  of  health  insurance  for  your  employees,  yet 
provide  the  coverage  they  need. 

Blue  Cross  Blue  Shield  can  help  through  the 
Comprehensive  Major  Medical  insurance  package 
designed  specifically  for  the  Medical  Society  of 
Delaware.  With  Comprehensive  Major 
Medical,  you  can  offer  the  benefits  your 
employees  need  while  keeping  your 
costs  down. 

Find  out  more  about  your  Blue 
Cross  Blue  Shield  benefit  options. 
Call  Mrs.  Katie  Newell  of  the 
Medical  Society  of  Delaware, 
652-6512. 

When  caring  is  your  business, 
you  can  count  on  Blue  Cross 
Blue  Shield  of  Delaware. 


Blue  Cross 
Blue  Shield 

of  Delaware 
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HYPOSPADIAS 


Alan  Kravitz,  M.D. 
Shtvdev  Singh,  M.D. 


Hypospadias®  is  a congenital  defect  in  which 
the  urethral  orifice  opens  proximal  to  its  normal 
location.  Hypospadias,  which  is  more  commonly 
found  in  males,  has  an  overall  incidence  of  be- 
tween 0.1%  and  0.8%  of  live  male  births.1  In  hypo- 
spadias, the  urethral  orifice  is  located  between 
the  glans  and  the  perineum  instead  of  being  on 
the  tip  of  the  penis.  (Figure  1)  In  one  group 
of  patients,  the  meatus  was  located  on  the  glans 
or  distal  penis  in  75.4%  of  the  patients,  on  the 
midshaft  in  7.1%  of  the  patients,  and  on  the  peno- 
scrotal junction  or  perineum  in  17.5%  of  the  pa- 
tients.2 

In  addition  to  the  ventral  location  of  the 
urethral  orifice,  patients  with  hypospadias  have 
a ventral  deficiency  of  the  prepuce.  (Figure  1) 
Clinically,  three  additional  factors  must  also  be 
assessed.  The  first  is  the  extent  of  chordee,  a 
band  of  fibrous  tissue  on  the  ventral  aspect  of 
the  penis  resulting  in  ventral  angulation  of  the 
penis.  Chordee  is  secondary  to  partial  agenesis 
of  the  corpus  spongiosum,  which  is  replaced  by 
a fibrous  band,  and  tight  ventral  skin  and  Buck’s 
fascia. 

'The  word  hypospadias  derives  from  the  Greek  word  hypo,  mean- 
ing under,  and  spadon,  meaning  rent. 


Dr.  Kravitz  is  a second-year  resident  in  the  Department  of 
Surgery.  The  Wilmington  Medical  Center. 

Dr.  Singh  is  an  attending  in  the  Section  of  Pediatric  Surgery, 
Department  of  Surgery,  The  Wilmington  Medical  Center. 


Although  the  degree  of  hypospadias  is  usually 
related  to  the  degree  of  chordee,  such  is  not  al- 
ways the  case.  Even  with  minimal  hypospadias 
a patient  may  have  a significant  chordee,  which 
must  be  specifically  evaluated  at  the  time  of  sur- 
gery even  though  it  mav  initially  appear  mild 
or  absent. 

Another  associated  factor  to  be  examined  is 
the  status  of  the  testes.  Patients  with  hypo- 
spadias have  an  increased  incidence  of  cryptor- 
chidism, hydrocele,  and  inguinal  hernias.  In  pa- 
tients with  ambiguous  genitalia  or  perineal  hypo- 
spadias, nonpalpable  or  hydroplastic  gonads  may 
indicate  an  intersex  state,  in  which  case  chromo- 
some studies  are  indicated. 

The  third  factor  associated  with  hypospadias 
is  urologic  abnormalities.  Lutzker  et  al  reported 
a 3.9%  incidence  of  clinically  significant  congeni- 
tal urologic  abnormalities  compared  to  less  than 
2%  in  the  normal  population.3  These  anomalies 
include  obstructive  uropathy,  renal  aplasia,  and 
cystic  disease.  It  mav  be  helpful  in  the  initial 
work-up  to  perform  ultrasonography  in  patients 
with  hypospadias  to  screen  for  renal  abnormali- 
ties. 

If  the  newborn  voids  without  difficulty,  minor 
grades  of  hypospadias  can  often  be  missed.  In 
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H ypospadias — Rravitz 


FIGURE  1 

Composite  sketch  to  highlight 
features  of  Hypospadias. 

A— Dorsal  prepuce 
B— Gians  (slightly  flattened) 

C— Chordee 

D— Penoscrotal  hypospadias 


such  patients  the  only  clinical  sign  may  be  a 
hooded  foreskin  dorsally  and  deficiency  of  fore- 
skin on  the  ventral  aspect  of  the  penis.  (Figure 
1 ) The  glans  may  be  flattened  with  a groove  or 
blind  pit  on  its  ventral  aspect,  the  actual  urethral 
orifice  being  located  more  proximally.  (Figure 
1 ) The  penis  may  be  small  in  size,  or  may  ap- 
pear undeveloped  secondary  to  chordee.  The 
urethral  orifice  is  often  small  and  slit-like  and 
can  be  visualized  by  lifting  the  ventral  skin  proxi- 
mal to  the  meatus. 

The  cause  of  hypospadias  is  unknown.  It  has 
been  suggested  that  either  the  developing  fetal 
testes  fail  to  produce  sufficient  androgens  to  mas- 
culinize the  male  penis  and  urethra,  or  that  the 
target  tissue  has  a subnormal  response  to  andro- 
gens. The  ingestion  by  the  mother  of  progestins 
may  predispose  to  hypospadias,  as  has  been  dem- 
onstrated in  animals.  Several  workers  have  post- 
ulated a familial  component,  thought  to  be  poly- 
genic, which  is  stronger  in  the  more  severe  cases 
of  hypospadias.  Sweet  et  al  found  that  31%  of  the 
fathers  of  boys  with  hypospadias  have  testicular 
anomalies.  These  include  undescended  testicle, 
spermatocele,  varicooele,  or  testicular  atrophy 
following  mumps. 

Hypospadias  is  also  more  likely  in  premature 
births.  Although  there  are  several  rare  genetic 
syndromes  in  which  hypospadias  is  one  feature, 
these  represent  a minute  percentage  of  patients 
with  hypospadias. 
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Treatment 

The  clinical  disability  in  hypospadias  depends 
upon  the  location  of  the  urethral  meatus  and  the 
degree  of  associated  chordee.  In  hypospadias  of 
the  distal  glans,  there  may  be  only  negligible  mis- 
direction of  the  urinary  stream.  With  midpenile 
hypospadias  the  urethral  stream  is  directed 
downward  so  the  penis  must  be  elevated  for 
voiding  in  a standing  position.  With  penoscrotal 
or  perineal  hypospadias,  voiding  is  not  practic- 
able while  standing.  Although  direct  vaginal  in- 
semination is  possible  with  all  degrees  of  un- 
treated hypospadias  except  for  perineal,  erection 
and  penetration  can  be  painful  and  difficult  when 
chordee  is  present. 

The  decision  to  perform  either  a single  or 
multiple  stage  repair  depends  both  upon  the 
extent  of  the  deformity  and  the  preference  of  the 
surgeon.  In  distal  hypospadias  without  chordee, 
a single  stage  repair  may  be  performed.  In  more 
proximal  types  of  hypospadias  with  severe  chor- 
dee, there  is  a difference  of  opinion  among  sur- 
geons regarding  a single  stage  or  a two-stage 
procedure. 

In  a single  stage  operation  the  chordee  correc- 
tion and  urethroplasty  are  performed  at  the  same 
time.  In  a multi-staged  operation,  the  chordee 
correction  is  done  first,  and  is  often  accompanied 
by  transfer  of  the  dorsal  foreskin  ventrally  for 
subsequent  reconstruction  of  the  urethra.  . In  all 
techniques,  the  dorsal  foreskin  is  used  either  to 
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construct  the  urethra  or  to  provide  skin  cover  on 
the  ventral  penile  surface.  After  urethroplasty 
temporary  postoperative  urinary  diversion  for 
five  to  ten  days  is  usually  accomplished  by  supra- 
pubic cystostomy,  perineal  urethrotomy,  or  by 
an  in-dwelling  catheter  through  the  new  urethra. 
Antibiotic  therapy  is  often  instituted  during  the 
postoperative  period  to  prevent  infection. 

Although  there  is  no  ideal  age  for  surgery, 
repair  should  be  completed  before  school  age. 
More  frequently,  surgeons  are  operating  early  as 
a single  stage  repair  is  conveniently  performed 
at  about  two  years  of  age.  In  a staged  repair 
the  first  operation  can  be  undertaken  as  early  as 
12  or  18  months  of  age.  This  allows  adequate 
time  between  the  first  and  second  procedure. 
Circumcision  should  not  be  performed  in  new- 
borns with  hypospadias,  as  the  foreskin  may  be 
needed  for  reconstruction  of  the  urethra. 

The  objectives  of  reconstruction  are  as  fol- 
lows: 

1.  The  correction  of  chord ee  to  straighten  the 
penile  shaft  before  further  reconstruction  is  un- 
dertaken. 

2.  Creation  of  a functional  urethra  without 
fistula,  stricture,  diverticulum,  or  subsequent  hair 
growth. 

3.  Creation  of  a terminal  urethral  orifice  on 
the  undersurface  of  the  glans  near  the  tip,  allow- 
ing the  child  to  void  straight  while  standing. 

4.  Production  of  a satisfactory  cosmetic  ap- 
pearance. 

The  incidence  and  type  of  postoperative  com- 
plications vary  with  the  expertise  of  the  surgeon 


and  the  technique  used.  In  the  immediate  post- 
operative period  there  may  be  bleeding,  hema- 
toma, infection,  sloughing  of  skin,  or  obstruction 
of  the  urinary  catheter.  Long-term  complica- 
tions include  meatal  stenosis,  urethral  fistula,  and 
formation  of  urethral  stricture  or  diverticulum. 


Although  voiding  function  can  be  easily  as- 
sessed shortly  after  surgerv,  assessment  of  sexual 
function  may  take  years.  Several  studies  have 
indicated  that  the  onset  of  puberty  and  coital 
experience  in  boys  with  hypospadias  parallels 
that  of  the  population  at  large.4'6  However,  a 
significant  number  of  patients  had  a low  fre- 
quency of  intercourse  secondary  to  feelings  of 
inadequacy,  small  penile  size,  and  residual  chor- 
dee.5  Erection  is  usually  adequate  unless  there 
is  persistent  chordee;  ejaculation  was  normal  in 
greater  than  90%  of  patients  with  corrected  hypo- 
spadias.4 


In  conclusion,  hypospadias  is  a congenital  ana- 
tomical anomaly  that  must  not  be  excluded  in  the 
examination  of  the  neonate  and  pediatric  patient. 
It  can  be  surgically  corrected,  thereby  averting 
both  functional  and  psychological  problems  later 
in  life. 
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“Schizophrenia  Reconsidered:  Are  We 
Delivering  What  We  Promised?” 

Baltimore , September  21, 1984 


There  are  no  clear  guidelines  for  treating  the  schizophrenic. 
This  is  because  we  do  not  as  yet  have  a universally  accepted  concept 
of  schizophrenia. 

This  symposium  offers  the  practicing  clinician: 

• A review  of  current  models  for  thinking  about  schizophrenia, 
based  on  biology,  family  theory,  psychoanalytic  theory  and 
learning  theory; 

• The  opportunity  to  participate  in  critical  discussions  of  these 
models  and  their  influence  on  treatment; 

• Presentations  on  the  brain-damaged  model,  expressed  emotion 
therapy,  family  therapy  and  social  skills  training  as  they  relate 
to  schizophrenia;  and 

• Access  to  information  and  viewpoints  that  can  be  put  to  practi- 
cal use  in  the  clinical  setting. 

Our  panel  of  teaching  clinicians  will  include:  moderator  Wolfe 
Adler,  M.D.,  Sheppard  and  Enoch  Pratt  Hosp.;  Samuel  Keith,  M.D., 
NIMH;  John  Boronow,  M.D.,  Sheppard  Pratt;  Gerald  Hogarty,  Ph.D., 
Western  Psychiatric  Inst.;  Robert  Liberman,  M.D.,  Camarillo  St.  Hosp.; 
and  Glenn  Davis,  M.D.,  Case  Western  Reserve. 

This  symposium  is  designed  for  all  clinicians 
practicing  psychotherapy,  and  is  one  of  many  edu- 
cational events  sponsored  by  The  Education  Center 
at  Sheppard  Pratt. 

To  receive  a registration  kit,  or  to  be  notified  of 
future  professional  events,  please  write  or  call:  The 
Education  Center  at  Sheppard  Pratt,  RO.  Box  6815, 

Baltimore,  MD  21204.  (301)  823-8200,  x2257. 
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SHEPPARD  & ENOCH  PRATT 
A COMPREHENSIVE  CENTER 
FOR  TREATMENT, 
EDUCATION  AND  RESEARCH 


PATHOPHYSIOLOGY  OF  GASTRIC  EMPTYING 
IN  HUMANS 


Richard  W.  McCallum,  M.D. 


Gastric  emptying  is  a tug  of  war  between  the 
natural  tendency  of  the  stomach  to  empty  and 
opposing  forces  in  the  stomach  and  small  bowel 
that  retard  emptying.  The  latter  forces  cause 
the  stomach  to  retain  ingested  food  until  it  is 
in  a mushy,  chymous  form,  which  is  capable  of 
passing  through  the  pylorus  into  the  small  bowel 
without  damaging  small  bowel  mucosa  at  a rate 
that  maximizes  absorption  of  nutrients. 

With  respect  to  gastric  emptying,  the  stomach 
behaves  as  if  it  were  composed  of  two  anatomical 
compartments.  (Figure  1)  Liquids,  which  are 
handled  primarily  by  the  gastric  fundus  and  the 
proximal  body,  are  treated  by  the  stomach  in  a 
different  manner  than  solids.  This  specialized 
part  of  the  stomach  has  mechanical  or  muscular 
activity  but  no  electrical  activity.  The  slow  tonic 
contractions  of  this  area  produce  a gradient  be- 
tween the  stomach  and  duodenum  that  results  in 

Dr.  McCallum  is  Associate  Professor  of  Medicine,  Yale  Uni- 
versity School  of  Medicine,  New  Haven,  Connecticut. 


liquids  emptying  from  the  stomach  through  the 
pylorus  into  the  duodenum.  The  stomach  is  able 
to  accept  large  volumes  of  fluid  with  only  mini- 
mal increases  in  pressure.  This  property  of  the 
stomach  to  relax  and  accommodate  such  vol- 
umes is  mediated  through  the  vagus  nerve  by 
dopamine  and/or  gastrointestinal  hormones, 
possibly  vasoactive  intestinal  polypeptide 
(VIP).14  This  property  is  impaired  or  absent 
after  vagotomy.  Consequently,  there  is  rapid 
emptying  or  dumping  of  liquids  into  the  small 
bowel  in  patients  who  have  had  vagotomy  and 
pyloroplasty.50 

We  have  measured  the  rate  of  gastric  emptying 
after  administration  of  variable  volumes  of  liquid 
using  liquid  meals  labeled  with  radioisotopes. 
Initially,  fluid  is  emptied  from  the  stomach  quite 
rapidly.  As  accommodation  and  relaxation  occur, 
the  rate  of  emptying  slows.  Overall,  fluid  meals 
are  emptied  quite  rapidly,  with  more  than  half 
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GASTRIC  EMPTYING  OF  LIQUIDS 
AND  DIGESTIBLE  SOLIDS 


* SLOW  CONTRACTIONS  (DURATION  / TO  3 MINUTES) 
WITH  SUPERIMPOSED  RAPID  CONTRACTIONS 


• SLOW  MUSCULAR  CONTRACTIONS 
GENERATE  BASAL  GASTRIC 
PRESSURE.  GASTRIC  DUODENAL 
PRESSURE  GRADIENT  RESPON- 
SIBLE FOR  LIQUID  EMPTYING. 


• INHIBITION  OF  SLOW  CONTRACTIONS 
ALLOWS  RECEPTIVE  GASTRIC  RE  - 
LAXATION. 


• GASTRIC  PACEMAKER  ELECTRICAL 
ACTIVITY  ABORALLY  CONDUCTED 


Propogoted  PocemokerPotenlol 
with  Superimposed  Action  Potentials 


Peristaltic  Contractions 


PERISTALTIC  CONTRACTIONS  TRITURATE  DIGESTIBLE  SOLiDS  TO  NEAR  LIQUIFIED  FORM 


FIGURE  1 

Graphic  representation  of  the  physiology  of  gastric  emptying  with  normal  pacesetter  potentials 
at  3-4  cycles  per  minute  originating  at  the  pacemaker  and  superimposed  spike  potentials  rep- 
resenting gastric  contractions  of  the  antrum.  Slow  wave  contractions  are  represented  in  the 
proximal  stomach  with  superimposed  rapid  contractions. 


of  the  gastric  contents  of  water  being  cleared  in 
20  minutes.  As  calories  are  added  to  the  meal, 
the  rate  is  slowed.7 

The  emptying  of  solids  from  the  stomach  is 
quite  different.  ( Figure  1 ) High  up  on  the  gas- 
tric curvature  is  an  area  referred  to  as  the  gastric 
pacemaker,  an  area  of  specialized  smooth  muscle, 
which  is  capable  of  spontaneously  depolarizing, 
an  event  that  sometimes  may  be  accompanied 
by  contraction  of  gastric  musculature.  The  basal 
rate  of  three  to  four  electrical  events  per  minute 
occurs  at  all  times.8  The  rate  increases  to  12  elec- 
trical events  per  minute  in  the  duodenum,  and 
slows  to  around  nine  per  minute  in  the  ileum. 
Depending  on  the  physiologic  demands  placed 
on  the  stomach,  these  electrical  events  may  or 
may  not  be  accompanied  by  a muscular  contrac- 
tion. Muscular  contractions  accompanying  the 
electrical  event  occur  most  frequently  after  in- 
gestion of  food.  These  muscular  contractions 
sweep  down  the  antrum  in  a ring-like  pattern, 
squeezing  the  food  down  toward  the  pylorus. 
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In  its  contracted  state,  the  pylorus  will  not  ac- 
cept food  that  is  greater  than  2 mm  in  size.9  When 
encountering  the  relatively  closed  pylorus,  food 
is  refluxed  back  toward  the  gastric  antrum,  becom- 
ing progressively  ground  up  and  mixed.10  Over 
time,  a chymous  liquid  mixture  is  developed  that 
can  pass  through  the  pylorus. 

Gastric  emptying  of  solids  is  “linear”11  as  op- 
posed to  the  “exponential”12  emptying  of  liquids. 
The  rate  of  gastric  emptying  of  any  particular 
meal  depends  on  the  caloric  content  of  the  meal.7 
There  are  inhibitory  receptors  in  the  duodenum 
and  jejunum,  the  major  one  being  the  fat  recep- 
tor. There  are  also  acid  and  osmotic  receptors, 
and  perhaps  receptors  for  amino  acids  such  as 
tryptophan.  The  action  of  these  receptors  is 
mediated  by  gastrointestinal  hormones  that  are 
released  from  the  duodenum  and  jejunum  in  re- 
sponse to  contact  with  digestive  products.  For 
instance,  after  a fatty  meal,  lipase  acts  on  dietary 
fat  and  the  resultant  triglycerides  (particularly 
of  medium  chain  lengths)  stimulate  the  fat  re- 

Del  Med  Jrl,  August  1984 — Vol  56,  No  8 


Pathophysiology  of  Gastric  Emptying  in  Humans — McCallum 


ceptors  in  the  duodenum  and  jejunum  to  release 
cholecystokinin  and  somatostatin  (hormones  that 
inhibit  further  gastric  motility).  There  may  be 
a satiety  hormone  or  hormones  that  not  only 
slows  gastric  motility  but  also  gives  us  a feeling 
of  satiety  via  its  action  on  a central  nervous  sys- 
tem satiety  center.  Cholecystokinin,  found  in 
both  the  brain  and  the  gut,  may  be  such  a hor- 
mone. 

Gastric  motility  changes  in  the  time  span  be- 
tween meals.  Phase  I commences  about  1M  to  2 
hours  after  a meal.  Gastric  contractions  de- 
crease from  three  per  minute  to  only  one  every 
four  or  five  minutes,  even  though  the  electrical 
pacemaker  continues  to  fire  at  its  usual  fixed  rate 
of  three  cycles  per  minute.  This  phase  lasts  for 
about  an  hour  or  so.  During  Phase  2,  which 
lasts  about  half  an  hour,  more  motility  is  present. 
This  leads  into  a five  to  15  minute  period  of  the 
interdigestive  motor  complex  (Phase  3),  which 
is  referred  to  as  the  “housekeeper  of  the  intes- 
tine.”13 Beginning  at  the  pacemaker  level  in  the 
stomach,  motor  activity  at  three  contractions  per 
minute  sweeps  down  to  the  cecum,  accompanied 
by  increased  gastric  acid  output,  bile  secretion, 
and  pancreatic  flow.  This  collects  food,  fiber, 
and  other  contents  of  the  gastrointestinal  tract. 
It  also  probably  helps  to  remove  bacteria  from  the 
upper  gastrointestinal  tract.  This  Phase  3 ac- 
tivity may  correlate  with  hunger  pains. 

These  relative  differences  in  the  rate  of  gastric 
emptying  during  the  day  help  to  explain  such 
observations  as  the  variable  time  of  peak  blood 
sugar  levels  during  oral  glucose  tolerance  testing, 
and  provide  a rationale  for  why  medications 
should  be  ingested  with  meals,  standardizing  the 
time  period  over  which  medication  will  be  ab- 
sorbed. Pills  or  capsules  ingested  in  the  fasting 
state  may  or  may  not  be  emptied  from  the  inac- 
tive stomach  at  a predictable  rate.  Abnormalities 
of  the  Phase  3 aspect  of  the  interdigestive  cycle 
have  been  found  in  patients  who  are  predisposed 
to  forming  bezoars,  as  well  as  diabetics  with 
gastric  stasis. 

Assessment  of  Gastric  Emptying 

A variety  of  techniques  have  been  used  to 
measure  gastric  emptying  over  the  years.  Frac- 
tional test  meals  and  nonabsorbable  dye  meals 
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require  use  of  a complicated  tube  system  with 
openings  in  the  stomach  and  in  the  small 
bowel.12'1416  The  system  can  monitor  the  rate 
at  which  dye  and  fluid  moves  down  the  small 
bowel.  Unfortunately,  it  is  usually  limited  to 
liquid  meals,  as  particles  cannot  fit  through  the 
lumens  of  most  of  these  tubes.  The  barium  swal- 
low and  upper  GI  series  is  a good  way  of  looking 
at  anatomy,  but  it  is  a liquid  marker  and  limits 
observations  on  phvsiologv  of  gastric  emptying 
to  liquids.  Although  it  will  exclude  obstruction 
of  the  pylorus,  it  gives  little  information  as  to 
the  ability  of  the  stomach  to  grind,  mix,  and  pro- 
pel solid  food.  The  “barium  burger”  meal  mea- 
sures the  rate  at  which  barium  leaves  the  stomach 
in  the  presence  of  a hamburger.  It  is  less  easily 
measured  and  often  requires  extensive  radiation 
exposure. 

Recently,  we  and  others  have  used  radio- 
isotopes to  label  solid  meals  and  follow  their 
progress  through  the  stomach  and  small  intestine. 
Initially,  results  were  complicated  by  the  fact 
that  the  isotope  would  dissociate  itself  from  the 
solid  phase  of  the  meal  and  enter  into  the  liquid 
phase.17  This  difficulty  was  overcome  by  ad- 
ministering chicken  liver  from  chickens  injected 
with  technetium-sulfur-colloid  a half  hour  prior 
to  sacrifice.  The  technetium  would  be  bound 
to  cytoplasmic  proteins  in  the  Kupffer  cells  of  the 
liver  and  thus  would  be  tightly  bound  to  the 
solid  phase  of  the  meal.11  Using  this  technique, 
we  documented  that  after  ingestion  of  a solid 
meal,  foods  left  the  stomach  very  slowly,  so  that 
scanning  the  abdomen  two  hours  later  showed 
approximately  50%  of  the  food  in  the  small  bowel 
and  50%  still  in  the  stomach.  (Figure  2)  We 
then  combined  a liquid  isotope  marker  with  our 
solid  phase  isotope  marker,  in  order  to  evaluate 
the  emptying  rate  of  liquids  and  solids  in  com- 
bined meals.  For  our  liquid  phase,  we  used 
indium,  because  indium  (In111)  has  a different 
gamma  phase  peak  than  technetium.  The  total 
radiation  exposure  is  equivalent  to  a chest  x-ray. 
Figure  3 shows  that  liquids  have  almost  com- 
pletely emptied  from  the  stomach  at  one  hour 
and  are  at  the  cecum  at  two  hours,  while  gastric 
emptying  of  solids  is  only  partially  complete. 

In  theory,  proximal  gastric  motility  disturb- 
ances could  lead  to  solid  and  liquid  retention 
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NORMAL  GASTRIC  EMPTYING  RESULT 


( Isotope -Labeled  Chicken  Liver  Meal ) 
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FIGURE  2 

A series  of  scintiscans  demon- 
strating gastric  emptying  of  a 
solid  meal  (Technetium99"1  label- 
ed chicken  liver),  at  one,  30,  60, 
90  and  120  minutes  from  the  be- 
ginning of  the  study  in  a normal 
subject.  A significant  amount  of 
isotope  can  be  appreciated  in 
the  small  intestine  after  two 
hours. 


due  to  the  inability  to  evacuate  the  chymous- 
like  triturated  solids  secondary  to  the  decreased 
gastroduodenal  pressure  gradient.  While  iso- 
lated antral  motility  abnormalities  and  hence 
gastric  stasis  for  solids  are  well  recognized,  there 
is  no  clinical  entity  resulting  in  isolated  liquid 
retention.  However,  a combined  impairment  of 
solid  and  liquid  emptying  may  be  observed, 
usually  in  more  severe  or  advanced  cases,  eg, 
diabetic  gastroparesis.  Liquid  emptying  may 
even  be  rapid  (dumping)  while  solids  are  slow, 
as  in  gastric  stasis  occurring  after  partial  gastric 
reseotions  and  a Billroth  I or  II  anastomosis  plus 
or  minus  a vagotomy. 

On  a practical  basis,  gastric  emptying  of  solid 
foods  is  the  most  sensitive  test  for  gastric  stasis. 
This  technique  has  now  been  modified  in  our 
laboratory  to  obviate  the  need  for  animal  sacri- 
fice. Cooked  cubes  of  commercially  obtained 
chicken  liver  can  be  injected  with  "Tc-sulfur 
colloid  and  then  mixed  with  beef  stew  and  wa- 
ter. Gastric  emptying  rates  in  normal  subjects 
were  similar  to  the  sacrificed  chicken  liver  tech- 
nique. This  meal  would  be  ideal  for  adaptation 
to  community  hospital  nuclear  medicine  facilities 
and  capabilities. 

Gastric  Stasis  Syndromes— A Discussion  of 
Etiologies,  Diagnosis,  and  Treatment 

All  of  the  subsequent  discussion  depends  on 
having  previously  excluded  a mechanical  ob- 
struction to  gastric  emptying.  Therefore,  a barium 
study  must  be  done  prior  to  any  of  these  studies 


of  gastric  emptying.  Slow  gastric  emptying 
may  be  found  in  a number  of  clinical  settings 
not  associated  with  mechanical  gastric  outlet 
obstruction,  some  of  which  may  be  transient. 
(Table  1)  In  addition,  many  patients  receive 
a variety  of  medications  that  may  affect  the  in- 
terpretation of  a gastric  emptying  study.  These 
include  the  nicotine  content  of  cigarettes,  nar- 
cotics, anticholinergic  medications,  antidepres- 
sant medications,  L-dopa,  progesterone  and  pro- 
gestational agents  in  birth  control  pills.  Calcium 
channel  blocker  drugs  such  as  nifedipine  may 
also  impair  gastrointestinal  motility.  Patients 
with  disorders  of  gastric  emptying  usually  have 
a constellation  of  symptoms,  such  as  early  satiety, 
bloating,  belching,  nausea,  and  vomiting.  Ab- 
dominal pain  may  be  explained  by  gastric  dis* 
tention  if  organic  etiology  either  in  the  stomach, 
duodenum,  biliary  tree,  or  pancreas  can  be  ex- 
cluded. 

Gastric  stasis  in  diabetic  patients  is  a phenom- 
enon originally  suspected  over  50  years  ago.  In 
1958,  the  term  diabetic  gastroparesis  was  coined. 
Some  discrepancy  has  arisen  in  the  incidence 
of  diabetic  gastroparesis,  mainly  through  varia- 
tions in  patient  selection  and  the  obvious  limita- 
tions in  quantitating  gastric  retention  by  radio- 
logic  techniques.  Gastric  emptying  can  now  be 
accurately  quantitated  using  radioisotope  labeled 
test  meals. 

Initially,  it  was  thought  that  diabetic  gastro- 
paresis resulted  from  a vagal  neuropathy.  How- 
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TABLE  1 


ETIOLOGY  OF  DELAYED  GASTRIC 
EMPTYING 

Pharmaceutical  Agents  and  Hormones 

Opiates  including  endorphins  and  narcotics 
(e.g.,  morphine) 

Anticholinergics 
Tricyclic  antidepressants 
Beta-adrenergic  agonists 
Levodopa 

Aluminum  hydroxide  antacids 
Gastrin,  cholescytokinin,  somatostatin 

Acute  or  Transitory  Gastric  Retention 

Postoperative  ileus 
Viral  gastroenteritis 
Hyperglycemia  and  other  metabolic 
abnormalities 
Elemental  diets 
Total  parenteral  nutrition 
Cigarette  smoking 

Chronic  or  Prolonged  Gastric  Retention 

Diabetes  mellitus 
Post-Gastric  Surgery 

Truncal  vagotomy  with  or  without 
pyloroplasty 

Super  selective  or  gastric  vagotomy  with 
or  without  pyloroplasty 
Antrectomy  or  subtotal  gastrectomy 
Gastroesophageal  reflux 
Aonlorhydria  and  atrophic  gastritis  with  or 
without  pernicious  anemia 
Anorexia  nervosa 
Gastric  ulcer  disease 
Amyloidosis 

Progressive  systemic  sclerosis 
Idiopathic  intestinal  pseudo-obstruction 
Systemic  lupus  erythematosus 
Dermatomyositis 
Myotonia  dystrophia 
Progressive  muscular  dystrophy 
Familial  dysautonomia 
Idiopathic  gastroparesis— gastric 
dysrhythmias 


ever,  vagotomy  usually  produces  rapid  liquid 
emptying  or  dumping,  not  characteristic  of  dia- 
betic patients.18  The  syndrome  is  thought  to 
result  from  abnormal  metabolic  products  that 
accumulate  in  diabetic  patients.  Myoinositol,  a 
necessarv  part  of  the  nerve  unit,  has  been  ele- 
vated in  the  urine  of  poorly  controlled  diabetics 
and  is  normal  in  the  normoglycemic  state.  An 
inverse  correlation  has  also  been  observed  be- 
tween blood  glucose  and  gastric  emptying  rate. 
It  has  been  proposed  that  elevated  somatostatin 
levels  may  contribute  to  the  gastric  stasis  found 
in  diabetics. 

The  basic  defect  may  be  impaired  neural  con- 
trol; the  rate  and  duration  of  antral  contractions 
are  diminished  in  diabetic  gastroparesis.  Phase 
3 interdigestive  myoelectric  activity,  usually  prop- 
agated through  the  upper  gastrointestinal  tract 
to  the  distal  ileum,  was  found  to  be  absent  in 
the  stomach  of  symptomatic  diabetic  patients,19 
suggesting  the  stomach  does  not  respond  or  re- 
sponds poorly  to  existing  neural  stimuli.  Further 
evidence  of  neurogenic  origin  is  substantiated 
by  the  re-establishing  of  Phase  3 activitv  after 
metoclopramide  administration ,20’21 

Chronic  gastric  stasis  occurs  by  the  mecha- 
nisms discussed.  However,  acutely  uncontrolled 
diabetics  in  ketoacidosis  or  nonketotic  hypero- 
smolar states  may  develop  transitory  gastric 
stasis.  The  nausea  and  vomiting  of  these  situa- 
tions are  transient  and  can  be  attributed  to  the 
metabolic  imbalance. 

Gastroparesis  mav  occur  in  asymptomatic  pa- 
tients and  mav  be  insidious  in  onset,  disclosed 
only  by  radiographic  studies.  In  some  patients, 
the  stasis  eventually  progresses  to  persistent 
vomiting  and  weight  loss.  This  usually  occurs 
in  conjunction  with  evidence  of  advancing  dis- 
ease elsewhere  and  an  accompanying  peripheral 
neuropathy.  Gastric  stasis  in  this  clinical  setting 
adversely  affects  control  of  the  underlying  dia- 
betes; hyperglycemia  also  impairs  gastric  motil- 
ity. To  overcome  this  “vicious  cycle”  and  to 
facilitate  control  of  the  diabetes,  restoration  of 
gastrointestinal  function  is  instrumental  for  ade- 
quate metabolic  control. 

Tn  diagnosing  this  problem,  we  cannot  depend 
on  the  upper  GI  series.  Many  diabetics  with 
viscera]  neuropathv  and  impaired  gastric  mo- 
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tility  will  have  normal  upper  GI  studies  without 
any  gastric  retention.  Therefore,  the  most  ef- 
fective technique  for  diagnosing  this  problem  is 
an  isotope-labeled  meal  with  gastric  scanning.17 
In  this  example  from  a patient  with  diabetic  gas- 
troparesis,  none  of  the  food  has  passed  the  py- 
lorus two  hours  after  a solid  meal.  (Figure  3) 

Attempts  to  control  the  blood  glucose  to  im- 
prove neuropathy  have  minimal  benefit  over  the 
short  term.  Urecholine  ( Bethanechol ) has  been 
used  with  no  consistent  benefit.22  23  Metoclopra- 
mide  (Reglan)  is  currently  the  treatment  of 
choice,2124  and  domperidone,  a peripheral  dopa- 
mine antagonist  that  does  not  have  central  ner- 
vous system  effects  and  does  not  raise  prolactin 


levels,  is  presently  in  experimental  use  in  this 
country.25-27 

Surgery  is  rarely  indicated  to  correct  gastric 
stasis  in  a diabetic.28  Occasionally  surgery  is 
required  for  a bleeding  gastric  ulcer  or  for  plac- 
ing a small  bowel  feeding  tube.  Antrectomies 
and  pyloroplasty  are  not  thought  to  be  useful  in 
diabetic  patients  as  treatment  for  gastric  stasis. 

The  mechanism  of  metoclopramide’s  action  on 
the  gastrointestinal  tract  is  related  to  its  effect 
as  a dopamine  antagonist.29  Dopaminergic  re- 
ceptors in  the  gastrointestinal  tract  inhibit  gut 
motility;30’31  therefore,  metoclopramide  tends 
to  promote  gut  motility.  In  addition,  metoclo- 
pramide augments  cholinergic  activity  in  the  gut 


GASTRIC  EMPTYING  IN 
DIABETIC  GASTROPARESIS 
(Dual  Isotope  Technique) 


NORMAL  SUBJECT 


60  min. 
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120  min. 


DIABETIC  GASTRIC 
STASIS  PATIENT 

Solid  / Liquid 


I min . 


f * 


60  min. 
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120  min. 


FIGURE  3 

Demonstration  of  scintiscans  rep- 
resenting both  liquid  and  solid 
emptying  using  dual  isotope 
technique  with  Indium111  and 
Technetium99"1,  respectively,  at 
one  minute  and  at  60  and  120 
minutes  from  the  beginning  of 
the  study  in  a normal  subject  and 
a patient  with  diabetic  gastric 
stasis.  A significant  amount  of 
isotope  in  both  liquid  and  solid 
phase  is  seen  leaving  the  stomach 
of  the  normal  subject  depicted  in 
the  left  column.  On  the  right, 
there  is  slow  liquid  emptying 
and  the  solid  component  is  al- 
most completely  retained  in  the 
stomach  of  the  patient. 


458 


Del  Med  Jrl,  August  1984 — Vol  56,  No  8 


Pathophysiology  of  Gastric  Emptying  in  Humans — McCallum 


by  augmenting  acetylcholine  release  and  sensi- 
tizing muscarinic  receptors.32'33  In  addition  to 
stimulating  gastric  contraction,  the  advantage  of 
metoclopramide  over  cholinergic  agents  such  as 
urecholine  is  that  it  augments  small  bowel  mo- 
tility and  seems  to  coordinate  the  progression  of 
food  from  the  stomach  to  the  duodenum.34 

Another  level  of  action  of  metoclopramide  is 
its  central  antiemetic  effect.35  This  action  may 
be  of  importance  in  controlling  the  symptoms  of 
many  patients  with  gastric  motility  disorders. 
This  benefit  may  be  lost  in  newer  dopamine  an- 
tagonists that  do  not  have  a central  nervous 
system  action. 

Diabetic  patients  on  metoclopramide  show  im- 
proved gastric  emptying  for  solids. 24,36'3S  In  a 
double-blind  crossover  trial  in  which  subjects 
were  given  metoclopramide  or  placebo  for  three 
weeks,  symptoms  improved  by  about  60%  in  the 
test  group.  Therefore,  other  modalities  of  ther- 
apy for  gastric  stasis,  including  dietary  manipu- 
lation, are  still  necessarv. 

If  an  antrectomy  is  done  as  part  of  a Billroth 
II  gastrectomy,  patients  are  often  subject  to  rapid 
gastric  emptying  or  dumping  syndrome.  How- 
ever, for  reasons  that  are  unknown,  approxi- 
mately 3%  to  5%  of  patients  will  have  gastric  sta- 
sis after  an  antrectomy  and  vagotomy.39  Some 
of  these  patients  had  preoperative  gastric  reten- 
tion, which  was  the  primary  indication  for  oper- 
ation. Perhaps  this  chronic  distention  somehow 
changes  the  mechanical  characteristics  of  the 
stomach,  contributing  to  the  postoperative  prob- 
lem with  gastric  stasis.  Another  possibility  is 
that  resections  alter  the  gastric  pacemaker  in 
the  antrum  and,  along  with  vagotomy,  impair 
gastric  motility. 

Metoclopramide  therapy  also  seems  to  be  ef- 
fective for  patients  with  postantrectomy  gastric 
retention.40-42  In  a double-blind  study,  there 
was  significant  improvement  in  the  rate  of  gastric 
emptying  in  patients  suffering  from  postoperative 
gastric  stasis.  Unlike  the  diabetics,  many  of 
these  patients  can,  over  time,  be  weaned  from 
the  metoclopramide  without  recurrence  of  symp- 
toms. 

In  investigating  gastric  emptying,  we  have 
identified  slow  gastric  emptying  in  the  patho- 
physiology of  some  clinical  states  where  pre- 
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viously  this  role  had  not  been  appreciated.  In 
our  studies  of  patients  with  reflux  esophagitis 
using  the  isotope-labeled  chicken  liver  meal, 
60%  of  our  patients  with  esophageal  reflux  have 
delayed  gastric  emptying.43'44  These  patients 
may  have  no  symptoms  specific  for  gastric 
stasis,  although  questioning  frequently  reveals 
symptoms  of  bloating,  distention,  or  nausea  in 
addition  to  heartburn.  Their  emptying  of 
liquids  is  normal,  but  their  antral  motilitv  for 
handling  of  solids  is  impaired. 

We  believe  that  reflux  esophagitis  is  actually 
a heterogeneous  disorder,  and  that  a significant 
percentage  of  these  patients  have  their  disease 
exacerbated  by  impaired  gastric  motility  with 
accumulation  of  food  and  acid  and  subsequent 
esophageal  reflux.  Patients  with  impaired  gas- 
tric emptying  who  accumulate  acid  in  the  stom- 
ach may  have  reflux  even  in  the  presence  of  a 
normal  lower  esophageal  sphincter.  The  sub- 
sequent reflux  may  eventually  cause  esophagitis, 
which  in  turn  may  cause  lower  esophageal 
sphincter  dysfunction.  Bile  reflux  through  the 
duodenum  mav  contribute  to  esophageal  reflux. 
Patients  with  reflux  esophagitis  should  eat  only 
small  meals,  avoid  fat,  and  not  eat  meals  late  at 
night  before  they  lie  down.  Besides  using  ant- 
acids for  treating  esophageal  reflux,  cholinergic 
agents,  such  as  bethanecol  and  more  recently 
metoclopramide,  have  been  used.  Metoclopra- 
mide accelerates  gastric  emptying  and  improves 
symptoms  of  reflux  in  patients  with  motility  dis- 
orders more  effectively  than  does  bethanecol. 
Even  in  patients  with  normal  gastric  motility 
and  esophageal  reflux,  metoclopramide  therapy 
accelerates  gastric  emptying.  It  is  beneficial  by 
reducing  gastric  acid  content  and  sweeping  bile 
down  the  duodenum  as  well  as  by  increasing 
lower  esophageal  sphincter  pressure.45  46 

Another  group  of  patients  with  altered  gut 
motility  are  those  with  pernicious  anemia.47 
Again,  emptying  of  liquids  is  normal,  but  solid 
food  tends  to  be  retained  in  the  stomach.48  In 
studying  these  patients,  we  found  that  by  using 
an  infusion  of  acid  and  pepsin  with  a solid  meal, 
gastric  motility  can  be  improved  by  about  20%.49 
However,  with  metoclopramide,  gut  motility  can 
be  returned  to  normal  even  in  the  absenoe  of 
acid.  We  feel  that  atrophic  gastritis  impairs 
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motor  function  and  that  improving  motility  is 
more  beneficial  for  digestion  than  replacing 
acid.  This  is  important  for  understanding  the 
increased  incidence  of  cancer  in  patients  with 
pernicious  anemia.  If  gastric  levels  of  nitro- 
samines  and  increased  bacteria  concentrations  in 
the  upper  gastrointestinal  tract  are  increased  in 
pernicious  anemia  patients  because  of  decreased 
gastric  motility,  clearing  away  these  carcinogens 
more  quickly  by  accelerating  gut  motility  may 
very  well  reduce  the  chances  for  gastric  malig- 
nancy. 

Women  with  anorexia  nervosa  frequently  have 
complaints  of  post-prandial  bloating,  fullness,  nau- 
sea, and  vomiting.  Could  they  have  a disorder 
of  altered  gut  motility?  Although  we  found 
these  women  had  slow  gastric  emptying  of  solids, 
there  was  normal  emptying  of  liquids.50  We  do 
not  know  if  this  is  a primary  effect  or  related 
to  the  state  of  malnutrition  of  most  of  these  pa- 
tients.51 Those  patients  we  restudied  after  they 
gained  weight  still  have  altered  motility.  We  pres- 
ently are  treating  anorexic  patients  with  meto- 
clopramide,  in  addition  to  psychotherapy,  and 
have  been  able  to  improve  rates  of  gastric 
emptying.50 

Many  clinical  conditions  not  previously  im- 


plicated in  delayed  gastric  emptying  are  now 
recognized  entities  in  the  differential  diagnosis. 
Increased  awareness  of  the  disorder,  radionuclide 
scintigraphic  studies,  and  pharmacotherapeutic 
trials  have  opened  the  doors  for  diagnosis  of 
gastric  emptying  disorders.  One  other  advance 
has  been  responsible  for  delineating  a recently 
defined  contribution  to  these  patients  termed 
“idiopathic  gastric  stasis.”  Electrogastrography, 
performed  by  intraoperative  placement  of  serosal 
surface  electrodes  and  peroral  suction  electrodes 
at  specialized  centers,  has  demonstrated  gastric 
dysrhythmias,  which  may  alter  the  flow  of  gas- 
tric contents.  Employing  these  electrodes,  elec- 
tromechanical events  such  as  tachygastria  and 
tachydysrhythmia  have  been  described.52,53 

Physiologically  the  gastric  pacemaker  emits 
pacesetter  potentials  at  about  three  to  four  cycles 
per  minute.  Potentials  occurring  at  greater  fre- 
quency with  similar  wave  form  morphology  and 
intervals  are  known  as  tachygastria.  Those  ab- 
normally rapid  potentials  with  irregular  intervals 
and  varying  morphology  are  termed  tachydysrhy- 
thmias.  These  abnormal  electromechanical  events 
are  believed  to  originate  from  an  ectopic  antral 
pacemaker  and  potentially  are  capable  of  cepha- 
lad  movement  of  gastric  contents  leading  to  re- 
gurgitation or  vomiting.  Dyssynchrony  between 
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peutic benefits  available  at  the 
present  time. 
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gastric  and  intestinal  segments  prevents  passage 
of  gastric  contents  beyond  the  pylorus  or  proxi- 
mal small  intestine  leading  to  a protracted  course 
of  vomiting  without  any  obvious  etiology.  In 
some  cases,  this  had  led  to  performance  of  a 
gastrojejunostomy  and/or  antrectomy  because  of 
refractoriness  to  pharmacologic  agents.  These 
situations  are  fortunately  very  infrequent  but 
mav  lead  to  an  incapacitating  clinical  status  with 
nausea,  vomiting,  and  weight  loss.  An  outline 
of  the  diagnostic  and  treatment  approach  in 
these  difficult  patients  is  shown  in  Figure  4.  em- 
phasizing the  methodical  approach.  The  fre- 
quency of  dvsrhvthmias  as  a cause  of  “idiopathic” 
gastric  stasis  can  be  determined  only  after  ex- 
tensive prolonged  electrical  monitoring  in  nor- 
mals as  well  as  patients. 

Rapid  Gastric  Emptying 

Rapid  gastric  emptying  has  been  associated 
with  duodenal  ulcer.54  Accelerated  emptying 
of  acid  into  the  duodenum  may  be  a primary 
process  facilitating  ulcer  formation.55  On  the 
other  hand,  the  presence  of  a duodenal  ulcer 
mav  impair  the  physiologic  inhibition  of  gastric 
emptying  bv  acid  or  nutrients,  resulting  in 
rapid  gastric  emptying.  Gastric  emptying  studies 
after  ulcer  healing  are  necessary  to  clarify  this 
association.  Although  rapid  gastric  emptying 
may  be  important  in  the  pathogenesis  of  duo- 
denal ulcers,  this  motility  abnormality  is  rela- 
tively asymptomatic. 

The  Zollinger-Ellison  syndrome  is  associated 
with  rapid  gastric  emptying  of  both  liquids  and 
solids.56  57  The  mechanism,  again,  is  unclear, 
but  may  be  due  to  defective  inhibitory  processes 
due  to  extensive  duodenal  and  proximal  inflam- 
mation. Cimetidine  does  not  normalize  gastric 
emptying,  indicating  that  acid  hypersecretion  is 
not  the  cause  of  the  accelerated  emptying.57 
Although  the  diarrhea  usually  experienced  by 
Zollinger-Ellison  patients  is  multifactorial,  rapid 
gastric  emptying  may  very  well  be  a contribut- 
ing factor. 

A certain  proportion  of  patients  with  gastro- 
enterostomy, partial  gastrectomy,  vagotomy  with 
pyloroplasty  or  antrectomy,  or  proximal  gastric 
vagotomy  experience  a postprandial  symptom 
complex  known  as  the  dumping  syndrome.  The 
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early  dumping  symptoms  are  those  of  epigastric 
fullness  and  pain,  nausea,  vomiting,  diarrhea, 
and  weakness  occurring  ten  to  30  minutes  after 
meals.  Symptoms  of  palpitation,  diaphoresis, 
and  weakness  occurring  one  to  three  hours  after 
meals  are  late  dumping  svmptoms  and  are 
thought  to  be  due  to  hypoglycemia.  The  inci- 
dence of  dumping  syndrome  is  difficult  to  as- 
certain because  of  the  varying  criteria  used  for 
its  diagnosis.  After  proximal  gastric  vagotomy, 
the  incidence  may  be  as  low  as  0.9%,58  whereas 
after  truncal  vagotomy  and  antrectomy,  it  may 
be  as  high  as  22%.59  It  has  been  stated  that  after 
truncal  or  selective  vagotomy  with  drainage, 
symptoms  of  dumping  can  be  elicited  in  10%  to 
30%  of  patients,  but  severe  symptoms  are  present 
in  less  than  5%.60 

Malabsorptive  states,  such  as  pancreatic  exo- 
crine insufficiency  and  celiac  sprue,  may  con- 
ceivably cause  rapid  gastric  emptying.  Since 
small  bowel  inhibitory  receptors  are  more  sensi- 
tive to  fatty  acids  than  whole  fat,  maldigestion 
of  fat  would  theoretically  cause  less  inhibition 
of  gastric  emptying.  Some  studies,  however, 
noted  normal  gastric  emptying  of  liquids  in  pa- 
tients with  pancreatic  exocrine  insufficiency.61 
Celiac  sprue,  with  its  defective  release  of,  or 
response  to,  cholecystokinin  may  cause  accelera- 
tion of  gastric  emptying,  but  this  has  yet  to  be 
demonstrated. 

In  the  past,  hyperthyroidism  was  often  listed 
as  a cause  of  rapid  gastric  emptying.  A recent 
study,  however,  has  shown  that  the  emptying 
rates  of  liquids  and  solids  are  normal  in  hyper- 
thyroidism.62 

Therapy  of  Rapid  Gastric  Emptying  Disorders 

Dumping  syndrome  is  the  only  disorder  of 
rapid  gastric  emptying  that  warrants  therapy  di- 
rected specifically  at  the  emptying  problem.  Die- 
tary manipulations,  such  as  frequent  small  feed- 
ings, temporally  separating  solid  from  liquid  in- 
take, and  decreasing  carbohydrate  intake,  may  re- 
duce, but  rarely  eliminate,  the  symptoms  of  dump- 
ing. Codeine  and  other  opiates  delay  both  solid 
and  liquid  emptying  and  can  alleviate  some  of  the 
dumping  manifestations.  Pectin,  a type  of  dietary 
fiber,  causes  some  symptomatic  improvement,  as 
well  as  delayed  liquid  emptying  in  dumping 
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patients.63  The  mechanism  of  pectin’s  action 
is  not  clear.  Acarbose,  a disaccharidase  inhibi- 
tor, may  also  be  an  efficacious  agent  in  dumping 
syndrome  and  is  currently  undergoing  therapeu- 
tic trials.64  Remedial  surgery  for  the  dumping 
syndrome  has  had  unpredictable  results  and 
cannot  be  recommended  at  this  time.65 
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PREADMISSION  REVIEW: 

WHY  THESE  FOUR  DIAGNOSES? 

Delaware  physicians  recently  received  a letter 
from  the  Delaware  Review  Organization,  Inc., 
(DELRO),  concerning  preadmission  review  for 
Medicare  patients.  Having  dealt  with  the  so-called 
wisdom  of  federal  policymakers  for  the  last  eight 
years  in  the  End-Stage  Renal  Disease  Program, 
I should  not  have  been  surprised  that  prospective 
reimbursement  did  not  descend  upon  us  entirely 
as  billed.  We  were  all  made  aware  of  postadmis- 
sion review  being  an  integral  part  of  DRGs  and 
have  since  felt  the  threat  of  “imprisonment,  fine, 
or  civil  penalties”  as  we  have  signed  our  names 
to  face  sheets  attesting  to  final  diagnoses.  Now, 
we  are  being  informed  that  we  also  are  to  live 
with  preadmission  review  for  four  medical  diag- 
noses and  for  multiple  surgical  procedures. 

As  I perused  the  letter,  I was  troubled  by  sev- 
eral aspects.  Physicians  are  told  to  call  prior  to 
the  admission  of  any  patient  who  has  one  of  the 
targeted  diagnoses  or  needs  to  undergo  one  of 
the  stated  procedures.  Since  a physician  con- 
sultant does  not  become  involved  unless  the  case 
does  not  meet  certain  criteria,  the  initial  decision, 
based  on  these  criteria,  is  made  by  a clerk  or 
nurse.  Why  shouldn’t  the  criteria  be  made 
available  to  all  physicians,  allowing  them  to 
make  the  initial  decision  using  the  DELRO  phy- 
sician consultant  only  if  there  appears  to  be  a 
question  regarding  the  validity  of  the  admission? 
Is  this  an  attempt  to  discourage  admissions  by 
making  the  procedure  cumbersome? 

We  are  told  that  the  physician  consultant’s 
decision  on  admission  is  nonbinding,  and  only 
the  postdischarge  review  will  decide  payment. 
Why  then  is  it  necessary?  No  matter  how  strongly 
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physicians  feel  about  the  necessity  for  their  pa- 
tients’ admissions,  thev  cannot  help  but  feel 
somewhat  intimidated  bv  a “nonbinding”  pre- 
admission denial.  Is  this  intimidation  intended? 
Will  we  be  made  to  feel  that  only  those  patients 
who  will  be  severely  disabled  or  will  die  without 
hospitalization  should  be  admitted?  If  the 
DELRO  consultant  reviewing  a case  over  the 
phone  decides  his  judgment  on  admission  is  more 
sound  than  the  attending  physician  familiar  with 
the  patient,  will  the  consultant  be  willing  to 
convey  this  decision  by  phone  to  the  patient  and 
to  the  patient’s  family?  Will  this  decision  be 
conveyed  in  writing  to  the  patient  and  the  at- 
tending physician,  should  harm  result  from  the 
patient  not  being  admitted? 

Preadmission  review  is  available  from  9 AM 
to  5 PM,  Monday  through  Friday  excepting  holi- 
days. The  only  potential  benefit  for  preadmis- 
sion review  to  the  patient,  hospital,  and  attend- 
ing physician  is  some  reassurance  that,  if  ap- 
proved prior  to  admission,  the  admission  is  more 
likely  to  be  approved  postadmission.  Should 
the  physician  and  patient  not  have  this  reassur- 
ance available  from  the  emergency  room  at  2 
AM,  Saturdays,  Sundays,  Christmas,  and  Thanks- 
giving? 

Four  medical  diagnoses  (diabetes  without 
complication,  chronic  obstructive  lung  disease, 
anemia,  and  pneumonia)  have  been  singled  out 
for  preadmission  review.  Is  one  to  reason  that 
these  are  the  diagnoses  most  frequently  used  for 
unwarranted  admissions? 

Physicians  are  trained  to  accept  statistically 
significant  evidence  from  well-controlled  studies 
as  evidence  for  validity.  Is  there  evidence  of 
abuse  of  these  diagnoses  with  respect  to  hospital 
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admissions?  Are  physicians  being  found  guilty 
before  they  prove  their  innocence,  or  should 
retrospective  review  first  have  to  demonstrate 
that  patients  not  requiring  admission  are  fre- 
quently hidden  behind  these  diagnoses? 

I hope  that  as  we  proceed  through  the  next 
several  months  with  preadmission  review  I will 
find  my  fears  were  unwarranted.  My  experience 
with  the  End-Stage  Renal  Program  leads  me  to 
believe  that  they  are  not. 

Joseph  A.  Kuhn,  M.D. 

Editor’s  Note— The  screening  criteria  used  by  DELRO  are  those 
summarized  in  a publication  entitled  Severity  of  Illness  and  In- 
tensity of  Services  Criteria.  The  entire  list,  or  specific  pages 
therefrom,  is  available  from  DELRO  by  calling  654-4488. 

PROGRESS  IN  THE  TREATMENT  OF 
HYPERCHOLESTEROLEMIA 

Although  hypercholesterolemia  has  been  as- 
sociated with  atherosclerosis  for  many  years, 
researchers  have  been  frustrated  in  their  attempts 
to  prove  that  lowering  cholesterol  levels  will 
reduce  the  incidence  of  heart  attack  and  stroke. 
Many  studies  have  shown  that  dietary  intake 
of  cholesterol  parallels  serum  cholesterol  level, 
but  even  as  recently  as  1977  some  authorities 
felt  there  was  little  therapeutic  role  for  dietary 
manipulation  to  lower  cholesterol  levels.1  Since 
that  time,  several  studies  have  demonstrated 
that  dietary  intake  of  cholesterol  does  parallel 
serum  cholesterol  levels,  and  reduction  of  dietary 
cholesterol  is  accompanied  by  a fall  in  blood 
levels.2’3 


Still,  doubts  remained.  Was  cholesterol  merely 
a marker  for  coronary  artery  disease?  Would 
lowering  cholesterol  levels  be  accompanied  by 
a reduction  in  the  incidence  of  atherosclerotic 
disease?  In  spite  of  these  uncertainties  many 
health  care  regulatory  agencies  have  gone  on 
record  as  recommending  diets  low  in  cholesterol 
and  high  in  polyunsaturated  fats.  Understand- 
ably, there  has  been  some  opposition  from  the 
meat  and  dietary  industries.  The  absence  of 
absolute  evidence  proving  that  restriction  of  di- 
etary cholesterol  prevents  vascular  disease  pro- 
vided grounds  for  their  opposition.  The  diffi- 
culty in  performing  such  a study  makes  it  un- 
likely we  will  ever  absolutely  prove  that  a low 
cholesterol  diet  reduces  mortality. 

Because  compliance  with  dietary  therapy  is 
notoriously  poor,  there  has  always  been  an  in- 
terest in  drugs  to  lower  cholesterol  levels.  For 
many  years,  physicians  have  been  prescribing 
expensive  and  potentially  dangerous  drugs  for 
lowering  cholesterol.  Early  trials  to  demonstrate 
efficacy  were  not  promising.  During  the  1970s, 
the  Coronary  Drug  Project  Research  Group 
studied  several  medications.  Estrogen  and  dex- 
trothyroxine  were  rapidly  dropped  from  the  pro- 
tocol because  of  an  excess  number  of  deaths  in 
the  treatment  group  when  compared  with  those 
taking  a placebo.  The  only  drugs  that  were 
able  to  be  continued  through  the  investigational 
period  were  clofibrate  and  niacin.  Neither  could 
be  demonstrated  to  improve  mortality.4 

In  the  much  larger  World  Health  Organiza- 
tion (WHO)  clofibrate  trial,  the  incidence  of 
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heart  attacks  was  reduced.5  However,  death 
rate  in  the  treatment  group  was  equal  to  or 
higher  than  the  control  group,  primarily  related 
to  an  increase  in  gallstones,  other  gastrointestinal 
disease  and,  perhaps,  cancer.  Such  results  have 
not  been  encouraging  to  physicians  who  routinely 
prescribe  drug  therapy  for  hyperlipidemia. 

It  was  with  a palpable  sense  of  relief  that  the 
results  of  the  Lipid  Research  Clinics  Coronary 
Primary  Prevention  Trial  were  published  this 
year.6  The  authors  used  cholestyramine  as  their 
investigational  drug,  and  treated  only  men  with 
primary  hypercholesterolemia.  The  treatment 
group  had  a 19%  reduction  in  nonfatal  infarcts 
and  a 24%  reduction  in  fatal  heart  events.  The 
incidence  of  newly  positive  exercise  tests,  angina, 
and  coronary  artery  bypass  surgery  were  simi- 
larly reduced  in  the  treatment  group.  The  risk 
of  death  from  all  causes,  although  only  slightly 
reduced  in  the  treatment  group,  was  at  least  not 
greater  than  in  the  control  group.  I am  sure 
the  investigators  would  have  used  a more  ef- 
fective treatment  program  had  they  been  setting 
up  the  study  today.  Nonetheless,  this  trial,  in 
conjunction  with  the  results  of  the  earlier 
studies,  seems  to  prove  that  drug  therapy  can 
both  reduce  cholesterol  levels  and  reduce  the 
incidence  of  atherosclerotic  disease.  The  present 
study  also  seems  to  prove  that  in  properly  se- 
lected patients,  the  benefits  of  drug  therapy  out- 
weigh the  risk  of  side  effects.  Concerned  physi- 
cians can  now  recommend  low  cholesterol  diets 
and  drug  therapy  when  necessary  with  a much 
greater  sense  of  security. 

At  the  present  time,  pharmaceutical  treat- 
ments for  hypercholesterolemia  are  only  partially 
efficacious.  The  bile  acid  resins,  cholestyramine 
and  colestipol,  are  expensive,  unpleasant  to  take, 
and  cause  significant  gastrointestinal  symptoms. 
They  also  raise  triglyceride  and  lower  HDL  cho- 
lesterol levels.  A recently  released  drug,  probucol, 
is  easy  to  take,  but  also  lowers  HDL  cholesterol. 
Clinical  trials  proving  the  efficacy  of  probucol 
in  preventing  atherosclerotic  disease  are  not  avail- 
able. 

Clofibrate,  although  not  a useful  drug  for 
treating  primary  hypercholesterolemia,  has  been 
proved  to  be  efficacious  in  reducing  high  levels 
of  triglycerides,  and  reducing  cholesterol  levels 
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that  are  associated  with  triglyceride-rich  lipopro- 
tein fractions.7  Nicotinic  acid,  although  not 
shown  in  the  Coronary  Drug  Project  study  to 
reduce  death  rates,  was  not  used  in  an  optimal 
population.  Patients  with  established  coronary 
artery  disease,  such  as  studied  by  the  Coronary 
Drug  Project,  are  not  ideal  candidates  for  treat- 
ment with  nicotinic  acid.  This  drug,  which  may 
predispose  to  cardiac  arrhythmias  in  susceptible 
patients,  is  probably  much  more  beneficial  in 
patients  without  advanoed  atherosclerotic  dis- 
ease. It  seems  to  act  synergistically  with  bile 
acid  resins,  and  a combination  of  nicotinic  acid 
and  bile  acid  resins  may  presently  be  the  drug 
program  of  choice  for  hypercholesterolemia.8 
Other  authors  have  demonstrated  synergistic 
benefits  for  probucol  and  bile  acid  resin  treat- 
ments.9 Still  on  the  horizon  is  the  cholesterol 
synthesis  inhibitor  compactin,  which  will  prob- 
ably be  released  for  use  in  this  country  within 
the  next  several  years.10 


In  summary,  the  outlook  for  treament  of  hyper- 
cholesterolemia has  improved  in  the  last  several 
years,  with  a hope  for  even  more  advances  in 
the  future. 

William  L.  Jaffee,  M.D. 
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A GLOSSARY  OF  NEW  HEALTH  CARE  TERMS 

The  International  Foundation  of  Employee 
Benefit  Plans  has  compiled  a 28-page  glossary 
of  health  care  terms.  The  glossary  runs  from 
acceptability,  “the  measure  of  consumer  satis- 
faction with  the  service  received,  the  manner  in 
which  sendees  are  delivered,  the  ease  with  which 
sendees  are  obtained  and  of  consumer  confidence 
in  the  providers  of  the  services,”  through  wrap- 
around plan,  “a  major  medical  plan  and  a basic 
surgical /regular  medical  plan  are  wrapped 
around  a basic  hospital  plan  and  cover  all 
charges  other  than  those  provided  for  by  the 
basic  hospital  plan.” 

Under  the  letter  M,  is  this  one:  Maximization, 
“manipulation  of  data  to  optimize  hospital  re- 
imbursement.” A definition  like  that  is  certainly 
a sign  of  the  times,  and  the  word  maximization 
is  not  likely  to  have  been  so  defined  in  any 
dictionary  before  third-party  reimbursers  and 
DRGs.  Under  the  letter  O are  100 % zone,  “pro- 
vision in  health  plans  under  which  100%  of  cer- 
tain kinds  of  expenses,  up  to  a certain  limit,  will 
be  covered,”  and  Office  of  Management  Budget 
(OMB),  defined  as  the  “arm  of  the  executive 
branch  of  the  federal  government  responsible 
for  cost-efficient  management.” 

The  glossary  defines  physician  as  “a  health  care 
professional  licensed  to  provide  the  full  spectrum 
of  diagnostic  and  therapeutic  services  to  patients, 
primarily  M.D.  (doctor  of  medicine)  and  D.O. 
(doctor  of  osteopathy),”  without  stating  what 
physicians  might  secondarily  be  included  who 
are  not  M.D.s  or  D.O.s. 

Recidivism  (health)  is  defined  as  “ a relapse 
requiring  readmission  to  a facility  or  program,” 
a definition  which  seems  to  me  to  carry  a certain 
aspersion,  the  word  recidivism  having  been  until 
recently  usually  reserved  for  repeat  action  usually 
of  a criminal  or  antisocial  nature. 

The  full  glossary  is  available  (International 
Foundation  of  Employee  Benefit  Plans,  18700 
Bluemound  Road,  P.O.  Box  69,  Brookfield,  Wis- 
consin 53005)  to  those  who  would  like  to  (or 
who  feel  forced  to)  learn  how  to  talk  or  under- 
stand medispeak. 

Bernadine  Z.  Paulshock,  M.D. 
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Deaths 


JOHN  H.  FOULGER,  M.D.,  Ph.D. 

John  H.  Foulger,  M.D.,  Ph.D.,  of  Wilmington, 
former  director  of  medical  research  for  the 
Du  Pont  Company,  died  of  a heart  attack  July 
28,  1984,  at  the  age  of  86. 

Bom  in  England,  Dr.  Foulger  enrolled  at  the 
University  of  London  in  1915  and  studied  there 
jfor  a year  before  leaving  to  serve  in  the  British 
jarmed  services  during  World  War  I.  After  the 
I war,  he  returned  to  the  university  and  in  1920 
'graduated  with  honors  in  chemistry.  Dr.  Foul- 
ger also  earned  a master’s  degree  in  physical 
chemistry  from  the  university. 

Dr.  Foulger  continued  his  studies  at  the  Uni- 
versity of  Cincinnati  after  accepting  a teaching 
job  there  in  1923.  A year  later,  he  received  a 
doctorate  in  biochemistry  from  that  university. 
Dr.  Foulger  taught  biochemistry  and  conducted 
research  while  attending  the  University  of  Cin- 
cinnati Medical  School,  from  which  he  graduated 
in  1929.  The  same  year,  he  received  a combina- 
tion research  and  internship  position  at  Cincin- 


nati General  Hospital.  His  research  centered  on 
pediatrics  and  neuropsvchiatrv. 

Later  that  same  year,  Dr.  Foulger  came  to 
pharmacology  at  the  University  of  Cincinnati  in 
1930.  He  went  on  to  become  associate  professor 
of  pharmacology. 

Later  that  same  year,  Dr.  Foulger  came  to 
Wilmington  and  was  employed  by  the  Du  Pont 
Company  as  a senior  toxicologist.  The  following 
year,  he  was  named  as  director  of  the  Haskell 
Laboratory  in  Newark,  a position  that  he  main- 
tained until  1952  when  he  was  appointed  direc- 
tor of  research. 

In  1959,  Dr.  Foulger  retired  from  Du  Pont  and 
worked  as  an  advisor,  consultant,  and  expert 
witness  in  industrial  medical-legal  cases  around 
the  country. 

Dr.  Foulger  is  survived  by  two  brothers,  the 
Rev.  Thomas  R.  Foulger  of  Sussex,  England,  and 
Ernest  C.  Foulger  of  Highland  Springs,  Virginia. 
His  wife  died  in  1982. 
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This  misread  EKG  delayed  the 
patient’s  admission  & treatment — and 
cost  the  doctor  a malpractice  claim. 


The  doctor  who  read  this  EKG 
diagnosed  the  patient’s  nausea  as 
being  due  to  gastroenteritis  and 
sent  her  home.  Six  hours  after 
being  admitted  the  next  day,  the 
patient  expired  of  an  acute  MI. 


patient  expectations.  And  even 
greater  diligence  by  physicians. 


The  result:  A malpractice  claim 
against  the  physician. 


Recent  national  evidence,  and  in- 
formation from  our  own  claims 
files,  suggests  that  Mis  are  fre- 
quently misdiagnosed.  The  EKG 
above,  for  example,  strongly  indi- 
cates an  acute  MI. 
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CRYING-INDUCED  BRONCHOSPASM 
IN  CHILDHOOD  ASTHMA: 

COMBINED  PHARMACOLOGIC  AND  BEHAVIORAL 
MANAGEMENT 


Andrew  G.  Weinstein,  M.D. 


Crying-induced  bronchospasm  ( CIB ) in  child- 
hood asthma  has  been  reported  to  be  a relatively 
common  clinical  syndrome,  affecting  approxi- 
mately 40%  of  asthmatic  children  seen  in  an  al- 
lergist’s practice.1  These  patients  appear  to  be 
more  severely  affected  than  those  with  noncrying- 
induced  bronchospasm  in  that  they  require  more 
medication  and  have  onset  of  asthma  at  less  than 
one  year  of  age.  Crying  for  any  reason,  either 
due  to  physical  or  emotional  injury,  may  precipi- 
tate bronchospasm.  Behavioral  issues  that  can 
provoke  crying-related  asthma  include  parental 
separation  and  discipline,  as  well  as  sibling, 
school,  and  peer  interactions. 

Bronchodilators  will  significantly  reduce  these 
symptoms  for  many  children;  however,  a smaller 
percentage  will  continue  with  crying-related 
asthma.2  To  address  this  problem  of  crying-in- 
duced asthma  refractory  to  pharmacologic  man- 
agement, behavioral  strategies  were  developed  to 
prevent  and  to  stop  the  crying  behavior.  Two 
case  reports  review  specific  behavioral  factors 
that  produce  crying-induced  bronchospasm  and 
interventions  that  may  be  employed. 

Dr.  Weinstein  is  oi.  the  staff  at  The  Wilmington  Medical  Center. 
He  is  board  certified  for  the  practice  of  child  and  adult  allergy  and 
clinical  immunology. 
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Case  Report  1 

Michael  T.  is  a 13-month-old  white  male  with 
asthma  diagnosed  at  two  months  of  age.  Fre- 
quency of  crying  and  noncrying  asthma  for  the 
past  seven  months  prior  to  allergy  evaluation  was 
two  weeks  out  of  four.  He  has  been  hospitalized 
twice  and  received  monthly  emergency  care. 
Prick  skin  tests  were  negative.  IgE  was  in  the 
normal  range.  He  was  given  daily  theophylline 
and  metaproterenol  with  significant  reduction  in 
both  crying  and  noncrying  asthma.  However, 
crying-induced  bronchospasm  continued  to  be  a 
problem  for  his  parents.  His  father,  an  insurance 
executive,  was  concerned  that  his  wife  had  not 
returned  to  her  teaching  profession  because  of 
Michael’s  poor  health. 

Mr.  T:  The  only  question  that  I have  that  my 
wife  and  I disagree  a little  bit  on,  is  when 
he  cries.  He’s  got  the  idea  that  he  can  cry 
and  get  anything  in  the  world  he  wants.  And 
I don’t  agree  with  that.  For  some  things, 

I think  it  will  do  more  harm  than  good. 

Mrs.T:  I let  him  cry  for  a little  bit,  and  then 
I’ll  go  get  him,  because  I feel  that  when  he 
cries  more  than  10  or  15  minutes,  he’ll  get 
himself  so  worked  up  that  he’ll  start  wheez- 
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ing  and  have  a hard  time  getting  his  breath. 
You  read  in  the  baby  books  to  let  them  cry 
for  30  minutes,  and  this  is  their  way  of 
thinking;  but  I feel  that  with  the  baby  being 
sick,  I shouldn’t  let  him  cry  that  long. 

Both  parents  recognized  that  crying  behavior 
should  be  limited,  not.  rewarded.  This  policy 
was  successful  for  Michael’s  older  sister.  Yet, 
there  was  disagreement  about  managing  Michael. 
Mrs.  T:  I agree  with  my  husband  in  that  I 
would  never  run  to  our  daughter  every  time 
she  whimpered.  But  I went  through  an  at- 
tack with  Michael  one  night,  and  I had  to 
use  the  Decadron  (corticosteroid  medica- 
tion for  severe  asthma)  because  he  just 
scared  me.  He  couldn’t  get  his  breath,  but 
he  finally  settled  down.  This  is  what  I’m 
afraid  of,  that  he  will  get  to  the  point  where 
he  cries  so  hard  he  brings  on  an  asthma 
attack. 

The  dilemma  for  Michael’s  family  is  clear:  if 
Michael  cries,  he  will  wheeze,  necessitating  an 
emergency  visit  to  the  physician.  If  the  parents 
let  Michael  “have  his  way,”  they  will  create  a 
situation  in  which  Michael  has  a controlling  in- 
fluence over  his  family.  The  management  plan 
consists  of  two  parts.  The  pharmacologic  plan, 
bronchodilation,  has  been  instituted  with  some 
success.  The  behavioral  plan  is  to  stop,  and 
secondarily  to  prevent,  crying  behavior. 

Most  of  the  crying  behavior  occurred  at  night 
when  Michael  awoke.  Mrs.  T had  been  going 
to  him. 

Mrs.  T:  I am  so  afraid  that  if  I let  him  cry  too 
long,  he’ll  go  into  one  of  those  bad  asthma 
attacks.  I rock  him  and  sit  with  him  for  a 
little  while  until  he  quiets  down  and  then 
I put  him  back  down. 

The  behavioral  intervention  employed  was  for 
Mr.  T.  to  sit  with  his  wife  away  from  Michael’s 
room  and  to  let  Michael  cry  when  he  woke  up. 
They  were  instructed  to  come  to  Michael  if  his 
crying  persisted  for  more  than  20  minutes.  This 
strategy  was  assisted  by  the  presence  of  broncho- 
dilating  medication  to  prevent  the  crying-in- 
duced bronchospasm.  The  results  were  good 
with  no  further  crying-induced  symptoms.  One 
month  later: 
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Mrs.  T:  He  is  not  having  the  terror  tantrums 
like  before.  When  we  put  him  to  bed  he 
goes  to  sleep  and  sometimes  he  does  wake 
up  in  the  middle  of  the  night  coughing  and 
he’ll  cough  in  his  sleep.  When  he  keeps 
coughing,  he’ll  wake  up  and  cry  a little  bit, 
but  then  he  goes  back  to  sleep  and  I haven’t 
been  going  into  him  because  I know  if  he 
saw  me  that  would  be  it. 

Mr.  T:  If  he  throws  a tantrum  now,  it  doesn’t 
normally  last  very  long.  I think  the  main 
reason  he  was  throwing  tantrums  before  was 
because  he  wanted  to  be  held. 

Mrs.  T:  He  seems  to  be  adjusting  better,  too. 

I think  since  he  knows  that  I’m  not  going 
to  come  to  him  every  time  he  does  cry,  he 
seems  to  have  settled  down  a little  bit  more. 
For  a while,  I thought  he  became  awfully  hy- 
per when  I started  the  medication,  and  I was 
afraid  to  give  it  to  him.  But  he  didn’t  have 
any  reaction  to  it.  I think  it’s  a combination 
of  the  medication,  our  understanding  his 
problem  a little  bit  better  and  his  adjusting 
better  to  it. 

During  a one-year  period  in  which  he  was 
taking  both  theophylline  and  metaproterenol, 
Michael  had  minimal  symptoms  and  only  three 
visits  for  wheezing.  There  have  been  no  further 
crying-induced  symptoms.  Mrs.  T returned  to  her 
full-time  teaching  job. 

Case  Report  2 

Dan  Y.  is  a 9-year-old  black  male  with  onset 
of  asthma  less  than  one  year  of  age.  For  the 
three  months  prior  to  allergy  evaluation,  he  was 
having  daily  crying-related  asthma  and  noncrying 
wheezing  three  days  per  week.  He  required 
emergency  care  monthly.  He  was  not  receiving 
any  bronchodilator  medication.  Prick  skin  tests 
were  positive  to  pollens,  house  dust,  dust  mite, 
and  molds.  FEV,  at  initial  evaluation  was  70% 
of  predicted  and  improved  to  89%  after  two  weeks 
of  daily  theophylline.  He  was  begun  on  im- 
munotherapy. He  lived  with  his  mother,  who 
received  welfare  assistance.  Dan’s  parents  sep- 
arated when  he  was  an  infant  and  he  has  had  no 
further  contact  with  his  father.  There  were  no 
other  siblings.  The  crying-induced  asthma  was 
a relatively  minor  problem  until  reoently.  Dan 
had  been  asked  by  his  mother  to  assume  more 
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responsibility  since  she  had  begun  to  work  on 
a part-time  basis. 

Mrs.  Y;  Dan  is  a very  sensitive  young  boy, 
and  right  now  he  is  at  that  stage  of  life  where 
he  has  to  grow  up.  Certain  situations  call 
for  him  to  assume  responsibility  for  things 
he  was  never  responsible  for  before.  He 
would  like  to  be  with  me  more,  but  I’m 
starting  to  work  and  he  has  to  help  out  more 
at  home. 

A variety  of  other  behavioral  interactions 
would  produce  crying-induced  bronchospasm: 
maternal  or  grandmaternal  discipline,  as  well  as 
school  and  peer  activities.  Dan  and  his  mother 
were  frequently  frustrated  bv  his  symptoms. 

Mrs.  Y:  Sometimes  he  gets  tired  and  gets  up- 
set so  that  he  can’t  play  adequately  with  his 
friends.  He  resents  the  fact  that  he  has 
asthma.  And  when  I talk  to  him  about  what 
upsets  him,  he  cries  more  and  then  the 
coughing  starts.  I tell  him  to  stop  crying 
because  he  is  making  himself  more  upset. 
The  more  upset  he  gets,  the  more  coughing 
he  does.  And  if  he  is  not  careful,  he  brings 
on  an  asthma  attack,  so  I just  let  it  wear  off. 

It  may  take  an  hour  before  he  settles  him- 
self. 

One  area  of  disappointment  for  Dan  and  his 
mother  was  limited  finances.  Dan  was  constantly 
asking  his  mother  to  buy  him  things  that  they 
could  not  afford.  When  asked  how  she  could 
stop  Dan’s  crying-induced  asthma,  she  replied: 

Mrs.  Y;  If  I had  “X”  amount  of  money,  Dan 
wouldn’t  participate  in  crying  at  all  because 
he  wouldn’t  have  time  to  think  about  crying. 
But  without  having  the  money,  I really  could 
not  tell  you.  Dan  likes  going  to  carnivals,  the 
Flower  Market,  and  the  store;  he  sees  things 
at  these  places  and  wants  to  buy  them.  I 
know  being  poor  at  his  age  is  hard,  espe- 
cially when  he  sees  all  these  things  and 
knows  he  can’t  have  them.  There  is  not 
much  I can  do  about  that. 

Dan  continued  to  have  crying-induced  asthma 
symptoms  while  on  daily  theophylline  but  not  as 
severe  or  as  frequently  when  compared  to  no 
treatment.  A family  counseling  session  was  re- 
quested in  which  a contractual  reward-incentive 
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strategy  was  instituted.  Mrs.  Y had  a friend  who 
asked  her  to  go  to  the  beach  with  him.  She  sug- 
gested that  if  Dan  agreed  to  stop  his  crying- 
asthma  behavior  then  maybe  he  could  go  along 
with  one  of  his  friends.  Dan  was  excited  about 
this  and  a tentative  contract  was  created: 

Dan  may  go  to  Rehoboth  Beach  with  a 
friend  if  he  has  no  more  than  one  crying- 
induced  asthma  attack  during  the  next  week. 
The  contract  was  kept.  He  had  no  wheezing 
for  the  week.  The  interview  the  following  week 
was  as  follows: 

Dr.  W:  How  did  things  work  out? 

Mrs.  Y:  He  hasn’t  cried  at  all. 

Dr.  W:  Any  wheezing? 

Mrs.  Y:  None 

Dr.  W:  So  how  does  all  that  feel?  Were 
you  surprised  he  stopped  the  crying? 

Mrs.  Y:  Yeah,  but  he  needed  to.  It  was 
senseless  and  pointless. 

Dr.  W:  How  do  you  feel  about  it? 

Mrs.  Y:  I feel  fine  because  that’s  the  way  it 
should  have  been  all  along. 

Dr.  W:  Dan,  how  do  you  feel  about  stopping 
the  crying? 

Dan:  I just  stopped.  Nothing  makes  me  cry 
now. 

A second  contract  was  made  for  a two-week 
period.  This  time  it  was  contingent  on  the  pur- 
chase of  a small  inexpensive  “Gl-Joe”  doll.  Dan 
was  successful  again.  A six-month  follow-up 
yielded  occasional  wheezing  secondary  to  upper 
respiratory  tract  infections  and  insignificant  cry- 
ing-induced bronchospasm. 

Discussion 

The  treatment  of  childhood  asthma  traditionally 
has  four  major  elements:  environmental  restric- 
tion, dietary  restriction,  pharmacologic  agents, 
and  immunoregulation.3  A variety  of  drugs  have 
been  demonstrated  as  effective  for  treating  and 
preventing  asthma  symptoms.  These  include 
xanthines,  beta-agonist  stimulants,  sodium  cro- 
moglycate,  corticosteroids,  and  anticholinergics.4 
The  pathophysiologic  mechanisms  responsible 
for  crying-induced  asthma  are  thought  to  be 
breathing  maneuvers:  hyperventilation5  and  deep 
inspiration.6  Hyperventilation  asthma  can  be 
prevented  by  inhaled  sodium  cromoglycate.7 
Bronchospasm  secondary  to  deep  inspiration  can 
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be  prevented  by  nebulized  albuterol,  ipatroprium 
bromide,  and  sodium  cromoglycate.8  Xanthines, 
beta-agonists,  and  corticosteroids  have  been 
shown  to  be  effective  in  reducing  both  crying 
and  noncrying  induced  bronchospasm.2  How- 
ever, crying-related  asthma  may  persist  despite 
pharmacologic  interventions. 

There  have  been  many  different  behavioral 
approaches  to  study  and  treat  psychosomatic 
asthma  symptoms.  These  include  personality  pro- 
filing,9 hypnosis,10  response  to  suggestion,11  bio- 
feedback,12 systematic  relaxation,13  psychoanaly- 
sis,14 as  well  as  parenting,15  group,16  and  family 
therapy.17  The  actual  mechanisms  responsible 
for  psychosomatic  asthma  remain  obscure.18 
Clarke  has  hypothesized  that  overbreathing  dur- 
ing periods  of  anxiety  may  initiate  stress-induced 
asthma.19 

The  psychosomatic  mechanism  suggested  as 
responsible  for  asthma  in  this  paper  is  the  crying 
behavior  of  selected  asthmatic  children.  By 
controlling  the  child’s  respiratory  pattern,  parents 
can  prevent  hyperventilation  and/or  deep  in- 
spiration and  thus  prevent  crying-induced  asth- 
ma. The  majority  of  crying-induced  broncho- 
spasm involves  issues  of  parental  discipline  and 
separation.1 

The  two  case  reports  demonstrate  how  ma- 
ternal separation  can  initiate  and  exacerbate 
wheezing  symptoms.  Michael  has  a tantrum  to 
have  mother  nearby  at  night.  Dan  sulks  because 
of  his  new  responsibilities  at  home  and  less  time 
spent  with  his  mother  and  friends.  Because  of 
residual  crying-related  wheezing  symptoms  on 
bronchodilator  therapy  alone,  additional  therapy 
in  the  form  of  specific  behavioral  strategies  was 
implemented.  Mrs.  T was  afraid  that  Michael’s 
crying  at  night  would  initiate  bronchospasm. 
She  was  compelled  to  be  at  his  bedside  to  pre- 
vent an  asthma  attack.  By  having  Mr.  T stay 
with  and  support  his  wife  when  Michael  awoke, 
Michael  learned  that  his  mother  wouldn’t  come 
when  he  cried  and  thus  subsequently  decreased 
his  crying.  Mrs.  T learned  that  the  medication 
would  block  the  crying-induced  asthma.  Both 
parents  learned  that  the  child  could  do  without 
his  mother  during  the  night.  This  latter  point 
is  a requirement  for  successful  management  of 
mother-infant  separation.20 
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The  behavioral  solution  in  the  second  case  was 
an  accommodation  to  the  family’s  limited  per- 
sonal and  financial  resources.  To  get  off  of  wel- 
fare, Mrs.  Y began  part-time  employment.  Dan 
not  only  missed  his  mother,  but  had  to  see  less 
of  his  friends  because  of  his  new  household  re- 
sponsibilities. A nonfinancial  reward  scheme 
was  established  so  Dan  could  be  with  his  mother 
in  a special  yet  “low  cost”  environment.  The 
contractual  agreement  was  successful  for  this 
family  in  part  because  1)  the  contract  was  fair, 
2)  the  terms  of  the  contract  were  clear,  3)  the 
contract  was  positive;  and  4 ) at  least  one  person 
other  than  the  patient  participated.21 

It  is  difficult  to  draw  any  conclusions  from 
case  reports  with  single  subject  designs  that 
lack  no-treatment  and/or  placebo  control  group 
for  comparison  purposes.  The  latter  point  is 
particularly  crucial  given  the  psychogenic  com- 
ponent of  psychosomatic  asthma  studies.  Con- 
trolled investigations  are  under  way  to  further 
study  pharmacologic  and  behavioral  strategies 
to  treat  crying-induced  bronchospasm. 
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Letters  to  the  Editor 


To  the  Editor: 

It  has  come  to  mv  attention  that  DRG  pro- 
nounces and  appears  similar  to  the  English  word 
“dreg.”  In  the  American  College  Dictionary,  a 
dreg  is  defined  as  “any  waste  or  worthless  resi- 
due, refuse — a small  remnant;  any  small  quan- 
tity.” 

I sincerely  hope  that  this  is  only  an  illusion  as 
to  where  the  practice  of  US  medicine  may  be 
heading  as  a result  of  cost  containment  efforts. 

Stephen  L.  Hershey,  M.D. 

Vc  Vt 

CONSULTATION  ON  PATHOLOGIC  MATERIAL 

To  the  Editor: 

I thought  the  following  from  the  Guidelines 
for  Pathologists:  Professional  Practices,  1983, 
should  be  brought  to  the  attention  of  the  mem- 
bers of  the  Medical  Society  of  Delaware. 

“When  a clinician,  or  a patient  acting  through 
his  physician,  requests  that  consultation  be  ob- 
tained, the  pathologist  should  cooperate.  When 
appropriate,  the  pathologist  should  suggest  the 
most  qualified  consultants.  A copy  of  the  original 
report  and  other  relevant  data  should  be  sent 
with  the  referred  material  so  that  the  consultant 
will  be  in  possession  of  all  the  facts  necessary 
to  give  a meaningful  opinion.  When  there  is 
substantial  difference  of  opinion,  the  consultant 
may  discuss  the  problem  with  the  original  path- 
ologist and  explain  his  reasoning,  thus  ascertain- 
ing that  no  miscommunication  has  occurred  be- 
fore a report  is  issued.  All  opinions  should  be 
in  writing.  The  referred  material  should  be  re- 
turned unless  specific  authorization  is  obtained 
to  retain  it.  The  consultant  should  send  a copy 
of  his  report  to  the  primary  pathologist. 


“Medicolegal  consultations  involving  review 
of  another  pathologist’s  tissues,  slides,  and  re- 
ports constitute  special  circumstances  in  which 
receipt,  preservation,  and  return  of  materials 
should  follow  rules  of  custody  and  evidence  as 
appropriate  to  the  case.  The  subsequent  release 
of  the  consultant’s  report  must  be  in  accord  with 
medicolegal  practice  governed  bv  the  rules  of 
evidence,  rules  of  discovery,  and  other  considera- 
tions which  may  limit  the  usual  automatic  pro- 
vision of  a copy  of  the  consultant’s  report  to  the 
originating  pathologist. 

“No  one  is  above  error  and  all  pathologists  will 
encounter  situations  in  which  their  experience 
is  limited.  When  a reasonable  question  or 
doubt  exists,  a pathologist  should  always  seek 
consultation  and  indeed  should  be  the  first  to 
suggest  it.  By  so  doing,  he  will  have  the  op- 
portunity to  select  the  consultant  best  qualified 
to  give  an  expert  opinion.  Freedom  of  consul- 
tation among  pathologists  works  for  their  mutual 
enlightenment  and  for  the  best  interest  of  all  pa- 
tients. 

“A  cooperaive  scientific  attitude  will  minimize 
the  possibility  of  a surreptitious  consultation. 
Whenever  possible,  consultation  on  pathologic 
material  should  be  arranged  between  pathologists 
rather  than  between  a clinician  and  a path- 
ologist. 

“A  corollary  concerns  the  situation  in  which 
laboratory  determinations  or  diagnoses  are  made 
by  another  pathologist  or  laboratory  for  a primary 
pathologist  who  supplies  the  material  and  issues 
the  final  report.  Such  a report  should  always  in- 
clude credit  to  the  pathologist  or  laboratory 
which  actually  performed  the  work  or  provided 
the  opinion.  It  is  always  helpful,  and  often  im- 
perative, to  obtain  the  range  of  normal  values 
from  the  reference  laboratory  which  performed 
the  procedures  before  interpreting  such  reports.” 

James  F.  Reamer,  M.D. 
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COMMON  SKIN  DISORDERS,  Second  Edition,  by 
Ernest  Epstein,  M.D.,  Medical  Economics,  Florence, 
Kentucky,  1983.  280  pp.  Illus.  Price  $26.95. 

Reading  through  this  book  is  like  taking  a 
short  dermatology  preceptorship  with  the  author. 
He  guides  the  reader  through  skin  problems 
most  commonly  seen  in  daily  primary  care  prac- 
tice. Guidance  is  given  in  both  prescribing 
treatment  and  talking  to  the  patient  about  the 
problems  at  hand  and  what  to  expect  from  treat- 
ment. 

The  author  is  very  conservative  about  treat- 
ment. This  bias  is  clearly  shown  in  chapters 
dealing  with  the  use  of  medication,  especially 
topical  corticosteroids  and  5-Fluorouracil.  He 
prefers  the  use  of  the  curette  and  cryosurgery 
to  the  use  of  the  scalpel  and  electrodessication. 
Likewise,  he  promotes  the  use  of  tape  rather 
than  sutures  to  close  skin  wounds.  The  book 
is  filled  with  practical  pointers  that  have  served 
the  author  well  throughout  his  career,  allowing 
us  to  learn  from  his  experience. 

The  final  part  of  this  book  contains  individual 
patient  information  sheets  which  the  author  en- 
courages readers  to  tear  out,  copy,  and  distribute 
to  patients.  He  has  saved  us  time  and  trouble 
that  would  be  required  to  write  our  own.  The 
sheets  cover  many  common  skin  problems,  each 
one  corresponding  to  a chapter  in  the  text.  They 
should  be  easily  understood  by  the  lay  patient 
and  serve  to  increase  the  patient’s  knowledge  of 
the  problem  and  encourage  compliance  with 
appropriate  treatment  and  precautions.  This  col- 
lection of  patient  information  material  alone  is 
worth  the  price  of  the  book. 
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There  are  eight  pages  of  color  plates,  but  more 
illustrations  of  skin  disease  discussed  in  the  text 
would  have  been  helpful.  I would  also  like  to 
have  seen  pictures  of  fungal  and  scabies  infec- 
tions under  the  microscope.  Nevertheless,  I 
found  this  book  to  be  an  excellent  refresher 
course  in  common  skin  diseases,  and  the  patient 
information  sheets  have  been  quite  useful  in  prac- 
tice. I would  recommend  this  book  to  all  phy- 
sicians who  wish  to  increase  their  confidence  in 
the  diagnosis  and  treatment  of  common  skin 
problems. 

Lawrence  M.  Markman,  M.D. 

% Vi  Vi 

DEFINING  HUMAN  LIFE-MEDICAL,  LEGAL,  AND 
ETHICAL  IMPLICATIONS,  edited  by  Marjorie  M. 
Shaw,  M.D.,  J.D.,  Edward  Doudera,  J.D.,  Aupha- 
press,  Ann  Arbor,  Michigan,  1983.  Price:  $30.00. 

Abortion.  Even  the  word  seems  to  be  packed 
with  conflict  and  emotion  these  days.  It  has 
become  the  most  bitterly  debated  social  issue 
since  the  Civil  Rights  battle  of  the  60s  and  will 
probably  remain  so  for  years  to  come. 

Most  of  what  one  hears  or  reads  these  days 
about  abortion  is  simplistic  propaganda  extolling 
either  the  “Pro-Life”  or  “Pro-Choice”  positions. 
It  is  for  this  reason  that  it  is  refreshing  to  read 
a book  such  as  this  one  that  approaches  the  topic 
from  a rational,  scientific  point  of  view  and 
makes  a fair  attempt  to  represent  all  possible 
viewpoints  on  the  abortion  issue.  .Although  the 
authors  do  state  their  personal  opinions,  they 
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try  to  remain  as  neutral  as  possible.  The  abor- 
tion question  is  explored  from  the  points  of  view 
of  science,  religion,  law,  philosophy,  and  ethics. 
Input  was  obtained  from  people  on  both  sides 
of  the  issue  in  each  discipline. 

The  authors  state  that  they  do  not  expect  to 
get  a consensus  on  this  divisive  issue  and,  indeed, 
none  emerges.  The  authors  show  that  the  stan- 
dard arguments  advanced  by  the  “Pro-Life”  and 
“Pro-Choice”  camp  are  really  little  more  than 
primitive  simplifications,  wrapped  in  inflamma- 
tory rhetoric  that  can  easily  be  tom  to  shreds 
by  any  skilled  debater. 

Much  emphasis  is  placed  on  scientific  evi- 
dence by  both  sides  in  the  controversy.  Many 
contributors  called  upon  genetics  and  biology 
to  support  their  varying  contentions  of  whether 
a fetus  is,  or  is  not,  a human  being.  However, 
even  if  science  can  answer  this  dubiously  scien- 
tific question,  it  would  not  end  the  controversy. 
The  important  question  is,  “At  what  stage  of 
development  is  the  fetus  to  be  accorded  the 
rights  of  a human  being  in  our  society?”  Ob- 
viously, science  can  never  answer  this  question, 
because  it  falls  within  the  realm  of  lawyers, 
philosophers,  and  clergymen.  Scientific  fact  can 
help  them  make  their  decision,  but  that  is  all. 

The  authors  point  out  that  even  if  a point 
during  pregnancy  could  be  agreed  upon  as  the 
start  of  personhood,  it  would  not  solve  all  of  the 
problems.  Even  if  the  fetus  were  to  be  regarded 
as  a person  by  the  law  after  a prescribed  date, 
that  does  not  mean  that  its  rights  are  more  im- 
portant than  its  mother  s rights  in  the  event  of 
a confliot.  Also,  not  all  human  beings  in  our 


society  are  accorded  the  same  rights  under  law — 
aliens,  minors,  felons,  and  some  others  do  not 
have  all  the  rights  of  an  adult  citizen.  At  the 
same  time,  the  law  accords  the  rights  of  a person 
to  some  entities  that  are  not  human  ( ie,  corpora- 
tions). In  the  end,  the  legal  definition  of  “per- 
son” when  applied  to  a fetus  would  not  have 
to  concur  with  the  scientific  definition  of  such, 
just  as  the  terms  “blind,”  “narcotic,”  and  “men- 
tally retarded”  have  legal  meanings  that  do  not 
entirely  agree  with  their  scientific  meanings. 

This  book  is  valuable  not  because  of  the  ques- 
tions that  it  answers,  but  because  of  the  ques- 
tions that  it  raises.  It  provides  much  food  for 
thought  about  this  troubling  issue.  It  is  only 
through  trying  to  understand  the  feelings  and 
beliefs  of  both  sides  of  the  abortion  controversy 
that  we  as  a society  can  begin  to  confront  this 
issue  rationally. 

Daniel  L.  DePietropaolo,  M.D. 

PEDIATRIC  RHEUMATOLOGY  FOR  THE  PRACTI- 
TIONER, by  Jerry  C.  Jacobs,  M.D.,  Springer- 
Verlag,  Secaucus,  New  Jersey,  1982.  556  pp. 
Illus.  Price  $45.00. 

This  is  a useful  off-the-shelf  first  approach  to 
pediatric  rheumatology.  Pediatric  rheumatology 
is  a fast  growing  subspecialty  and  this  is  reflected 
by  the  ever  increasing  number  of  pediatric 
rheumatology  textbooks.  This  particular  text 
targets  the  primary  care  pediatrician  as  its  audi- 
ence as  well  as  the  family  practice  physician. 


UNWANTED  HAIR  PERMANENTLY  REMOVED 

Francis  B.  Aerenson,  R.N.,  L.E, 
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The  author  admits  that  much  of  what  he  has 
written  is  based  on  personal  experience.  In  his 
foreword,  however.  Dr.  Charles  Christian  com- 
ments that  “there  are  messages  for  all  pro- 
fessionals involved  in  the  care  of  children  with 
rheumatic  disease,  not  only  as  a reference  source 
but  as  a statement  of  how  an  experienced  and 
perceptive  pediatric  rheumatologist  thinks  and 
acts.”  There  is  an  initial  chapter  dealing  with 
a differential  diagnosis  in  childhood  that  I found 
to  be  quite  complete  if  not  detailed.  Separate 
chapters  are  devoted  to  juvenile  rheumatoid  arth- 
ritis, spondyloarthropathy,  lupus,  dermatomyo- 
sitis,  sclerodermia,  and  svstemic  vasculitis  syn- 
dromes. There  is  a chapter  devoted  to  experi- 
mental models  of  connective  tissue  disease.  The 
text  concludes  with  a discussion  of  “wellness” 
entitled  The  Power  of  Positive  Thinking. 

In  short,  I think  this  would  be  a useful  text 
for  the  office  of  a general  pediatrician  or  family 
physician.  It  is  well  illustrated,  the  photographs 
and  radiographic  reproductions  are  of  good 
qualitv,  the  tables  are  informative  and  easy  to 
read,  the  references  are  reasonably  up-to-date. 
It  is  admittedly  biased  on  some  points  but  the 
author  good-naturedlv  admits  these  biases. 

James  H.  Newman.  M.D. 
tg 

SEXUAL  EXCITEMENT:  DYNAMICS  OF  EROTIC 
LIFE,  by  Robert  F.  Stoller,  M.D.,  Pantheon  Books, 
New  York,  1979.  281  pp. 

This  book  opens  with  the  statement  that  there 
is  almost  no  professional  literature  discussing  the 
reasons  why  sexual  excitement  occurs.  Even  the 
term  sexual  excitement  is  unexact,  says  Dr.  Stol- 
ler. 

He  theorizes  that  sexual  excitement  is,  in  fact, 
related  to  hostility,  citing  as  proof  a case  history 
of  a young  southern  woman. 

He  concludes  that  although  sexual  excitement 
is  related  to  hostility,  it  is,  however,  not  true  that 
the  more  hostile  one  is,  the  more  sexual  excite- 
ment one  will  experience. 

Bernadine  Z.  Paulshock,  M.D. 
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PATIENT  ADVOCACY  AND  RESOURCE 
ALLOCATION 


Glenn  W.  Geelhoed,  M.D. 


Doctors  are  decision-makers  who  make  life 
and  death  decisions  on  a daily  basis.  They  de- 
cide who  gets  treated  for  cancer,  who  gets  into 
ICU  when  beds  are  short,  whether  Aunt  Milly 
is  sick,  what  kind  of  sick  she  is,  and  what  treat- 
ment she  should  receive. 

Doctors  are  advocates  for  a given  patient’s 
life,  representing  each  patient  as  a personal  re- 
sponsibility. The  fundamental  act  of  medical 
care  is  the  assumption  of  responsibility.  How 
far  does  that  responsibility  extend?  Are  we  not 
also  members  of  a society,  a nation,  a planet,  and 
should  we  not  be  seeking  “better  health”  for 
each  of  these  constituencies  also? 

I would  like  to  make  a model  of  physician 
advocacy  by  pretending  to  be  a professor  of  law. 
I will  tell  you  of  the  just  society,  a state  of  rights 
and  laws,  and  impartial  justice.  And  then  my 
beeper  goes  off — if  lawyers  have  beepers — and 
I am  called  to  legal  practice.  I am  asked  to 
represent  an  obvious  malefactor  caught  red- 
handed  in  Riggs  National  Bank.  Now  I use  all 
of  my  knowledge  of  the  law  in  this  “just  society’ 
to  keep  the  full  weight  of  this  justice  from  crush- 
ing my  client.  I will  use  each  loophole  and 

Dr.  Geelhoed  is  a member  of  the  Department  of  Surgery.  George 
Washington  University  Medical  Center,  Washington,  D.C. 
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technicality,  which  I hope  will  spring  my  in- 
dividual client,  because  I am  his  advocate  against 
the  system. 

I am  not  actually  a professor  of  law,  but  an- 
other type  of  advocating  practitioner,  a physi- 
cian, a surgeon  by  specialty.  I believe  that  health 
resources  are  finite;  that  there  should  be  more 
equitable  distribution  of  services;  and  more  em- 
phasis on  prevention,  good  life  style,  and  health, 
rather  than  on  healing.  But,  then  a severely  ill 
patient  comes  to  me  and  pleads,  “Please  don’t 
let  rne  die.”  In  caring  for  this  patient,  what 
is  my  role  as  an  agent  of  society?  I would  sug- 
gest it  fades  quite  quickly  in  the  presence  of  a 
sufferer  who  asks  that  I be  his  advocate  and  do 
everything  in  my  power  to  save  him,  even  if  it 
means  inventing  new  technology  or  breaking  the 
bank  to  do  so. 

It  is  hard  to  focus  on  maternal  and  child  wel- 
fare benefits  or  military  preparedness  at  3 AM 
in  George  Washington  University’s  ICU.  I can- 
not get  a handle  on  the  greater  good  in  the  string 
of  urgencies  that  pre-empt  my  schedule,  but  the 
immediacy  of  my  patient  and  my  obligation  to 
him  is  quite  apparent.  And,  if  I should  have 
any  trouble  focusing  on  the  patient’s  problem, 
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I have  the  legal  profession  to  “call  to  my  atten- 
tion” my  primary  role  as  advocate.  “Have  you 
done  everything  possible  to  help  your  patient? 
ask  the  family,  colleagues,  and  society. 

In  the  aggregate,  tales  of  human  woe  are  too 
numbing  or  goring  to  be  appreciated.  If  I tell 
you  that  69,000  people  died  on  US  highways 
last  year,  perhaps  half  of  these  deaths  prevent- 
able, many  of  us  will  stifle  yawns.  But,  if  a 
named  individual  is  strapped  to  a chair  in  front 
of  a Utah  firing  squad,  we  can  rally  100,000  peo- 
ple on  the  mall  to  protest  this  “needless  loss  of 
life.”  American  society  does  not  tolerate  the 
death  of  named  individuals. 

I know  there  are  lots  of  potential  patients  out 
there  beyond  my  office  doors,  beyond  Washing- 
ton, D.C.,  and  also  beyond  our  shores,  especially 
in  the  Third  World.  Those  who  advocate  equal 
access  and  an  equal  right  to  health  care  services 
should  not  be  so  quick  to  say  that  we  should 
evenly  distribute  these  services,  because  we 
would  have  to  greatly  lower  our  own  expecta- 
tions. The  majority  of  the  world  now  lives  and 
dies  without  the  benefit  of  seeing  a physician. 

Collective  advocates  are  clever  enough  to  re- 
spond to  American  “fix  it”  engineering  enthusiasm 
and  the  public’s  inability  to  let  a named  individ- 
ual down.  Statistics  on  muscular  dystrophy  or 
cerebral  palsy  don’t  open  public  purses  as  well 
as  a “poster  child”  does  — indentifiable,  recog- 
nizable, and  as  marketable  as  Cheryl  Tiegs  or 
Brooke  Shields. 

Physicians  and  allied  practitioners  do  not  have 
the  comfort  of  dealing  with  cancer  as  an  ab- 
straction. I have  to  face  Mr.  Smith  wasting 
away  with  his  terminal  disease.  I cannot  enjoy 
the  abstraction  of  end-stage  renal  disease;  I have 
to  talk  with  Mr.  Jones.  I want  everything  I can 
get  to  help  me  and  them  in  their  struggle  with 
these  cruel  and  impersonal  diseases.  As  a clini- 
cian, it  is  hard  for  me  to  understand  how  anyone 
can  withhold  a life-sustaining  treatment  that  al- 
ready exists  when  you  know  it  works,  no  matter 
that  it  may  be  costly  or  resource  intensive. 

Since  policy-makers  occasionally  make  de- 
crees regarding  limits  that  cannot  be  exceeded, 
let  them  feel  the  heat  that  the  praotitioners  do! 
That  is  precisely  what  happened  when  a col- 
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league  in  this  town  took  a patient  with  him  and 
dialyzed  him  on  the  floor  of  the  US  House  of 
Representatives  when  provisions  for  end-stage 
renal  disease  were  being  debated.  The  patient 
was  no  longer  anonymous;  he  could  stare  into 
the  eyes  of  the  lawmakers  and  they  had  the 
immediacy  of  his  problem  in  their  view. 

A named  individual,  dialyzed  in  front  of  law- 
makers, contributed  to  passage  of  PL  92-603.  No 
matter  that  the  law  produced  was  an  obligation 
to  wide-scale  application  of  half-way  technology; 
the  technique  had  been  developed  with  public 
funds,  it  worked,  and  so  it  couldn’t  be  withheld 
from  those  who  needed  it  every  other  day  to  keep 
death  at  bay. 

In  the  early  days  of  dialysis,  trying  to  decide 
who  would  benefit  from  the  treatment  was  no 
fun.  The  committee  had  to  consider  such  fac- 
tors as  these:  Was  a young  mother  of  three  a 
higher  priority  than  a previously  active  laborer? 
Could  either  of  these  patients  bump  the  older 
patient  who  had  insurance  and  other  resources 
to  pay  for  such  treatment?  The  committee  was 
unhappy  with  its  title,  “God  squad,”  and  was 
eager  to  pass  the  heat  to  policy-makers,  who 
buckled  under  the  siege  of  advocates  for  named 
patients,  even  though  the  projected  cost  for  this 
small  group  of  patients  and  their  services  looked, 
and  proved,  enormous.  After  passage  of  the 
amendment  allowing  patients  with  chronic  renal 
failure  to  be  beneficiaries  of  the  federal  treasury, 
other  groups  of  advocates  were  encouraged  in 
their  application  to  become  government-owned 
diseases. 

The  bill  had  another  effect.  Decision-making 
became  easier  for  the  committee.  Now  the  di- 
alysis service  could  accept  for  care  almost  all 
needy  applicants  since  their  bills  were  paid.  Di- 
alysis units  filled  up,  expanded,  and  built  satel- 
lites. 

It  has  reached  the  point  where  a large  medical- 
industrial  complex  is  being  subsidized:  More 
people  are  living  off  renal  failure  than  with  it. 
But  this  truly  life-sustaining  commitment  cannot 
be  stopped  now. 

Even  if  there  were  machines  enough,  practi- 
tioners enough,  and  dollars  enough  to  provide 
dialysis  for  all  who  could  use  it,  there  are  rate- 
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limiting  human  resources  in  transplantation.  If 
the  available  number  of  human  kidneys  is  se- 
verely restricting  transplantation,  it  is  a limit 
that  would  not  be  there  if  manufacture  of  human 
organs  were  possible.  Since  it  is  not,  and  abun- 
dant resources  are  invested  in  maximizing  the 
pool  of  transplantable  kidneys  and  retrieving 
all  of  those  usable,  the  patient  advocates  must 
line  up  to  present  their  patient’s  case  as  a trans- 
plant candidate. 

Advocacy  asks  not  for  a fair  share,  but  for 
whatever  is  necessary  to  solve  the  problem.  There 
are  some  patients  who  receive  unequitable  sums 
of  services;  I congratulate  their  practitioners  on 
doing  their  job. 

Policy  planners  may  want  to  put  a lid  on  this 
ever-expanding  demand,  but  patients  seek  out 
physicians  with  ever-increasing  capability  to 
solve  some  of  life’s  problems.  If  distributive 
justice  were  the  rule,  the  sick  patients  could 
have  a computer  read  out  the  aliquot  due  them 
in  services.  When  I become  sick,  I hope  to  use 
the  system  presently  so  well  exercised;  I will 


consult  a practitioner  as  my  advocate  to  fight 
for  more  than  my  fair  share  when  the  pressure 
of  mortality  makes  me  incapable  of  doing  that 
myself.  It  may  be  that  I may  eventually  ask 
him  to  back  off,  but  I want  my  clinician  less 
comfortable  with  my  death  than  I am.  Clinicians 
know  they  didn’t  go  to  school  to  help  me  die; 
they  are  life  advocates. 

I have  worn  the  policy-maker’s  hat.  I have 
sat  in  on  the  debates  about  resource  allocation. 
In  the  abstract,  decisions  for  allocation  of  care 
are  easy:  a dispassionate,  disinterested  apportion- 
ing of  the  pie  must  be  done  for  rational  budget- 
ing process.  But  25  times  a day,  I am  called  to 
remember  that  I am  not  in  charge  of  society’s 
exchequer;  I am  on  the  other  side:  I am  Mrs. 
Smith’s  advocate.  My  job  is  to  represent  the 
preservation  of  her  life  as  her  interested  advo- 
cate, even  if  that  preservation  is  against  the  good 
of  the  state,  and  even  if  it  is  over  your  personal 
fiscal  interests  and  mine.  My  primary  role  is  not 
one  of  an  acting  “agent  of  society”;  my  job  is 
called  being  a physician. 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 
Electronystagmography 
Brain  Stem  Evoked  Response  Audiometry 

BY  APPOINTMENT  (302)  454-7234 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 
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PHYSICIANS.  A WEEKEND 
WITH  THE  RESERVE 
ISN'T  JUST  ANOTHER  DAY 
AT  THE  OFFICE. 


Its  not  just  different  in  the  Army  Reserve, 
there  are  opportunities  to  explore  other 
phases  of  medicine,  to  add  knowledge,  and 
to  develop  important  administrative  skills. 
There  are  enough  different  needs  to  fill  right 
in  your  local  Army  Reserve  unit  to  make  a 
weekend  a month  exciting  and  rewarding. 

Explore  the  possibilities.  Call  our  officer 
counselor: 

MAJ  SHEILA  T.  BOWMAN,  ANC 
USAR  AMEDD  Procurement,  Forest  Glen  Section 
Walter  Reed  Army  Medical  Center,  Washington,  DC  20307 
(301)427-5101/5131 


ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 


Special  Report 


THE  AMA  DELEGATE 
1964  ANNUAL  REPORT  OF  THE  AMA 
HOUSE  OF  DELEGATES 


Roger  B.  Thomas,  Jr.,  M.D. 


The  Annual  Meeting  of  the  AMA  House  of 
Delegates  was  held  in  Chicago  June  17-21,  1984. 
The  Medical  Society  of  Delaware  was  repre- 
sented by  its  Delegate,  Roger  B.  Thomas,  Jr., 
M.D.;  its  Alternate  Delegate,  Rhoslyn  Bishoff, 
M.D.;  and  its  President,  I.  Favel  Chavin,  M.D. 
This  report  will  review  major  items  of  business, 
which  were  transacted  during  that  meeting,  along 
with  lesser  items  which  have  particular  relevance 
to  our  state.  More  fully  detailed  information  is 
contained  in  the  AMA  News,  dated  June  29-July 
6,  1984. 

There  were  355  delegates  seated:  283  repre- 
sented state  medical  associations,  63  represented 
national  medical  specialty  societies  including  two 
additional  societies  admitted  at  this  meeting 
(American  Academy  of  Medical  Directors  and 
National  Association  of  Medical  Examiners); 
nine  delegates  represented  hospital  medical  staffs, 
medical  students,  medical  schools,  resident  phy- 
sicians, the  armed  services,  the  public  health 
service,  and  the  Veterans  Administration. 

The  opening  session  of  the  meeting  was  ad- 
dressed by  AMA  President  Frank  J.  Jirka,  Jr., 

Dr.  Thomas  is  the  Medical  Society  of  Delaware’s  delegate  to 
the  AMA  House  of  Delegates. 
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M.D.,  who  reviewed  the  year’s  events  and  cited 
the  grass  roots  physician  efforts  in  supporting 
the  AMA’s  defeat  of  mandatory  assignment  for 
Medicare  inpatient  care  and  support  for  the 
voluntary  fee  freeze.  Dr.  Jirka  emphasized  the 
importance  of  recruiting  new  members,  and 
urged  the  House  to  make  special  efforts  to  recruit 
members  among  students,  residents,  women  phy- 
sicians, and  foreign  medical  graduates.  Later 
in  the  meeting,  the  incoming  President,  Joseph 
F.  Boyle,  M.D.,  delivered  his  inaugural  address, 
in  which  he  called  for  a reaffirmation  of  profes- 
sional ethics  in  light  of  increasing  pressures  to 
embrace  a business  ethic.  He  called  on  phy- 
sicians to  rededioate  themselves  to  the  principle 
that  the  care  of  the  patient  should  be  their  first 
consideration. 

The  House  considered  182  resolutions  and  73 
reports.  They  approved  several  recommenda- 
tions of  the  Board  of  Trustees  contained  in  a 
major  report  about  AMA  finances  and  member- 
ship. Of  foremost  interest  to  AMA  members  is 
that  AMA  dues  will  be  maintained  at  current 
levels  in  1985,  although  it  is  expected  that  in- 
creases of  $30  will  occur  in  1986  and  again  in 
1987,  to  avoid  major  reductions  in  AMA  pro- 
grams in  those  years.  State  medical  associations 
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will  be  allocated  one  extra  delegate  when  75% 
or  more  of  that  state  society’s  members  are  also 
AMA  members.  States  whose  membership  is  tied 
to  AMA  membership  (unified  states:  Illinois  and 
Oklahoma)  will  be  granted  two  additional  dele- 
gates. The  dues  exemption  policy  was  revised 
so  that  this  membership  category  is  limited  to 
members  who  are  at  least  70  and  fully  retired,  or 
suffering  financial  hardship  or  disability.  Mem- 
bers who  are  at  least  70  and  working  no  more 
than  20  hours  weekly  shall  pay  one  half  of  regu- 
lar dues.  Members  who  previously  qualified  for 
dues  exemption  will  continue  to  be  eligible  under 
a grandfather  clause.  The  Judicial  Council  was 
expanded  from  five  to  seven  members  to  aid  the 
Council  in  its  effective  consideration  of  a growing 
number  of  ethical  issues. 

Easily,  the  dominant  issue  at  this  meeting  was 
diagnosis-related  groups  ( DRGs ) and  their  effect 
on  the  quality,  cost,  and  availability  of  care.  The 
Board  of  Trustees  is  monitoring  the  situation 
closelv  and  reporting  to  the  House  at  each  meet- 
ing. In  related  actions,  the  House  voted  to  con- 
tinue the  AMA’s  strong  and  concentrated  efforts 
to  seek  elimination  of  the  DRG  attestation  state- 
ment that  requires  physicians  to  certify  primary 
and  secondary  diagnoses  and  procedures.  It  also 
sought  to  seek  legislative  and  regulatory  changes 
to  ensure  that  differences  in  DRG-based  pay- 
ments to  different  categories  of  hospitals  are 
based  on  true  differences  in  the  cost  of  providing 
services  by  those  hospitals  rather  than  on  arbi- 
trary geographic  criteria.  The  House  opposed 
the  mandated  algorhythmic  decision  tree  meth- 
od of  establishing  treatment  regimens  as  cost 
effective  under  the  Medicare  payment  system, 
and  opposed  the  expansion  of  DRGs  to  physi- 
cian services.  The  House  sought  changes  in  the 
DRGs  system  to  provide  adequate  reimburse- 
ment for  events  arising  during  hospitalization 
that  significantly  add  to  the  patient’s  require- 
ments for  oare. 

A special  reference  committee  was  appointed 
to  consider  the  159  principles  developed  by  the 
Health  Policy  Agenda  for  the  American  people. 
These  principles  are  broad  value  statements 
about  what  should  exist  in  the  health  policy 
area.  Instead  of  adopting  the  principles  as  AMA 
policy  however,  the  House  voted  to  endorse  them 
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as  working  principles  to  help  guide  AMA  repre- 
sentatives on  HPA  work  groups  and  advisory 
committees  throughout  the  remainder  of  the 
project,  which  is  scheduled  for  completion  in 
1986.  In  its  next  phase,  the  HPA  will  translate 
these  principles  into  policy  recommendations 
and  action  plans. 

The  House  considered  several  resolutions  re- 
lated to  the  use  of  air  bags  and  .seat  belts,  and 
supported  mandatory  installation  of  air  bags  in 
domestic  and  foreign  cars.  It  also  recommended 
legislation  promoting  the  availability  of  seat  belts 
in  all  motor  vehicles,  including  buses  and  taxis 
that  are  used  to  carrv  passengers.  The  House 
supported  mandatory  seat  belt  use  laws  and 
mandatory  child  passenger  restraint  laws. 

Taking  an  aggressive  anti-smoking  stance,  the 
House  approved  several  policies  to  position  the 
Association  in  the  forefront  of  anti-smoking 
groups.  The  House  voted  to  urge  Congress  to 
strengthen  warnings  on  cigarette  packages  to 
say  that  smoking  causes  cancer  of  the  mouth, 
larynx,  and  lungs;  is  a major  cause  of  heart  dis- 
ease and  emphysema;  is  addictive;  and  may  re- 
sult in  death.  The  House  urged  study  of  the 
safety  and  efficacy  of  nicotine  chewing  gum  as 
an  aid  to  smoking  cessation,  and  asked  the  Sur- 
geon General  to  place  health  hazard  warnings 
on  all  snuff  and  chewing  tobacco  packages.  Phy- 
sicians are  encouraged  to  schedule  extra  time  to 
explain  the  health  hazards  of  smoking  to  their 
patients,  and  hospitals,  offices,  and  other  medical 
care  facilities  are  urged  to  declare  themselves 
off-limits  to  smoking.  Continued  efforts  were 
encouraged  to  protect  the  health  of  nonsmokers 
on  airplanes. 

The  Hospital  Medical  Staff  Section  met  for 
two  days  prior  to  the  opening  of  the  AMA  House, 
with  over  700  representatives  registered  from 
every  state.  This  section  considered  60  resolu- 
tions, of  which  18  were  submitted  to  the  full 
AMA  House.  Enthusiasm  among  representatives 
in  this  section  remained  high,  and  participation 
by  this  group  in  the  policy  making  process  is 
expected  to  increase.  The  AMA  House  approved 
a number  of  resolutions  from  this  group,  includ- 
ing supporting  the  medical  staff’s  authority  to 
approve  or  disapprove  all  amendments  to  medi- 
cal staff  bylaws;  the  idea  that  hospital  govem- 
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ing  boards  cannot  unilaterally  change  medical 
staff  bylaws;  and  the  policy  that  the  AMA  should 
oppose  any  regulation  that  would  mandate  voting 
privileges  for  nonphysician  members  of  the  medi- 
cal staff.  The  House  recommended  that  medi- 
cal staffs  develop  bylaw  provisions  that  affirm  the 
binding  effect  of  medical  staff  bylaws  on  the 
hospital  governing  board  and  the  medical  staff. 
On  the  last  day  of  the  meeting,  the  Board  of 
Trustees  submitted  a report  informing  the  House 
that  a special  task  force  will  be  established  to 
study  professional  liability.  This  group  is  charged 
with  coordinating  current  AMA  activities,  and 
focusing  them  on  the  professional  liability  insur- 
ance problem.  The  task  force  will  be  chaired 
by  AMA  Executive  Vice  President,  James  H. 
Sammons,  M.D.;  other  members  include  AMA 
general  counsel,  the  assistant  executive  vice  presi- 
dent, and  two  deputy  executive  vice  presidents. 
This  group  will  submit  a report  at  the  1984  In- 
terim Meeting. 

The  House  considered  five  resolutions  per- 
taining to  reimbursement  for  cognitive  services, 
approving  a substitute  resolution  that  asks  the 
AMA  to  support  the  concept  that  third  party  pay- 
ors should  provide  more  equitable  reimburse- 
ment for  physicians’  services  which  are  solely 
cognitive  in  comparison  with  their  procedural 
services.  The  AMA  was  also  asked  to  take  ap- 
propriate action  to  promote  more  equitable  re- 
imbursement for  solely  cognitive  services  with 
third  party  payors,  business  groups,  and  other 
professional  associations. 

Many  other  issues  were  subject  to  action  by 
the  House  of  Delegates  at  this  meeting,  as  at 
other  meetings.  A few  of  these  will  now  be 
reviewed,  to  capture  the  flavor  of  the  breadth 
and  variety  of  these  issues.  For  example,  the 
House  voted  to  continue  to  assist  appropriate 
private  and  governmental  agencies  in  identifica- 
tion of  persons  possessing  illegally  obtained 
medical  degrees.  On  another  matter,  the  House 
adopted  a report  that  recommends  that  residency 
program  directors  develop  a written  policy  on 
maternity  leave  for  residents.  Considerable  ac- 
tion was  directed  at  protective  head  gear  for 
horseback  riders,  with  the  House  approving 
guidelines  regarding  participation  in  such  ac- 
tivities. These  include  the  development  of  edu- 
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cational  programs  for  parents,  riding  instructors, 
show  organizers,  and  managers  outlining  the  risks 
in  horseback  riding  and  methods  to  minimize 
them;  the  importance  of  selection  of  satisfactory 
protective  head  gear  for  each  type  of  riding  ac- 
tivity, and  when  riding  or  preparing  to  ride;  and 
that  individuals  riding  horses  be  encouraged  to 
wear  such  protective  head  gear.  Another  area 
that  attracted  considerable  attention  was  a late 
resolution  pertaining  to  a recently  announced  In- 
ternal Revenue  Service  campaign  to  have  IRS 
agents  impersonate  physicians  and  other  profes- 
sionals. The  House  asked  the  AMA  to  monitor 
this  situation  and  report  back  at  the  1984  Interim 
Meeting. 

The  delegates  took  action  on  an  agenda  addi- 
tionally so  broad  that  it  would  be  impossible  to 
enumerate  fully  in  a report  of  this  type.  The 
interested  reader  is  referred  to  the  AMA  News 
of  June  29-July  6,  1984  for  further  details  in  these 
areas.  In  closing,  the  prevailing  theme  of  this 
meeting  should  be  strongly  emphasized — namely, 
that  the  AMA  must  increase  its  membership.  In 
trying  to  keep  dues  increases  to  a minimum,  the 
delegates  themselves  have  volunteered  to  recruit 
at  least  five  new  members  each.  This  project, 
called  the  Peer-to-Peer  Program,  is  a challenge 
to  the  AMA,  and  other  AMA  members  are  en- 
couraged to  accept  a similar  obligation  to  en- 
large the  representative  base  of  the  AMA  by 
asking  their  colleagues  to  join  them.  Meetings 
of  the  AMA  House  of  Delegates  provide  a unique 
educational  opportunity,  which  any  AMA  mem- 
ber is  encouraged  to  attend  and  participate  in. 
Any  AMA  member  may  present  testimony  at  a 
Reference  Committee  hearing,  and  there  are 
ample  opportunities  to  have  one’s  views  ex- 
pressed to  voting  delegates.  Even  when  it  is 
impractical  to  attend  a meeting,  AMA  members 
can  still  be  represented  through  their  delegate. 
It  is  important  that  the  delegate  be  informed 
about  opinions  of  physicians  in  the  community 
on  issues  of  a type  described  in  this  report.  Any 
AMA  member  can  prepare  a resolution  and  re- 
quest that  it  be  submitted  to  the  House;  any 
AMA  delegate  is  happy  to  work  with  individual 
members  in  development  of  such  resolutions. 
Most  AMA  policies  began  with  an  individual 
physician  who  had  a good  idea  and  coaxed  it 
through  the  democratic  process. 
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c! Association 

Visiting  Nurse  Association  of  Delaware 
271  3 Lancaster  Avenue 
Wilmington,  DE  19805 

658-5205— WILMINGTON 
A STATE-WIDE  NON-PROFIT  HOME  HEALTH 
CARE  AGENCY  PROVIDING 
Nursing 

Homemaker/Home  Health  Aide 
Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Medical  Social  Work 
Nutrition 

SERVING  DELAWARE  SINCE  1922 
A PARTICIPATING  MEDICARE  AGENCY 

422-201 0-Milford  366-8773-Newark 
227-4281 -Rehoboth  734-4783-Dover 


MEDICAL  PRACTICE 
SALES  AND 
APPRAISALS 

We  specialize  in  the  valuation  and  sell- 
ing of  medical  practices.  If  interested  in 
buying  or  selling  a medical  practice,  contact 
our  Brokerage  Division  at: 

THE  HEALTH  CARE  GROUP 
400  GSB  Building 
Bala  Cynwyd,  PA  19004 

215-667-8630 


HAPPY  HARRY’S  HOME  HEALTH  CARE 

Everything  for  your  patient’s  good  Health 


JOBST 


Best  seat  in  the  house. 


Medical  studies  indicate  you'll  sit  more  comfortably  on 
a Jobst"  Hydro-Float”  Flotation  Pad. 

lobst  Hydro-Float 
Flotation  Pad 
more  evenly 
istributes  your 
eight  over  the 
entire  buttocks  area 
*to  reduce  pressure  and  pinch 
It  reduces  the  temperature  of 
tissue  sublet  to  pressure 
thereby  reducing  the  suscep- 
tibility to  pressure  sores 


)OBST  Dealer 


Get  the  best  seat  in 
the  house  Sit  in  a 
Hydro-Float 


Full  line  of 
products 
available. 


Leisure-Lift 


OXYGEN 


* HOLLISTER®  and  SQUIB  5 
ostomy  supplies 

* Oxygen  - tanks  and 
concentrators 

* Complete  line  of  patient 
aids 

* Professional  Orthopedic 
Fitters 

* We  accept  assignment 


These  products  & services  available  from  all  17  Happy  Harry’s. 
Call  or  visit  our  HOME  HEALTH  CARE  CENTER  - 654-3019 
Trolley  Square  Shopping  Center  - Delaware  Ave.  Wilmington 


In  Brief 


Impaired  Physician 
Program 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302)  654- 
1001.  The  anonymity  of  the  caller  is  assured. 


Colleagues  in  Elizabeth  M.  Craven,  M.D.,  of  Wilmington,  was  appointed  to  the  Admissions 
the  News  Committee  of  Jefferson  Medical  College  by  the  Dean,  Joseph  S.  Gonnella,  M.D. 

She  replaces  E.  Wayne  Martz,  M.D.,  who  served  on  the  committee  for  seven  years. 


Steven  L.  Edell,  D.O.,  of  Wilmington,  was  elected  President  of  the  Greater  Del- 
aware Valley  Ultrasound  Society  for  1984-1985.  The  Society  consists  of  over 
200  members  and  meets  monthly  at  Thomas  Jefferson  University  Hospital. 


Mohammad  Imran,  M.D.,  of  Wilmington,  was  elected  to  the  position  of  Fellow 
of  the  Royal  College  of  Obstetricians  and  Gynecologists  in  London.  He  was 
among  13  American  physicians  and  232  physicians  worldwide  to  be  elected  to 
the  honorary  society. 


CLINICAL  MEETINGS  AND  NOTICES 

Impaired  Physician  The  theme  of  the  Sixth  NATIONAL  CONFERENCE  ON  THE  IMPAIRED  PHY- 
Seminar  SICIAN  will  be  “How  to  Get  Programs  on  Track.”  The  program,  sponsored  by  the 
American  Medical  Association,  will  be  held  in  Secaucus,  New  Jersey,  September  6-9, 
1984.  The  program  is  designed  to  provide  information  to  state  medical  societies  and 
other  interested  professionals  so  that  they  can  fully  implement  physician  impairment 
programs.  The  program  will  also  provide  a forum  for  inter-exchange  of  ideas  and 
information  for  professionals  who  are  working  with  impaired  physicians.  Registration 
fee  is  $125  for  AM  A members,  $185  for  nonmembers,  $65  for  AMA-member  housestaff, 
and  $125  for  nonmember  housestaff.  Participants  in  the  program  will  be  eligible  for 
23  credit  hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  AMA.  Con- 
tact: AMA  Department  of  Meeting  Services,  535  North  Dearborn  Street,  Chicago, 
Illinois  60610.  Telephone:  (312)  645-4582. 


Cardiac 

Arrhythmias 

Seminar 


The  American  College  of  Cardiology  and  The  Lankenau  Hospital  will  sponsor  MECH- 
ANISMS AND  THERAPY  OF  CARDIAC  ARRHYTHMIAS  September  19-21,  1984, 
in  Philadelphia.  This  intense  tutorial  program  is  designed  to  instruct  physicians  in 
the  approaches  to  the  identification  of  complex  cardiac  arrhythmias.  The  aim  of  the 
program  will  be  to  integrate  electrophysiologic  abnormalities  with  clinical  arrythmias. 
A fundamental  knowledge  of  electrocardiography  is  essential  for  the  participants  of  this 
program.  Precise  electrophysiological  mechanisms  responsible  for  clinical  disturbances 
of  impulse  formation  and  conduction  will  be  explored.  Newer  concepts  in  the  patho- 
physiology, diagnosis  and  management  of  cardiac  arrythmias  will  be  emphasized,  in- 
tegrating electrocardiography,  clinical  electrophysiology  and  electropharmacology.  Reg- 
istration fee  is  $300  for  ACC  members  and  $335  for  nonmembers.  Participants  will 
be  eligible  for  22/2  Category  I credit  hours.  Contact:  American  College  of  Cardiology, 
Extramural  Program  Department,  9111  Old  Georgetown  Road,  Bethesda,  Maryland 
20814.  Telephone:  (301)  897-5400. 
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In  Brief 


Advanced 

Echocardiography 

Seminar 


ACCP  Annual 
Convention 


AAFP  Annual 
Convention 


Nuclear 

Cardiology 

Seminar 


A seminar  entitled  ADVANCED  ECHOCARDIOGRAPHY  sponsored  by  the  American 
College  of  Cardiology,  the  Indiana  University  School  of  Medicine,  and  the  Krannert 
Institute  of  Cardiology  will  be  held  in  Indianapolis  October  1-3,  1984.  The  pro- 
gram is  designed  to  update  the  practicing  echocardiographer  or  the  physician  with  a 
special  interest  in  echocardiography.  Recent  developments,  advantages,  limitations, 
and  the  future  of  echocardiography  will  be  explored  at  an  advanced  level.  Attendees 
should  have  some  prior  familiarity  with  routine  echocardiography.  Registration  fee 
is  $290  for  ACC  members  and  $405  for  nonmembers.  Participants  will  be  eligible 
for  16/2  Category  I credit  hours.  Contact:  American  College  of  Cardiology,  Extra- 
mural Program  Department,  9111  Old  Georgetown  Road,  Bethesda,  Maryland  20814. 
Telephone:  (301)  897-5400. 


The  American  College  of  Chest  Physicians  will  hold  their  50th  ANNUAL  SCIENTIFIC 
SESSION  in  Dallas  October  8-12,  1984.  The  postgraduate  courses  will  cover  such 
topics  as  cardiopulmonary  imaging,  sleep  disorders,  cardiovascular  and  pulmonary 
response  to  exercise,  monitoring  the  critically  ill  patient,  and  bronchoscopy.  Other 
program  features  include:  motion  picture  clinic,  technical  and  scientific  exhibits,  ad- 
ministrative meeting  and  election  of  officers,  and  convocation  ceremony.  Participants 
will  be  eligible  for  up  to  30  credit  hours  of  Category  I.  Contact:  American  College 
of  Chest  Physicians,  P.O.  Box  93826,  Chicago,  Illinois  60670. 


The  36th  ANNUAL  CONVENTION  AND  SCIENTIFIC  ASSEMBLY  of  the  American 
Academy  of  Family  Physicians  is  scheduled  for  October  9-12,  1984,  in  Kansas  City, 
Missouri.  The  theme  of  this  year’s  program  is  “Everything’s  Up  to  Date  in  Family 
Practice.”  Robert  Young,  famous  for  his  portrayal  of  Marcus  Welby,  M.D.,  will  be 
the  keynote  speaker  at  the  scientific  program  on  October  9.  Other  lectures  will  cover 
a broad  range  of  topics  including  “Premenstrual  Syndrome  and  Dysemonorrhea,” 
“Mitral  Valve  Prolapse:  Enigma  or  Epidemic,”  and  “Appetite  Control  and  Weight 
Regulation.”  The  program  also  offers  13  educational  activities  and  more  than  100 
practical  topics  specifically  designed  to  acquaint  family  physicians  with  the  latest 
medical  advances.  Topics  will  include  flexible  sigmoidoscopy,  care  and  conditioning 
of  the  athlete,  basic  soft  tissue  surgery,  and  aspects  of  aging.  Registration  fee  is 
$50  for  AAFP  members,  $100  for  nonmembers,  $10  for  medical  student  nonmembers, 
and  $20  for  resident  nonmembers.  There  is  no  charge  for  medical  student  members 
and  resident  members.  Contact:  American  Academy  of  Family  Physicians,  1740 
West  92nd  Street,  Kansas  City,  Missouri  64114.  Telephone:  1-800-821-2512. 


The  American  College  of  Cardiology  and  the  Yale  University  School  of  Medicine  will 
conduct  a seminar  on  ADVANCED  NUCLEAR  CARDIOLOGY  AND  COMPARA- 
TIVE IMAGING  TECHNIQUES:  1984,  in  New  Haven,  Connecticut,  October  11-13, 
1984.  The  program  will  present  an  advanced  approach  to  the  current  use  of  nuclear 
cardiology  and  comparative  imaging  techniques  in  the  diagnosis  of  cardiac  disease 
and  in  determining  aspects  of  cardiac  function.  Lectures,  panels,  and  workshops 
with  hands-on  experience  will  be  included.  This  program  is  designed  for  the  physician 
who  already  has  a background  in  radionuclide  or  other  imaging  techniques  and  who 
desires  advanced  training  in  the  field  and  exposure  to  state-of-the-art  cardiovascular 
imaging  methods.  Registration  fee  is  $260  for  ACC  members,  $375  for  nonmembers, 
and  $145  for  technicians,  medical  students,  residents,  and  fellows.  Participants  will 
be  eligible  for  15/2  Category  I credit  hours.  Contact:  American  College  of  Cardiology, 
Extramural  Programs  Department,  9111  Old  Georgetown  Road,  Bethesda,  Maryland 
20814.  Telephone:  (301)  897-5400. 
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In  Brief 


Pediatric  The  Cloister  in  Sea  Island,  Georgia,  is  the  site  for  the  seminar  CURRENT  MAN- 
Orthopaedics  AGEMENT  OF  ORTHOPAEDIC  PROBLEMS  AND  TRAUMA  IN  CHILDREN 
Symposium  presented  by  the  Alfred  I.  du  Pont  Institute  and  Nemours  Children’s  Hospital  of  the 
Nemours  Foundation.  The  seminar  is  scheduled  for  October  28-November  1,  1984. 
This  course  will  cover  several  aspects  of  sports  medicine,  fractures,  and  trauma  in 
children.  In  addition,  common  disorders  of  the  hip  and  lower  extremity  will  be 
reviewed.  The  program  will  consist  of  didactic  lectures  and  panel  discussions,  with 
ample  time  for  questions  from  participants.  Time  will  also  be  set  aside  for  problem 
cases  to  be  presented  to  the  faculty,  both  within  the  group  sessions  and  on  an  individual 
basis.  After  completing  the  course,  participants  should  be  able  to  recognize  and  manage 
specific  athletic  injuries  and  fractures  in  children  and  be  familiar  with  common  pedi- 
atric disorders  of  the  hip  and  lower  extremity.  Registration  fee  for  the  course  is  $350 
for  practicing  physicians,  $150  for  residents  or  retired  physicians  and  allied  health 
professionals.  Participants  in  the  course  will  be  eligible  for  19  credit  hours  of  Category 
I of  the  AMA  Physician’s  Recognition  Award.  Contact:  Eileen  M.  Cunniffe,  Depart- 
ment of  Medical  Education,  Alfred  I.  du  Pont  Institute,  P.O.  Box  269,  Wilmington, 
Delaware  19899. 


Computers  and  The  Eighth  Annual  Symposium  on  COMPUTER  APPLICATIONS  IN  MEDICAL 
Medicine  CARE  will  be  held  November  4-7,  1984,  in  Washington,  D.C.  This  program  will  offer 
an  opportunity  for  physicians  to  share  with  computer  and  information  scientists,  engi- 
neers and  mathematicians  ideas  and  experiences  in  applying  computer  technology  to 
problems  in  health  care  delivery,  research,  and  policy.  The  program  will  include  both 
theoretical  and  practical  treatment  of  the  art  and  science  of  applying  and  using  infor- 
mation technology  in  health  care,  the  current  problems  being  experienced,  the  alterna- 
tive approaches  being  pursued,  the  innovative  applications  being  implemented  and 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchiti: 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms: 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae),  Haemophilus 
influenzae.  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor. 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG 
CLASSES. 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins);  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics.  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening. 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation.  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C.  difficile.  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General  Precautions — If  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg's  solutions  and  also  with  Clmitest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy— Pregnancy  Category  B— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  1 2 times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
• Nursing  Mothers— Small  amounts  of  Ceclor  have  been  detected  in 
mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  wereO  18.  0.20,  0 21,  and  0 16  mcg/ml  at  two,  three, 
four,  and  five  hours  respectively.  Trace  amounts  were  detected  at  one 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  HL  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Pulvules®,  250  and  500  mg 


hour.  The  effect  on  nursing  infants  is  not  known  Caution  s. 
exercised  when  Ceclor*  (cefaclor.  Lilly)  is  administered  to 
woman. 

Usage  in  Children — Safety  and  effectiveness  of  this  pro 
in  infants  less  than  one  month  of  age  have  not  been  establi 
Adverse  Reactions:  Adverse  effects  considered  related  to 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  ( 
and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  e 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  be 
rarely. 

Hypersensitivity  reactions  have  been  reported  in  about 
of  patients  and  include  morbilliform  eruptions  (1  in  100) 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  tf 
patients.  Cases  of  serum-sickness-like  reactions  (erythen 
multiforme  or  the  above  skin  manifestations  accompaniec 
arthritis/arthralgia  and,  frequently,  fever)  have  been  repor 
reactions  are  apparently  due  to  hypersensitivity  and  have 1 
occurred  during  or  following  a second  course  of  therapy  ^ 
Such  reactions  have  been  reported  more  frequently  in  chi1  ;tl 
adults.  Signs  and  symptoms  usually  occur  a few  days  afti  | 
of  therapy  and  subside  within  a few  days  after  cessation 
No  serious  sequelae  have  been  reported.  Antihistamines 
corticosteroids  appear  to  enhance  resolution  of  the  syndr 

Cases  of  anaphylaxis  have  been  reported,  half  of  which 
occurred  in  patients  with  a history  of  penicillin  allergy  |J 

Other  effects  considered  related  to  therapy  included  ec 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  th 
patients) 

Causal  Relationship  Uncertain— Transitory  abnormal 
laboratory  test  results  have  been  reported  Although  the; 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerti 
information  for  the  physician. 

Hepatic— Slight  elevations  of  SGOT.  SGPT.  or  alkaline  i 
values  (1  in  40) 

Hematopoietic — Transient  fluctuations  in  leukocyte  co 
predominantly  lymphocytosis  occurring  in  infants  and  yc 
(1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum  creatinine  (I 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 


• Many  authorities  attribute  acute  infectious  exacerbatioi 
bronchitis  to  either  S pneumoniae  orH.  influenzae. ‘ 
Note  Ceclor  is  contraindicated  in  patients  with  known 
cephalosporins  and  should  be  given  cautiously  to  penic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
prevention  of  streptococcal  infections,  including  the  pi 
rheumatic  fever  See  prescribing  information. 
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tested,  and  the  professional  and  institutional  programs  promoting  and  supporting  the 
improvement  and  dissemination  of  computer  applications  in  health  care.  Contact: 
Gerald  S.  Cohen,  SCAMC-Office  of  CME,  George  Washington  University  Medical 
Center,  2300  K Street,  NW,  Washington,  D.C.  20037.  Telephone:  (202)  676-8928. 


The  Department  of  Otolaryngology  of  the  Johns  Hopkins  University  School  of  Medicine 
will  sponsor  the  CROWE  SYMPOSIUM  ON  TEMPORAL  BONE  SURGERY,  Novem- 
ber 9-10,  1984,  in  Baltimore.  Registration  fee  is  $185  for  physicians  and  $100  for 
residents.  Participants  will  be  eligible  for  AMA  Category  I credits.  Contact:  Carlita 
M.  Kearney,  Program  Coordinator,  Office  of  Continuing  Education,  720  Rutland  Ave- 
nue, Room  19  Turner,  Baltimore,  Maryland  21205.  Telephone:  (301)  955-3168. 


New  research  in  the  field  of  women’s  psychology  may  provide  new  approaches  and 
tools  for  the  treatment  of  eating  disorders.  The  possibilities  will  be  explored  during 
the  THIRD  ANNUAL  CONFERENCE  OF  THE  CENTER  FOR  THE  STUDY  OF 
ANOREXIA  AND  BULIMIA,  scheduled  for  November  17-18,  1984,  in  New  York 
City.  Presentations  and  panels  will  provide  discussion  and  dialogue  on  such  questions 
as  “Why  are  women  the  principal  victims  of  eating  disorders?”  and  “How  can  new 
research  connected  with  the  psychology  of  women  help  in  the  development  of  new 
tools  for  treatment?”  Contact:  The  Center  for  the  Study  of  Anorexia  and  Bulimia,  1 
West  91st  Street,  New  York,  New  York  10024.  Telephone:  (212)  595-3449. 


The  Departments  of  Otolaryngology  and  Pediatrics  of  the  University  of  Pittsburgh 
School  of  Medicine  will  present  the  11th  annual  symposium  entitled  EAR,  NOSE 
AND  THROAT  DISEASES  IN  CHILDREN:  A 1984  UPDATE  in  Palm  Beach, 
Florida,  December  5-9,  1984  The  faculty  consists  of  experts  in  pediatric  otolaryn- 
gology, otology,  radiology,  audiology,  pediatric  allergy,  pediatric  infectious  diseases, 
and  bead  and  neck  surgery.  The  entire  course  will  be  simultaneously  translated  to 
Spanish.  Registration  fee  is  $250  for  physicians  and  $185  for  residents.  Participants 
will  be  eligible  for  17  hours  of  CME  credit.  Contact:  Department  of  Otolaryngology, 
Children’s  Hospital  of  Pittsburgh,  125  De  Soto  Street,  Pittsburgh,  Pennsylvania 
15213.  Telephone:  (412)  647-5466. 
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In  Brief 


NIH  Conference 
On  Cholesterol 
and  Heart  Disease 


A consensus  Development  Conference  on  the  LOWERING  OF  BLOOD  CHOLES- 
TEROL TO  PREVENT  HEART  DISEASE  will  be  held  at  the  National  Institutes  of 
Health,  December  10-12,  1984.  Elevated  blood  cholesterol  is  one  of  the  major  risk 
factors  for  the  development  of  coronary  heart  disease.  The  recently  concluded  Lipid 
Research  Clinics  Coronary  Primary  Prevention  Trial  demonstrated  that  reducing  blood 
cholesterol  levels  reduced  the  risk  of  developing  coronary  heart  disease.  A Consensus 
Panel  will  study  the  scientific  evidence  presented  by  medical  experts  and  formulate  a 
draft  statement  in  response  to  a number  of  key  questions  such  as:  Is  the  relationship 
between  blood  cholesterol  levels  and  coronary  heart  disease  causal?  Will  reduction 
of  cholesterol  levels  prevent  coronary  heart  disease?  At  what  level  of  blood  cholesterol 
should  treatment  be  started  and  what  is  appropriate  treatment?  Should  the  popula- 
tion at  large  attempt  to  reduce  their  cholesterol  levels?  What  are  appropriate  direc- 
tions for  research  to  explore?  Contact:  Ms.  Peggy  Connolly,  Prospect  Associates, 
Suite  401,  2115  East  Jefferson  Street,  Rockville,  Maryland  20852.  Telephone:  (301) 
468-6555. 


Annual  Emil  The  Department  of  Obstetrics/Gynecology  of  Johns  Hopkins  University  School  of 
Novak  Memorial  Medicine  is  sponsoring  the  26th  Annual  Emil  Novak  Memorial  Course  October  29- 
Course  November  2,  1984,  in  Baltimore.  The  title  of  this  year’s  course  is  CLINICAL  OB- 
STETRICS AND  GYNECOLOGY  PATHOLOGY  AND  HIGH  RISK  OBSTETRICS. 
Participants  will  receive  45  AMA  Category  I credits.  The  registration  fee  is  $500  for 
physicians  and  $350  for  residents.  Contact:  Carlita  M.  Kearney,  Program  Coordina- 
tor, Office  of  Continuing  Education,  720  Rutland  Avenue,  Room  19  Turner,  Baltimore, 
Maryland  21205.  Telephone:  (301)  955-3168. 


Clinical 

Psycho- 

Pharmacology 

Conference 


The  Department  of  Psychiatry  of  the  Long  Island  Jewish-Hillside  Medical  Center  is 
sponsoring  a one-day  course  entitled  CURRENT  CLINICAL  PSYCHOPHARMA- 
COLOGY on  November  2,  1984,  in  New  Hyde  Park,  New  York.  This  conference 
will  review  pharmacologic  treatment  of  the  major  psychiatric  disorders.  Topics  include: 
Schizophrenia— Acute  and  Long  Term  Treatment,  Psychopharmacologic  Treatment 
of  Depression,  The  “New”  Anti-Depressants,  the  Benzodiazapines— Pharmacokinetics 
and  Clinical  Use,  and  Pharmacologic  Treatment  of  Panic  and  Phobic  Disorders.  Par- 
ticipants in  the  conference  will  receive  7 credit  hours  in  Category  I.  Registration  fee 
is  $125.  Contact:  Ann  J.  Boehme,  Continuing  Education  Coordinator,  Long  Island 
Jewish-Hillside  Medical  Center,  New  Hyde  Park,  New  York  11042.  Telephone:  (212) 
470-2114. 
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Combined  Interiors  Group 


The  Single  Source 

For  Office  Furniture  and  Business  Interiors 

□ Office  Furniture 

□ Computer  Furniture 

□ Carpet/Floor  Covering 

□ Oriental  Rugs 

□ Window  Treatments 

□ Wall  Coverings/Fabrics 

□ Office  Systems 

□ Design  Services 

□ Designer  Ceilings 

□ Lamps/Lighting/Clocks 

□ Office  Accessories 

□ Custom  Art  & Graphics 

Call  Your  Local  Combined  Interiors 
Representative  Today 
For  Your  Free  Estimate! 

Choose  from  a wide  array  of  options 


CIG  Work  Centers 


r COMBINED  ^ 

"INTERIORS 

Wall  coverings  • Floor  coverings  • Window  coverings  & more 


More  Efficiency  in  Less  Space 
Without  Crowding! 

WE  DELIVER 

YOUR  MOST  CRUCIAL  OFFICE  PRODUCTS 
ON  TIME  • WITHIN  BUDGET 


Medical  Office  Specialists 


We  can  solve  your  Business  Interiors  and  Office  Furnishing 
requirements  in  a number  of  ways  with  design  and  price 
ranges  for  every  requirement. 

Call  us  at  Combined  Interiors  — 998-1024 

We  can  supply  your  most  urgent  needs  — office 
furniture,  carpeting,  window  coverings,  design  advice 
or  Total  Concept  Service.  Call  us  at  998-1024  for  a 
FREE  ESTIMATE  and  PROPOSAL.  We  can  also 
assist  your  designer  or  builder  and  we  invite  you  to 
use  our  showroom  reference  resource  center  in  the 
Pike  Creek  Valley  Center  on  Limestone  Road. 

Call  Combined  Interiors. 

We’ll  meet  in  your  office  or  ours  to  discuss  your 
needs  and  how  we  can  serve  you.  Start  your  interior 
project  with  a Single  Source  on  Day  1 — 

Call  Combined  Interiors.  We  deliver  the  most 
crucial  office  products  to  all  our  clients  — 
on  time  — within  budget! 


Call  Combined  Interiors  in  the  Pike  Creek  Valley  Center  — 998-1024 

or  send  this  handy  post  card  for  a FREE  PROPOSAL 


Send  this  handy  post  card 
for  a 

Free  Proposal 

Your  Combined  Interiors  representative 
can  help  you  access  your  needs  including: 


TI  want  to  receive  more  information  about 

Combined  Interiors  Group  — Business  Interior 
• Products  and  Services. 

□ Please  have  a representative  call  me. 

□ Need  planning  and  pricing  information. 


Interiors 


Commercial  & Residential 


•Offices 

•Banks 

•Business  Centers 
•Resorts 

•Shopping  Centers 

•Hotels 

•Motels 

•Condominiums 

•Restaurants 


•Office  Furniture 
•Floor  & Wall  Coverings 
• Window  Treatments 
•Computer  Furniture 
•Office  Systems 
•Office  Accessories 
•Designer  Fabrics 
•Interior  Greenery 
•Designer  Services 


□ Send  me  more  information 

RETURN  TO:  Combined  Interior!,  4726  Limestone  Rd„  Wilm.,  DE  19808 

Name Title 

Company 

Address 

City State Zip 

Phtmg 


SERVICE 


SERVICE 

SERVICE 


Not  every  clinical  reference  laboratory  can  provide 
the  services  that  Medlab  can,  especially  within 
Delaware.  The  primary  reason:  WE  ARE  LOCAL 

Medlab  can  provide  same-day-service  for  more 
tests  than  any  other  clinical  laboratory  providing 
services  in  this  area.  In  fact,  in  addition  to  routine 
STAT  tests,  and  special  chemistries  such  as 
serum  estriol,  HCG,  PT,  PTT,  T3,  T4  and  FTI,  we 
can  provide  same-day-results  for  therapeutic  drug 
monitoring;  e.g.,  Theophylline,  Digoxin,  Metho- 
trexate, Lidocaine,  Quinidine,  Procainamide  (NAPA), 
Primidone,  Phenytoin,  Phenobarbital,  Valproic 
Acid,  Carbamazepine,  Gentamicin,  Tobramycin, 
Amikacin,  Vancomycin,  Netilmicin,  Kanamycin 
and  Streptomycin. 


LOCAL  OWNERSHIP 
—PERSONAL  PRIDE 


INC. 


One  Pike  Creek  Center 
Linden  Hill  Road 
Wilmington,  DE  19808 
(302)  994-5764 


We  do  twice-a-day  pickup  of  specimens  in  New 
Castle  County  and  surrounding  area,  and  with  24 
hours  notice  we'll  even  do  routine  house-calls.  Our 
drivers  pick  up  specimens  and  deliver  test  results 
even/  morning;  Monday  thru  Saturday.  And,  we 
schedule  a second  pickup  at  client's  offices  in  the 
afternoon;  Monday  thru  Friday.  STAT  and  special 
pickups  can  be  requested  at  any  time. 

Your  patients  can  also  visit  one  of  our  satellites 
(eight  are  conveniently  located  in  New  Castle 
County),  where  specimens  can  be  dropped  off 
and/or  phelbotomy  performed  as  early  as  7:30  a.m. 
or  as  late  as  6:00  p.m. 

For  prompt,  accurate  test  results,  you  can  depend 
upon  Medlab...  Delaware's  only  full-service,  clinical 
reference  laboratory. 


President's  Page 


DELPAC-A  MEDICAL  NECESSITY 


I spoke  recently  at  a meeting  of  members  of 
the  New  Castle  County  Medical  Society  and 
their  spouses.  Since  only  a limited  number  of 
members  of  the  State  Society  could  be  present, 
I felt  it  appropriate  to  present  here  the  text  of 
that  talk  so  that  my  thoughts  could  be  circulated 
among  all  the  members  of  the  State  Society. 

Just  like  apple  pie,  motherhood,  and  the  flag, 
I have  learned  that  what  was  once  right  is  still 
proper.  In  this  country,  good  health  care  is 
right,  even  though  it  may  not  be  cost  effective. 
The  programs  in  view  are  hurting  the  American 
public,  denying  them  adequate  health  care  be- 
cause of  a statistic — health  care  now  accounts  for 
10.5%  of  the  GNP.  Who  is  to  say  that  the  USA 
cannot  afford  to  spend  15%  of  the  GNP?  Labor 
leaders  who  fostered  the  idea  that  health  care 
is  a “right”  and  that  there  should  be  no  cost  to 
their  union  members  are  now  finding  that  in- 
dustry is  objecting  to  paying  the  costs  involved. 
Government  and  industry  feel  they  should  pay 
less  and  only  the  physician  should  be  controlled, 
ie,  perform  for  restrictive,  limited  fees,  but  still 
be  as  liable  as  he  or  she  ever  was. 

The  fact  is  that  at  one  time  about  three  million 
people  were  employed  in  the  health  care  industry 
to  the  benefit  of  everyone.  As  you  know,  this 
number  has  now  decreased.  If  any  major  industry 
or  labor  union  were  to  have  that  many  employ- 
ees, it  would  be  good,  but  in  medicine  it  was  too 
many.  The  message  to  medicine  is:  Cut  back! 
Hold  the  line!  Improve,  but  don’t  invent!  Stand 


still!  Keep  the  status  quo!  And  for  heaven’s  sake, 
don’t  raise  your  fees! 

Yes,  costs  are  high,  but  houses  and  cars  don’t 
cost  what  they  did  20  years  ago  either. 

During  the  past  year  I have  participated  in 
regional  and  national  meetings,  on  your  behalf, 
to  keep  up  to  date  with  health  care  legislation 
in  those  states  around  us,  as  well  as  in  those 
across  the  nation. 

I have  learned  that  only  a few  of  those  phy- 
sicians who  care  will  work  to  change  legislation, 
but  there  will  be  many  who  will  criticize  if  their 
future  is  in  jeopardy. 

The  AMA  national  convention  in  Chicago  was 
quite  an  eye-opener,  as  I wrote  in  a President’s 
Page  earlier  this  year.  For  more  than  a week, 
physicians  toiled  for  the  protection  of  the  public. 
On  another  occasion,  39  state  societies,  organized 
by  the  AMA,  helped  convince  Congress  not  to 
support  mandatory  assignment.  We  have  gotten 
to  know  state  legislators  better,  and  they  us.  We 
have  informed  them  that  we  are  in  the  public’s 
comer,  to  protect  and  properly  serve  the  public. 

Currently,  a lawsuit  is  in  progress  by  the  AMA 
against  the  government  regarding  the  Medicare 
portion  of  the  Deficit  Reduction  Act,  challeng- 
ing the  constitutionality  of  discrimination  against 
Medicare  recipients  and  physicians. 

Ladies  and  gentlemen  of  the  New  Castle 
Count\r  Medical  Society — Wake  up! — Or  you 
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won’t  be  able  to  give  the  highest  quality  care 
to  your  patients.  The  only  way  to  assure  qual- 
ity care  is  to  have  people  in  political  office  who 
will  listen  to  medicine’s  point  of  view.  If  adverse 
legislation  is  permitted  to  go  unchecked,  second- 
rate  care  will  soon  be  the  law  of  the  land,  and 
the  public  won’t  know  the  difference!  The  older 
generation,  which  experienced  the  best  care,  will 
pass  on.  The  younger  generation  won’t  know  or 
care  that  they  are  being  denied  first-rate  care. 
The  goal  of  medicine  used  to  be  to  increase  the 
length  and  quality  of  life;  soon  it  will  be  care, 
which  may  be  inadequate,  for  the  lowest  cost. 

Please,  please  become  involved  to  protect  the 
public  against  bureaucracy.  Your  patients  need 
you  to  know  your  legislators,  and  to  advise  them 
so  that  the  best  health  care  will  remain  the  goal 
of  Amerioan  medicine  for  the  American  people. 

And  one  way  that  you  can  become  involved 
is  to  listen  to  the  candidates  who  are  running 
for  office  so  that  you  can  make  an  informed 
choice.  That  is  why  the  following  people  have 
been  invited  this  evening  to  espouse  their  views: 


FOULK  ROAD  CARDIAC  CENTER,  INC. 

Foulk  Road  Office  Park  Plaza 
Building  2002,  Foulk  Road 
Wilmington,  Delaware  19810 
(302)  475-5307 

A MODERN  DIAGNOSTIC  CENTER 
OFFERING: 

STRESS  TESTING 
M-MODE  ECHOCARDIOGRAPHY 
HOLTER  MONITORING 

All  tests  interpreted  by  board-certified 
cardiologists. 

Nighttime  hours  are  available  for 
patient  convenience. 


Senator  Joseph  R.  Biden,  Jr. 

Mr.  John  M.  Burris 
Congressman  Thomas  R.  Carper 
Elise  du  Pont,  Esquire 
Lt.  Governor  Michael  N.  Castle 

I urge  you  to  support  DELPAC  so  that  you 
will  have  your  voice  heard.  My  purpose  tonight 
is  not  only  to  get  you  together  to  make  you  aware 
of  the  need  to  beoome  involved,  but  also  to  urge 
you  to  give  your  support  to  those  who  are  willing 
to  listen.  There  should  be  no  shame  attached  to 
making  a generous  contribution  to  DELPAC,  no 
matter  what  your  party  affiliation.  As  a matter 
of  fact,  it  is  your  duty  to  yourselves  and  to  your 
patients  to  see  that  medical  practice  as  the  Ameri- 
can public  has  come  to  visualize  it — the  best  in 
the  world — is  preserved. 


I.  Favel  Chavin,  M.D. 
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RA,  Retirement  plans  & Flexibility . . . 

Cserve  more  than  ''prototype"  or  "adequate"  retirement  plans  designed  for  "everybody." 


There  are  three  imposing  reasons  (and  more  than  30  additional  ones)  why 
physicians  should  pursue  excellence  and  up-grade  their  Keogh  and 
corporate  plans  this  year  — 


1 — your  plans  must  comply  with  TEFRA  requirements  in  fiscal  1984 

(by  December  31, 1984  for  Keogh  plans) 

2 — more  importantly,  your  plans  should  be  upgraded  to  provide 

the  features  and  flexibility  your  practice  requires 

3 — you  should  have  all  the  ability  to  invest  (as  well  as  contribute, 

borrow  and  withdraw)  that  the  law  permits 


rare  significant  your  personal  and  practice  demands  become,  the 
'appropriate  Health  Care  Consulting's  comprehensive  plans  will  be 
yu. 

csign  and  implement  retirement  plans  and  innovative  "Ongoing  Plan 
i ;s"  exclusively  for  health  care  practices,  and  have  prepared  timely 

eals  for  you  on  Retirement  Planning  in  1984  Under  TEFRA, 
nrehensive  Plan  Features  for  Physicians,  and  A Checklist  to  Review 
r Ians. 

i toll-free  or  send  the  attached  card  or  slip  below  to  learn  what  TEFRA 
J?s,  what's  available  through  individually  designed,  comprehensive 
ismd  what  you  may  be  missing. 


Plan  ahead  for  A CHECKLIST  T ft 

— REVIEWYOUR 

RETIREMENT  PLAN 


primary  resource  for 

retiremene/pension  peanninc 


Health  Care  Group 


I Care  Group 

^ are  Consulting,  Inc. 

t health  care  group 

i nont  Avenue 
t iwyd,  PA  1 9004 


Please  send  your  informative  material  on  "retirement  planning  in  1984," 
"comprehensive  plan  features,"  and  "a  checklist  to  review  my  retirement 
plans"  to — 

Name 

Address  


6 7-2468 
- 7-2341 
41-0737 
< state) 


Phone 


fiscal  year  ends 


Unincorporated  □ 


Incorporated  □ 


CARRY 

thecaring 

CARD. 


HOW  THE  CARD 

THAT  TAKES  CARE  __ 
OF  NEARLY  80  MILLION 
PEOPLE  TAKES  CARE 
OF  BUSINESS. 


Nobody  takes  better  care  of  business 
than  the  Blue  Cross  and  Blue  Shield 
organization.  That’s  why  employees  at 
7 3 of  the  Fortune  100  companies  carry 

°U\Ve’re  doing  more  to  hold  down 
rising  health  care  costs 
than  any  insurance 
company.  , 

In  fact,  in  one  year,  >Jf « 

our  cost-containment 

programs  saved  our  custom- 

ers  a healthy  5.9  bfcn  dollars. 

Blue  Cross  and  Blue  Shield 

Plans  have  flexible  benefit 

programs,  too,  including  deduct 


ibles  and  co-insurance.  Our  financing 
options  range  from  fully-insured  pro- 
grams to  administrative  service 

C°  Working  directly  with  doctors  and 

h°spitals>  we  ve  expan^edom  el^ 

55  mUkon  “paperless  claims”  annually. 
TTis  gives  you  better  service,  lower 
operating  costs,  less  pape^vork 
These  are  just  some  of  the  ways 
we  can  help  take  care  of  your 
business.  And  some  ot  the 
reasons  why  we  cover  more 
| people  than  our  ten  largest 
I competitors  combined. 


Blue  Cross® 
Blue  Shield® 

of  Delaware 
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MEDICAL  GRAND  ROUNDS: 
ASPERGILLUS  PULMONARY  DISEASE 


Joan  M.  VonFeldt,  M.D. 
Edited  by  William  L.  Jaffee,  M.D. 


Case 

A 69-year-old  man  presented  to  the  hospital 
with  a three  month  history  of  recurrent  bron- 
chitis, fatigue,  malaise,  and  20  pound  weight  loss. 
He  had  a persistent  cough  productive  of  thick 
greenish  sputum,  and  intermittent  fever  as  high 
as  38.5°  C,  but  denied  sweats  and  chills.  He  had 
been  first  followed  as  an  outpatient  during  which 
time  he  was  treated  empirically  with  several 
courses  of  antibiotics  without  any  change  in  symp- 
tomatology. Sputum  cultures  obtained  on  several 
occasions  had  been  negative  for  significant  bac- 
terial, acid-fast,  or  fungal  pathogens,  and  sputum 

Dr.  VonFeldt  is  provisional.  Section  of  Internal  Medicine,  De- 
partment of  Medicine,  The  Wilmington  Medical  Center. 

Dr.  Jaffee  is  Associate  Director,  Department  of  Medicine.  The 
Wilmington  Medical  Center. 


cytologies  were  negative.  Although  the  patient 
had  a long  history  of  emphysema,  there  was  no 
recent  history  of  chemical  or  animal  exposure, 
nor  of  significant  illness.  He  had  never  been 
exposed  to  steroids  or  cytotoxic  drugs. 

Past  medical  history  was  significant  for  60 
pack-years  of  smoking,  which  the  patient  ceased 
ten  years  prior  to  admission. 

On  physical  examination  he  was  a cachectic 
white  male  appearing  older  than  his  stated  age. 
Temperature  was  37° C,  pulse  90,  blood  pressure 
130/70,  respirator)'  rate  28.  Examination  of  the 
head  and  neck  was  unremarkable.  Chest  ex- 
amination showed  an  increase  in  AP  diameter, 
hyperresonance,  and  prolonged  expiratory  phase 
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compatible  with  emphysema.  Occasional  ex- 
piratory wheezes  were  heard.  Cardiac  examina- 
tion was  noncontributoiy.  The  rest  of  his  gen- 
eral physical  examination  was  unremarkable 
aside  from  generalized  muscle  wasting. 

Laboratory  evaluations  showed  a white  count 
of  19,300  with  92%  polymorphonuclear  cells.  Tu- 
berculin skin  testing  was  nonreactive.  Sputum 
culture  grew  Aspergillus  fumigatus.  Chest  x-ray 
demonstrated  cystic  changes  in  the  left  apex, 
with  the  possibility  of  a cavity  or  necrotizing 
process  developing  in  the  left  upper  lobe.  ( Figure 
1) 

At  bronchoscopy,  the  patient  was  found  to 
have  mucopurulent  secretions  coming  from  the 
left  upper  lobe.  These  bronchial  secretions  ob- 
tained at  bronchoscopy  grew  out  pure  Aspergil- 
lus fumigatus.  No  other  pathogen  was  identified 


FIGURE  1 

Initial  chest  x-ray  demonstrating  widening  of  the 
mediastinum  and  cystic  changes  in  the  left  upper 
lobe  with  areas  of  probable  necrosis  and  inflam- 
matory infiltrates. 


on  multiple  sputum  samples.  Serum  immuno- 
diffusin  was  positive  for  Aspergillus  fumigatus. 

As  all  the  clinical  and  laboratory  evidence 
was  consistent  with  a slowly  necrotizing  process 
of  the  left  upper  lobe  due  to  Aspergillus;  ampho- 
tericin B was  begun.  The  patient’s  course  was 
prolonged,  with  waxing  and  waning  of  air  fluid 
levels  seen  in  the  left  upper  lobe.  One  course 
of  antibacterial  therapy  for  superimposed  bac- 
terial pneumonia  was  administered. 

The  patient  received  a total  of  1500  mg  of 
amphotericin  B,  continued  to  slowly  improve, 
and  was  discharged  three  months  after  his  initial 
admission.  (Figure  2) 

Dr.  VonFeldt: 

Aspergillus  species  provide  a broad  array  of 
clinical  syndromes,  ranging  from  hypersensitivity 
pulmonary  disease  to  locally  invasive  and  dis- 
seminated infection.  Inhaled  spores  may  colo- 


FIGURE  2 

Follow-up  x-ray  showing  partial  resolution  of  the 
inflammatory  infiltrates  and  necrosis  with  resid- 
ual cystic  changes. 
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nize  the  respiratory  tract,  but  because  of  their 
low  degree  of  pathogenicity  there  are  usually 
no  sequelae.  In  the  proper  environment,  how- 
ever, the  fungus  may  cause  hypersensitivity  dis- 
ease (allergic  bronchopulmonary  aspergillosis  or 
asthma)  or  can  reside  in  a previously  formed 
cavity  as  a mycetoma.  In  the  debilitated  host, 
Aspergillus  can  become  an  opportunistic  patho- 
gen causing  disseminated  disease  and  death. 
Depending  upon  the  immunologic  competence 
of  the  host,  there  may  be  considerable  overlap 
in  many  of  these  syndromes.  (Figure  3) 

Aspergillus  is  ubiquitous;  spores  are  usually 
found  in  decaying  vegetation  and  birds,  but 
have  been  found  elsewhere  including  ventilation 
systems  and  marijuana  joints.  They  can  be 
found  in  moldy  barley  or  brewery  floors  and 
cause  “malt  workers  lung,”  or  on  moldy  oats, 
corn  and  hay,  and  cause  farmers  lung. 


INHALATION  OF  ASPERGILLUS 


INVASION 

LUNG  PARENCHYMA 


ACUTE 

CHRONIC 

ASPERGILLUS 

NECROTIZING 

PNEUMONIA 

ASPERGILLOSIS 

DISSEMINATION 


FIGURE  3 

Patterns  of  Aspergillus  lung  disease.  From  Bin- 
der et  al.22 


There  are  three  major  subdivisions  of  Asper- 
gillus hypersensitivity  lung  disease.  The  first, 
extrinsic  asthma,  is  caused  by  inhalation  of  As- 
pergillus spores.  The  asthma  is  mediated  by 
Aspergillus- directed  IgE  antibodies.  The  bron- 
chospasm  is  reversible  and  causes  no  further 
sequelae,  unlike  the  two  subsequent  syndromes. 

Extrinsic  allergic  alveolitis  occurs  primarily 
in  non-atopic  individuals,  usually  from  exposure 
to  Aspergillus  found  in  organic  dusts.1  It  is  dif- 
ferent from  extrinsic  asthma  in  that  alveoli  are 
primarily  involved  with  minimal  airway  disease. 
The  immune  mechanism  involved  is  felt  to  be 
a type  III  or  a type  IV  response.  In  a presensi- 
tized individual,  cough,  dyspnea,  and  fever  usu- 
ally develop  within  four  to  six  hours  after  inhala- 
tion of  the  antigen.  Physical  exam  reveals  rhon- 
chi  and  rales,  but  no  wheezing.  Chest  x-ray  is 
abnormal  with  diffuse  interstitial  infiltrates. 
Pulmonary  function  tests  show  a restrictive  rather 
than  an  obstructive  pattern. 

Serum  precipitins  (IgG)  to  the  Aspergillus 
species  are  positive,  but  no  peripheral  eosino- 
philia  occurs.  Skin  testing  usually  produces  an 
Arthus  reaction  (type  III  response).  Chronic 
illness  can  lead  to  a granulomatous  condition 
with  areas  of  pulmonary  fibrosis.  The  diagnosis 
is  based  on  history  and  immunologic  testing. 
Treatment  with  corticosteroids  may  be  helpful. 


but  avoidance  of  the  inhalant  is  curative  in  un- 
complicated patients.  Unfortunately,  this  can 
be  an  occupational  illness. 

The  third  and  most  complex  form  of  Asper- 
gillus hypersensitivity  disease  is  allergic  broncho- 
pulmonary aspergillosis  (ABPA).  It  causes  a 
wide  spectrum  of  symptomatology  and  is  medi- 
ated by  multiple  immunologic  mechanisms.  Pa- 
tients are  usually  atopic,  often  with  a long  history 
of  bronchial  asthma  before  being  colonized  with 
Aspergillus.  Milder  episodes  of  ABPA  may  be 
mistaken  for  extrinsic  asthma,  while  chronic  cases 
present  with  symptoms  akin  to  those  of  bronchi- 
ectasis. 

The  exact  mechanisms  involved  in  the  patho- 
genesis of  ABPA  are  not  completely  understood. 
The  immediate  hypersensitivity  reaction  is 
thought  to  be  IgE  mediated  and  accounts  for  the 
bronchospasm.  It  is  presumed  that  the  type 
III  reaction  occurs  in  the  lung  parenchyma  and 
accounts  for  the  roentgenographic  features  of 
ABPA.  There  have  been  recent  data  supporting 
a cell  mediated  (type  IV)  immune  response  and 
activation  of  the  alternate  pathway  for  comple- 
ment, both  of  which  may  contribute  to  the  in- 
flammatory response  in  ABPA.  The  criteria  for 
the  diagnosis  of  ABPA  have  been  established 
(Figure  4)  and  include  clinical  and  laboratory 
manifestations.2 
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FIGURE  4 

Algorithmic  approach  to  the  diagnosis  of  allergic 
bronchopulmonary  Aspergillosis.  From  Glimp 
et  al.3 


Skin  test  reactivity  to  Aspergillus  antigenic 
extraots  are  of  two  different  types.  The  type  I 
(immediate)  response  consists  of  a “wheal  and 
flare”  reaction  within  15  to  20  minutes  of  the 
intracutaneous  injection.  The  type  III  (Arthus 
reaction)  response  is  a hemorrhagic  cutaneous 
lesion  which  appears  four  to  ten  hours  after  skin 
test  challenge.3  Many  ABPA  patients  have  both 
types  of  skin  reactivity,  the  percentage  ranging 
from  30%  to  80%2,4  Skin  test  reactivity  may  vary 
because  standardization  of  antigenic  extracts  has 
not  been  performed.  As  skin  tests  have  both 
false  negative  and  false  positive  reactions,  they 
are  used  only  as  an  adjunctive  laboratory  test. 

Peripheral  blood  eosinophilia  is  common  in 
ABPA.  Absolute  eosinophil  counts  are  usually 
greater  than  500/mm3  and  often  parallel  activity 
of  the  disease.  Aspergillus  serum  precipitins 
were  found  in  92%  of  the  patients  when  concen- 
trated sera  and  immunologic  diffusion  techniques 
were  used;  false  positive  and  false  negative  re- 
actions occur.5  Twenty-five  percent  of  extrinsic 
asthmatics  have  positive  serum  precipitins  as  do 


8%  of  patients  with  COPD  and  no  asthma.6  Ad- 
ditionally, precipitins  are  found  in  almost  all 
patients  with  aspergillomas.  Steroid  therapy  may 
prevent  the  precipitin  reaction.3 

Both  total  IgE  and  IgE  specific  for  Asper- 
gillus antigen  tend  to  be  very  high  in  ABPA. 
More  importantly,  IgE  levels  have  been  found 
to  correlate  best  with  ABPA  disease  activity,  with 
total  IgE  levels  rising  before  onset  of  clinical 
exacerbations.7  IgE  levels  will  fall  with  remission 
or  steroid  therapy.6 

The  history  of  expectoration  of  thick  brown 
mucous  plugs  or  the  finding  of  sputum  eosino- 
philia should  suggest  ABPA.  The  plugs  are  posi- 
tive on  culture  for  Aspergillus  in  about  two-thirds 
of  patients.  However,  Aspergillus  is  often  cul- 
tured in  sputum  from  normal  subjeots. 

Radiographic  features  of  ABPA  are  related  to 
the  consequences  of  a type  III  inflammatory  re- 
action in  the  lung  parenchyma  and  to  the  cen- 
trally located  bronchiectasis  with  mucoid  im- 
pactions.8’9 These  radiographic  changes  are 
transient  and  may  clear  with  or  without  treat- 
ment. The  transient  findings  may  include  the  fol- 
lowing: 1)  perihilar  infiltrates  simulating  aden- 
opathy; 2)  air  fluid  levels  from  dilated  central 
bronchi  filled  with  fluid  and  debris;  3)  massive 
consolidation,  either  unilateral  or  bilateral;  4) 
pulmonary  infiltrates,  more  often  in  the  upper 
lobes;  5)  toothpaste  shadows  that  result  from 
mucoid  impactions  in  damaged  bronchi;  6)  gloved 
finger  shadows  from  distally  occluded  dilated 
bronchi  filled  with  secretions;  7)  ring  shadows 
which  are  dilated  bronchi  en  face  and  8)  atelec- 
tasis10,11 Proximal  saccular  bronchiectasis  dem- 
onstrated by  bronchography  is  pathognomonic 
of  ABPA.8  9 

The  diagnosis  of  allergic  bronchopulmonary 
aspergillosis  (ABPA)  should  be  suspected  in  a 
patient  with  a history  of  asthma,  recurrent  pul- 
monary infiltrates,  and  expectoration  of  the  char- 
acteristic brown  mucous  plugs.  Skin  tests,  serum 
precipitins,  and  anti-aspergillus  IgE  levels  should 
be  obtained.  Although  bronchography  showing 
proximal  saccular  bronchiectasis  clinches  the 
diagnosis,  it  is  probably  unnecessary  unless  other 
findings  are  inconclusive.  Patients  with  cystic 
fibrosis  often  have  many  features  of  ABPA.5 
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Tuberculosis  and  carcinoma  of  the  lung  can  be 
confused  with  ABPA  when  the  diagnosis  is  be- 
ing considered  in  an  older  population.5’7  These 
diagnoses  must  be  excluded  with  certainty  prior 
to  treatment. 

Although  many  types  of  therapy  including 
systemic  and  inhaled  anti-fungal  agents  have 
been  tried,  the  therapy  of  choice  is  systemic  cor- 
ticosteroids. Steroid  therapy  is  believed  to  be 
effective  by  decreasing  the  inflammatory  re- 
sponse and  decreasing  sputum  production,  mak- 
ing the  bronchus  a less  favorable  environment 
for  fungal  colonization.12  Once  a diagnosis  of 
ABPA  is  secure,  initial  therapy  with  prednisone 
0.5  mg/kg  as  a single  daily  dose  should  be  given 
for  two  weeks.  This  can  then  be  decreased  to 
an  every  other  day  schedule  for  a period  of  three 
months  and  then  tapered  and  discontinued  over 
a subsequent  three  month  period.12  Chest  x-ray 
and  total  serum  IgE  should  be  obtained  at  fre- 
quent intervals.  A significant  increase  in  total 
serum  IgE  with  or  without  symptoms  is  an  indi- 
cation to  resume  prednisone  therapy.6'7  Patter- 
son et  al  have  subdivided  ABPA  into  five  stages: 
acute,  remission,  exacerbation,  corticosteroid  de- 
pendent asthma,  and  fibrosis.10  Staging  of  ABPA 
may  help  clarify  management  and  predict  prog- 
nosis in  selected  groups  of  patients. 

Aspergilloma 

Most  fungus  balls  (rounded  masses  located 
inside  chronic  pulmonary  cavity)  are  caused  by 
Aspergillus  species.  The  etiology  of  aspergilloma 
is  not  entirely  clear,  but  the  most  common  pre- 
disposing factor  is  a previously  formed  tubercu- 
lous cavity.  Other  associated  illnesses  include 
emphysema,  cavitary  bronchogenic  carcinoma, 
other  fungal  diseases  and  the  apical  fibrosis  of 
ankylosing  spondylitis.  The  saprophytic  fungus 
thrives  in  the  poorly  drained  air  space  and  grows 
into  the  walls  of  the  cavities,  but  does  not  invade 
the  surrounding  lung  parenchyma  or  spread 
hematogenously.11 

A significant  portion  of  patients  with  fungus 
balls  are  asymptomatic.  The  most  common 
symptom  is  hemoptysis  occurring  in  501c  to  90% 
of  the  patients.  Other  symptoms  include  chronic 
cough  and  weight  loss.  Radiographic  features 
show  a ball  within  a cavitv.  The  ball  often 


moves  as  the  patient  changes  position.  Usually 
there  is  a semicircular  air  shadow  around  the 
mycetema  and  often  there  is  pleural  thickening 
adjacent  to  the  cavity. 

The  natural  history  of  an  aspergilloma  is 
highly  variable.  The  fungus  ball  may  remain 
stable,  increase  in  size,  or,  in  1%  to  10%  of  patients, 
spontaneously  resolve.11’13  The  prognosis  of  as- 
pergilloma is  related  primarily  to  the  nature  and 
severity  of  the  underlving  disease.11 

The  diagnosis  is  based  on  radiographic  find- 
ings and  presence  of  serum  precipitating  anti- 
bodies.11 Sputum  cultures  are  positive  in  40% 
to  60%  of  the  patients.1114  The  patients  are  usu- 
ally not  atopic  and  do  not  show  skin  test  reac- 
tivity. Occasionally,  bronchoscopy  or  percutan- 
eous needle  aspiration  is  necessary  to  confirm  the 
diagnosis.1  Choice  of  treatment  is  controversial 
because  of  the  variable  natural  history.  Medical 
therapy  (systemic  and  local  bronchial  therapy) 
has  been  found  ineffective,  partially  due  to  the 
inability  of  the  drug  to  penetrate  into  the  site  of 
the  infection.11  Intracavitary  amphotericin  B has 
been  used  in  a small  study  in  the  treatment  of 
symptomatic  pulmonarv  aspergillomas.15  Four 
of  six  patients  showed  improvement.  Surgical 
resection,  either  routinely  or  in  patients  with 
hemoptysis,  has  been  advocated  by  many  investi- 
gators. n-141G  In  a prospective  study,  Varkey  and 
Rose  found  no  difference  in  morbidity  or  mor- 
tality in  patients  treated  surgically  versus  obser- 
vation.11 Review  of  the  literature  by  this  group 
showed  major  postoperative  complications  in  22% 
of  the  patients  and  an  overall  mortality  rate  of 
7%.  Their  recommendations  were  emergency 
surgical  resection  in  the  event  of  massive  hemop- 
tysis (greater  than  600  cc/24  h)  and  a period 
of  observation  in  patients  with  minimal  or  moder- 
ate hemoptysis.  In  another  report,  five  of  19 
patients  died  of  massive  hemoptysis.  Surgical 
treatment  was  recommended  in  all  patients  if 
the  underlying  pulmonarv'  disease  permitted.16 
Perioperative  treatment  with  systemic  ampho- 
tericin B may  reduce  postsurgical  complications 
such  as  bronchopleural  fistula  or  empyema.1 

Invasive  Aspergillosis 

Invasive  aspergillosis  is  a usually  fatal  infec- 
tion occurring  in  patients  with  chronic  debilitat- 
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ing  diseases  who  are  treated  with  immunosup- 
pressants. Lymphoma  and  leukemia  are  the  most 
common  underlying  malignancies.17  Collagen 
vascular  disease  and  sarcoidosis  and  immuno- 
suppressive therapy  after  renal  transplantation 
are  other  predisposing  factors,  as  well  as  steroid 
therapy,  recent  antibiotics  and  recent  bacterial 
infection.  There  have  also  been  case  reports 
of  invasive  aspergillosis  in  nonimmunocompro- 
mised  patients.18  More  than  90%  of  the  patients 
have  pulmonary  involvement.17  Inhalation  of  the 
airborne  fungal  spores  probably  initiates  most  in- 
fections. From  the  lungs,  dissemination  to  other 
noncontiguous  organs  occurs  in  25%  to  50%  of 
the  patients.17 

The  antemortem  diagnosis  of  invasive  asper- 
gillosis is  difficult  and  often  missed.  The  pa- 
tients are  usually  febrile,  neutropenic,  and  on 
broad  spectrum  antibiotics.  Chest  x-ray  can  re- 
veal any  infiltrative  pattern.  In  the  NIH  retro- 
spective study,  one  third  of  the  patients  with 
invasive  pulmonary  aspergillosis  had  no  x-ray 
changes  when  studied  at  the  onset  of  symptoms, 
although  these  patients  usually  developed  patchy 
pneumonic  infiltrates  sometime  during  their 
course  or  at  necropsy.17  Interestingly,  vascular 
invasion  by  the  Aspergillus  fungus  is  common, 
causing  pulmonary  infarction.  This  was  present 
in  one  third  of  the  patients  reviewed  by  Young.17 
These  patients  had  symptoms  and  signs  sugges- 
tive of  pulmonary  embolus  including  pleuritic 
pain,  hemoptysis,  and  a pleural  rub.  Many  of 
these  patients  were  misdiagnosed  antemortem  as 
having  sustained  a pulmonary  embolus  rather 
than  being  septic  with  aspergillosis.17 

Recent  studies  have  stressed  that  early  diag- 
nosis can  improve  survival.  One  group  recom- 
mends serial  serologic  studies  (aspergillosis  im- 
munodiffusion antibody  test)  in  high  risk  pa- 
tients.19 This  recommendation  is  based  on  the 
fact  that  when  high  risk  patients  had  serocon- 
version and  were  treated  with  amphotericin  B, 
the  survival  rate  was  64%.  In  contrast,  patients 
without  seroconversion  had  a survival  rate  of  only 
17%.  This  discrepancy  was  felt  to  be  secondary 
to  earlier  treatment  in  the  positive  seroconversion 
group.  This  probably  is  also  a reflection  of  the 
better  humeral  response  in  that  group  of  pa- 
tients. Unfortunately,  the  Aspergillus  immuno- 


diffusion antibody  test  takes  three  days  and  the 
delay  in  seroconversion  in  patients  with  altered 
immune  response  limits  the  utility  of  this  test. 
Another  group  recently  showed  that  detection 
of  Aspergillus  antigen  by  radioimmunoassay  in 
bronchoalveolar  lavage  fluid  had  a high  speci- 
ficity for  invasive  aspergillosis.20  In  addition, 
this  group  has  shown  that  radioimmunoassay  for 
Aspergillus  fumigatus  antigen  in  serum  is  highly 
specific  and  moderately  sensitive  for  patients 
with  invasive  pulmonary  aspergillosis.21  Many 
of  these  tests  are  still  research  tools.  The  best 
approach  to  diagnosis  is  a high  index  of  suspicion 
in  an  immunocompromised  host.  Subtle  pul- 
monary symptoms  without  radiographic  changes 
or  symptoms  of  pulmonary  embolus  in  a patient 
considered  septic  should  suggest  the  possibility 
of  disseminated  aspergillosis.  Aggressive  early 
therapy  with  amphotericin  B has  the  best  pos- 
sibility for  cure. 

Chronic  Necrotizing  (Semi-invasive) 

Pulmonary  Aspergillosis 

Much  recent  attention  has  been  focused  on 
chronic  necrotizing  aspergillosis  (CNA)  as  a 
new  entity.  However,  careful  review  of  the 
literature  indicates  that  the  early  descriptions  of 
Aspergillus  lung  disease  included  oases  of  pa- 
tients with  symptoms  and  findings  consistent  with 
CNA.  Unlike  aspergillomas,  infection  with  CNA 
or  semi-invasive  pulmonary  aspergillosis  signifies 
tissue  invasion  by  the  fungus.  The  mycetemas 
form  in  cavities  that  are  a result  of  tissue  invasion 
and  necrosis  by  the  fungus.  This  is  in  contrast 
to  aspergillomas  that  colonize  a pre-existing  lung 
cavity. 

Patients  are  usually  debilitated,  often  immuno- 
compromised and  with  coexisting  pulmonary  dis- 
ease. In  Binder’s  review  the  most  frequent  pre- 
senting symptoms  were  fever,  cough,  and  sputum 
production.22  Patients  appeared  chronically  ill, 
often  with  weight  loss.  Fungal  cultures  were 
part  of  the  criteria  in  defining  semi-invasive  as- 
pergillosis; 85%  of  these  patients  were  infected 
with  Aspergillus  fumigatus.  Serum  precipitins 
against  Aspergillus  were  present  in  16  of  the  17 
patients  tested.  The  chest  x-ray  in  semi-invasive 
aspergillosis  often  shows  a progressive  infiltra- 
tive process  with  parenchymal  necrosis.  One-half 
of  the  patients  had  an  intracavitary  mass  consis- 
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tent  with  a fungus  ball,  usually  occurring  in  the 
upper  lobes.23 

In  a debilitated  patient  the  diagnosis  should 
be  suspected  when  there  are  symptoms  of  pro- 
ductive cough  and  fever  and  when  Aspergillus 
is  cultured  from  pulmonary  secretions.  Usually 
patients  have  been  on  empiric  treatment  with 
antibacterial  or  antimvcobacterial  therapy. 
Newer  diagnostic  methods,  including  detection 
of  Aspergillus  antigen  in  bronchoalveolar  lavage 
fluid  by  radioimmunoassay  and  detection  of  As- 
pergillus antigenemia  in  serum,  may  be  useful 
adjuvant  methods  in  the  diagnosis  of  chronic 
necrotizing  aspergillosis.2021  The  diagnosis  is 
confirmed  by  pathologic  evidence  of  tissue  in- 
vasion by  the  fungus.  Treatment  has  not  been 
firmly  established,  but  intravenous  amphotericin 
B with  or  without  oral  5 fluorocytosine  has  been 
used  with  encouraging  results.  Some  patients 
not  responding  to  medical  treatment  alone  may 
require  percutaneous  drainage  of  large  cavities. 
One  study  in  patients  not  responding  to  systemic 
therapy  showed  improvement  with  intracavitary 
amphotericin  B.15 

In  conclusion,  Aspergillus  does  indeed  pro- 
vide a broad  spectrum  of  diseases  ranging  from 
the  hypersensitivity  diseases  to  invasive  and  dis- 
seminated infection.  Once  felt  to  be  an  oddity 
in  the  United  States,  allergic  bronchopulmonary 
aspergillosis  has  now  been  increasingly  diagnosed 
due  to  greater  awareness  of  the  entity.  Invasive 
aspergillosis,  formerly  a diagnosis  made  at  au- 
topsy, is  now  often  successfully  treated.  Early 


diagnosis  and  treatment  of  semi-invasive  asper- 
gillosis may  result  in  improved  quality  of  life  in 
debilitated  patients  and  may  prolong  survival. 
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This  misread  EKG  delayed  the 
patient’s  admission  & treatment — and 
cost  the  doctor  a malpractice  claim. 


The  doctor  who  read  this  EKG 
diagnosed  the  patient’s  nausea  as 
being  due  to  gastroenteritis  and 
sent  her  home.  Six  hours  after 
being  admitted  the  next  day,  the 
patient  expired  of  an  acute  MI. 

The  result:  A malpractice  claim 
against  the  physician. 

Recent  national  evidence,  and  in- 
formation from  our  own  claims 
files,  suggests  that  Mis  are  fre- 
quently misdiagnosed.  The  EKG 
above,  for  example,  strongly  indi- 
cates an  acute  MI. 

We  know  that  insurance  coverage 
alone  won’t  solve  the  malpractice 
problem.  It  will  also  take  reasonable 


patient  expectations.  And  even 
greater  diligence  by  physicians. 

That’s  why  our  medical  directors 
review  hundreds  of  cases  each  year. 
Their  jobs:  To  spot  problem  areas 
or  emerging  trends  and  warn  policy- 
holders, through  timely  publica- 
tions, medical/legal  seminars  and 
other  educational  presentations. 

So  if  you’re  looking  for  thorough 
insurance  protection  PLUS 
valuable  information  on  avoiding 
potential  malpractice  traps,  look 
into  coverage  from  Pennsylvania 
Casualty  Company. 

See  your  insurance  agent/broker, 
or  contact  us  at  the  address  below. 


PENNSYLVANIA  CASUALTY  COMPANY 

415  Fallowfield  Road  / P.O.  Box  53  / Camp  Hill,  PA  17011  / (717)  763-1422 

Endorsed  Insurer  of  the  Medical  Society  of  Delaware 


© 1984  Pennsylvania  Casualty  Company,  Camp  Hill,  PA  ■ ALL  RIGHTS  RESERVED 


Anne  Shane  Bader, 
Executive  Vice  President, 
Medical  Society  of  Delaware 
Insurance  Services. 


The  face  behind 
insurance  protection  for 
Delaware  physicians 


Anne  Bader  is  your  Delaware  connection 
to  the  full-service  insurance  programs  of 
the  Medical  Society  of  Delaware  Insurance 
Services,  which  include  comprehensive 
professional  liability  protection  from  the 
PHICO  Group-famous  for  its  flexibility 
in  the  development  of  risk  management 
programs  for  practicing  physicians  all 
across  the  United  States. 

Put  her  20  years  of  fast,  personal  ser- 
vice to  the  Delaware  medical  community 
to  work  with  you  in  designing  a program 
that  meets  your  needs,  with  features  like: 
• Flexibility.  You  get  a package  that 
combines  individual  physicians  coverage 
with  several  available  options.  There  are 
no  territorial  restrictions  on  coverage, 
especially  important  to  physicians  in 


multi-state  practice.  And,  there  are  no 
surcharges  or  assessments  beyond  your 
usual  premium. 

• Dividend  Plan.  You  get  competitive 
premiums,  plus  a dividend  plan  for  Medi- 
cal Society  of  Delaware  members  whereby 
you  share  in  investment  income  generated 
by  premiums  and  financial  savings  from 
“good  loss”  experience. 

• Settlement.  You  get  peace  of  mind, 
knowing  that  an  important  part  of  the 
Phico  philosophy  includes  “the  denial 
and  defense  of  unfounded  claims!’ 

For  fast,  personal  service,  call  Anne 
Bader-the  face  behind  insurance  protec- 
tion for  Delaware  physicians.  Put  her  to 
work  for  you,  today. 


Medical  Society  of  Delaware  Insurance  Services 

1925  Lovering  Avenue,  Wilmington,  Delaware  19806 


(302)  571-0986 


“Treatmentof 
Eating  Disorders” 

Baltimore,  November 30, 1984 


This  symposium  is  designed  to  provide  valuable  guidance  in  the 
clinical  handling  of  anorexia  nervosa  and  bulimia. 

Recent  research  has  provided  practical  insight  into  the  physio- 
logical, psychological,  sociocultural  and  familial  aspects  of  these 
disorders. 

Leading  practitioners  will  relate  this  research  to  treatment  in  a 
symposium  that  presents: 

• A critical  summation  of  current  research; 

• A review  of  the  diagnostic  features  and  the  clinical  and  medical 
implications  of  anorexia  and  bulimia; 

• A discussion  of  cognitive  behavioral  treatment  modalities;  and 

• The  presentation  of  case  studies  by  the  speakers  and  by 
other  symposium  participants. 

The  speakers  will  be:  William  L.  Webb,  Jr.,  M.D.,  Vice  President 
and  Medical  Director,  Sheppard  and  Enoch  Pratt;  Paul  Garfinkel, 
M.D.,  Psychiatrist-In- Chief,  Toronto  General  Hospital;  and  David 
Roth,  Ph.D.,  Assistant  Director  Special  Problems  Unit,  Sheppard 
and  Enoch  Pratt. 

This  symposium— one  of  many  educational  events  sponsored  by 
The  Education  Center  at  Sheppard  Pratt— is  de- 
signed for  psychiatrists,  physicians,  psychologists, 
nurses,  social  workers  and  other  professionals  con- 
cerned with  the  treatment  of  eating  disorders. 

To  receive  a registration  kit,  or  to  be  notified 
of  future  professional  events,  please  write  or  call: 

Director,  The  Education  Center  at  Sheppard  Pratt, 

PO.  Box  6815,  Baltimore,  Maryland  21204.  (301)  Th* 

823-8200,  x2257. 

for  Behavioral  Sciences 


REPAIR  OF  PECTUS  EXCAVATUM  WITH 
SUBCUTANEOUS  SILASTIC  IMPLANT 


The  surgical  management  of  pectus  excavatum 
remains  controversial.  A multitude  of  surgical 
procedures  has  been  advocated.1-14  Most  sur- 
geons today  employ  the  technique  described  by 
Dr.  Mark  Ravitch  in  1947  or  a variation  of  this 
classic  procedure  for  definitive  correction  of 
pectus  deformity.3,910 

The  purpose  of  this  paper  is  to  describe  the 
cosmetic  correction  of  pectus  excavatum  using  a 
subcutaneous  silastic  implant.  The  prosthesis 
fabrication,  operative  procedure,  indications  for 
surgery,  patient  selection,  and  potential  compli- 
cations are  discussed.  Two  patients  are  pre- 
sented. 


Prosthesis  Fabrication 

The  patient  is  placed  in  the  supine  position 
with  arms  at  the  sides.  The  chest  wall  defect 
is  lined  with  plastic  film  such  as  Saran  Wrap. 


Dr.  Boova  is  a seventh-year  resident  in  cardiothoracic  surgery 
at  Jefferson  Medical  College,  Philadelphia. 

Dr.  Climowicz  is  a first-year  surgery  resident  at  East  Carolina 
University  School  of  Medicine,  Greenville,  North  Carolina. 

Ms.  Long  is  charge  nurse,  thoracic  service.  The  Wilmington 
Medical  Center. 

Dr.  Oz  is  chief.  Section  of  Thoracic  Surgery,  The  Wilmington 
Medical  Center,  and  clinical  professor  of  surgery,  Jefferson  Medi- 
cal College.  Philadelphia. 

Dr.  Davies  is  a senior.  Section  of  Thoracic  Surgery,  The  Wil- 
mington Medical  Center. 


Robert  S.  Boova,  M.D. 
Mary  Ida  Climowicz,  M.D. 
Jean  A.  Long,  R.N. 
Mustafa  Oz,  M.D. 
Allen  L.  Davies,  M.D. 


Plaster  of  Paris  is  used  to  fill  the  defect.  The 
plaster  is  molded  to  the  contours  of  the  chest 
wall.  After  drying  in  place  for  one  hour,  the 
mold  is  removed  from  the  chest  and  air-dried 
for  three  days.  It  is  then  sanded  smooth  and 
used  to  make  a replica  in  Silastic.  (Figure  1) 
The  prosthesis  is  gas  sterilized  in  preparation 
for  implantation. 

Operative  Procedure 

The  prosthesis  is  placed  over  the  patient’s 
chest  and  outlined  with  a marking  pen.  This 
identifies  the  extent  of  the  subcutaneous  pocket 
required  to  accommodate  the  prosthesis. 

Either  a midline  or  bilateral  inframammary 
incision  is  used.  The  subfascial  plane  is  identi- 
fied and  developed  using  sharp  and  blunt  dis- 
section. Pectoral  perforating  vessels  are  ligated. 
The  pocket  is  developed  until  it  is  of  sufficient 
size  to  accept  the  prosthesis.  The  wound  is 
irrigated  and  hemostasis  is  ascertained. 

The  prosthesis  is  placed  into  the  pocket.  A 
closed  suction  drainage  system  is  placed  deep 
to  the  prosthesis  to  drain  fluid.  Subcutaneous 
tissue  is  approximated  with  interrupted  absorb- 
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FIGURE  1 

PA  and  lateral  view  of  plaster  of 
Paris  mold  used  to  make  Silastic 
prosthesis  in  case  2.  The  defect 
filled  by  this  prosthesis  was  ap- 
proximately 15  cm  by  12  cm  by 
6 cm. 


able  sutures.  The  skin  is  closed  with  intradermal 
sutures. 

Antibiotics  are  begun  pre-operatively  and  con- 
tinued until  the  drains  are  removed.  Drains 
are  removed  when  serous  drainage  is  minimal. 

Case  1 

A 19-year-old  white  male  with  an  unacceptable 
result  from  a pectus  repair  at  age  13  was  re- 
ferred for  evaluation.  He  was  extremely  con- 
scious of  his  chest  deformity  and  sought  cor- 
rection. He  denied  any  respiratory  symptoms. 

There  was  a marked  depression  of  the  right 
costal  brim  and  distal  sternum.  Due  to  age  and 
chest  wall  fixation,  definitive  correction  was  not 
recommended.  A subcutaneous  implant  was 
advised  as  a much  safer  form  of  treatment. 

The  previous  transverse  inframammary  in- 
cision was  used  for  the  new  incision.  Postop- 
eratively  two  aspirations  of  200  and  600  cc  of 
serosanguinous  fluid  at  ten  and  18  days  respec- 
tively were  required.  The  patient  returned  to 
full  activity  without  complications  one  month 


after  surgery.  The  patient  was  satisfied  with  the 
result.  (Figures  2 and  3) 

Case  2 

A 25-year-old  white  male  presented  with  mod- 
erate pectus  deformity  since  early  childhood. 
The  deformity  extended  from  the  third  costal 
cartilage  to  the  xiphoid  with  outward  flaring  of 
the  lower  costal  cartilages.  The  depression 
measured  approximately  15  cm  by  12  cm  by  6 
cm.  The  patient  had  no  postural  changes  and 
denied  any  cardiac  or  respiratory  symptoms.  He, 
too,  was  extremely  self-conscious  about  the  ap- 
pearance of  his  chest  and  requested  correction. 
Due  to  his  age  and  chest  wall  fixation,  a sub- 
cutaneous implant  was  recommended  as  the  least 
traumatic  procedure. 

His  postoperative  course  after  implantation 
of  a subcutaneous  prosthesis  was  uneventful. 
The  drains  were  removed  and  the  patient  was 
discharged  on  the  sixth  postoperative  day.  Three 
weeks  after  discharge  75  cc  of  serous  fluid  was 
aspirated  from  the  incision.  The  patient  had 
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minimal  discomfort,  activity  was  unrestricted, 
and  he  was  completely  satisfied  with  the  result. 

Discussion 

Chest  wall  fixation  occurs  progressively  with 
age.  This  makes  direct  surgical  reconstruction 
in  the  adult  or  older  adolescent  as  described  by 
Dr.  Ravitch  technically  difficult  and  a significant 
insult  to  the  patient.  An  unstable  chest  wall  in 
an  adolescent  or  adult  may  result  in  respiratory 
insufficiency  requiring  assisted  ventilation.  This 
seldom  occurs  in  the  younger  age  group.  If  the 
indication  for  surgery  is  cosmesis,  a less  trau- 
matic procedure  is  advantageous  in  older  patients 
with  less  than  severe  deformities. 

Cosmetic  correction  of  pectus  excavatum  with 
subcutaneous  prosthesis  was  originally  described 
by  Mason  et  al  in  1970.7  Subsequently,  numer- 
ous series  have  been  reported  in  both  the  plastic 
and  thoracic  surgery  literature. 1-5’7'10’12>13 

The  subcutaneous  implant  is  not  applicable 
for  all  patients  with  funnel  chest.  Cosmetic  cor- 


FIGURE 2 

Case  1 patient  six  years  after  failed  pectus  re 
pair. 


rection  is  an  acceptable  alternative  only  in  those 
patients  whose  deformity  is  a cause  of  significant 
psychological  stress  but  who  otherwise  have  no 
symptoms.  Current  indications  for  pectus  cor- 
rection by  subcutaneous  implant  include:  mild 
to  moderate  deformity  in  a teenager  or  young 
adult,  presence  of  psychological  stress  due  to 
chest  wall  deformity,  absence  of  severe  second- 
ary postural  changes,  and  absence  of  cardiac 
or  respiratory  symptoms. 

This  procedure  may  also  be  utilized  in  patients 
with  a previously  failed  pectus  repair,  or  patients 
with  Poland’s  syndrome.*  Other  uses  may  be 
found  in  chest  wall  defects  secondary  to  tumor 
removal  or  excision  of  irradiated  tissue.  Flap 
rotation  may  be  required  in  such  cases. 

Potential  complications  associated  with  the 
subcutaneous  prosthesis  are  infection,  prosthesis 

* Poland’s  syndrome  is  a congenital  chest  wall  anomaly  including 
varying  degrees  of  hypoplasia  or  of  absence  of  the  pectoralis  major, 
absence  of  hypoplasia  of  the  pectoralis  minor,  absence  of  costal 
cartilages,  and  hypoplasia  of  the  breast  and  subcutaneous  tissue 
wih  brachysyndactyly. 


FIGURE  3 

Case  1 patient  following  implantation  of  Silastic 
prosthesis. 
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extrusion,  and  serous  collection.  Accumulation 
of  serum  is  not  infrequent;  late  collections  may 
follow  heavy  exercise.  Serum  collection  is  easily 
removed  by  needle  aspiration.  Steroid  injection 
has  been  helpful  for  recurrent  accumulations. 

No  limitation  of  activity  is  recommended  after 
surgery.  Patients  continue  to  participate  in 
sports  such  as  basketball  and  swimming.  Im- 
plant migration  or  discomfort  due  to  abrasion 
have  not  been  significant  problems. 

Conclusion 

The  subcutaneous  Silastic  prosthesis  is  not 
recommended  for  all  patients  with  pectus  exca- 
vatum. Patients  with  altered  body  image  or  low 
self-esteem  have  found  significant  psychologic 
relief  with  this  procedure.  The  surgery  is  rela- 
tively minor;  hazards,  risks,  and  complications 
are  minimal.  Excellent  cosmetic  correction  can 
be  achieved. 
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Introducing 
the  cure  to  all 
your  admini- 
strative headaches. 

The  Medical  Man- 
agement System 
from  RCA.  This  unique  system  was 
designed  by  a physician  for  physi- 
cians. It  handles  everything  from  in- 
surance claims  and  patient  billing  to 
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You’ll  feel 
good  about 
the  RCA  Med- 
ical Management 
System  when 
you  see  the  price, 
too.  It’s  affordable.  Easy  to  use.  And 
includes  an  IBM  personal  computer, 
a high-capacity  disc  storage  unit,  a 
printer,  and  the  RCA  Medical  Man- 
agement software. 

We’ll  take  care  of  everything  — 
delivery,  installation  and  user  train- 
ing. And  the  entire  system  is  backed 
by  RCA’s  one-year,  on-site  service 
warranty. 

Make  an  appointment  today  to 
see  a special  demonstration  of  the 
RCA  Medical  Management  Sys- 
tem. Just  call  collect  (609)  338- 
4129  and  let  RCA  help  make  your 
practice  perfect. 
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Delaware 

physicians 

discover 
new  cure 

for  medical  office  overhead. 


A new  cure  for  the  high  cost  of  opening  an  office  adjacent  to  the 
Christiana  Division  of  the  Delaware  Medical  Center  has  been  found! 

It  is  called  the  Omega  Medical  Center.  It  offers  time-shared, 
fully  equipped  medical  suites  to  physicians  on  an  hourly 
rental  basis. 

Included  are  housekeeping,  administration  and  receptionist 
services  such  as  appointment  scheduling  and  telephone  message 
forwarding.  There  are  a variety  of  on-site  laboratory  type  services. 

It’s  a convenient  and  economical  way  to  see  patients  in  the 
Stanton  area  with  very  little  overhead  and  no  start-up  investment. 
Opening  in  late  October  1984. 

CALL  FOR  DETAILS  TODAY 

368-5100 

OMEGA  MEDICAL  CENTER 

15  OMEGA  DRIVE.  NEWARK.  DE  19714 


Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


ON  DONATING  ONE'S  SERVICES 

Recent  action  by  the  US  House  and  Senate 
Budget  Reconciliation  Conferees  has  renewed 
publicity  about  mandatory  assignment  for  Medi- 
care reimbursement.  My  views  on  mandatory 
assignment  are  in  disagreement  with  those  of 
many  of  my  colleagues. 

I am  not  against  asking  and  possibly  coercing 
physicians  to  accept  assignment  in  many  in- 
stances. I am  not  able  to  cite  the  study  or 
studies  exactly,  but  at  least  one  study  has  shown 
that  the  percentage  of  no  fee  patients  that  phy- 
sicians care  for  has  decreased  as  the  amount  of 
Medicare  and  Medicaid  assistance  from  the  gov- 
ernment has  increased.  When  physicians  balk 
at  having  to  accept  assignment  for  Medicare, 
they  are  at  least  in  part  seen  correctly  by  the 
public  as  continuing  to  wish  to  enrich  themselves. 

In  his  recent  presidential  address  to  the  national 
meeting  of  the  American  Medical  Association, 
Joseph  F.  Boyle,  M.D.,  stressed  the  ethical  chal- 
lenges that  physicians  face.  It  is  my  opinion 
that  one  of  the  ethical  challenges  is  for  each  of 
us  to  offer  a certain  amount  of  free  or  reduced 
rate  medical  care  to  patients  we  treat.  I am 
aware  that  there  are  many  physicians  who  do 
this  frequently  and  who  may  harbor  feelings  to- 
wards their  colleagues  who  do  not.  Others  char- 
acterize Medicare  and  Medicaid  as  institutional- 
ized charity;  they  say  the  same  thing  about  clinic 
programs  in  hospitals. 

Another  factor  frequently  overlooked  is  the 
workaholic  nature  of  most  physicians.  Lane  A. 


Gerber,  Ph.D.,  has  written  an  excellent  mono- 
graph, Married  to  Their  Careers:  Career  and 
Family  Dilemmas  in  Doctors’  Lives.  In  his  study 
he  shows  how  intrapsychic  and  sociological  dy- 
namics contribute  to  physicians’  behavior,  put- 
ting them  and  society  in  double  binds  with  each 
other.  These  double  binds  and  conflicts  then 
get  played  out  in  the  lives  of  physicians,  their 
families,  and  their  patients — thus,  the  whole  of 
society. 

I believe  that  physicians  should  recognize  that 
there  is  an  ethical  imperative  to  accept  the  fact 
that  their  sendees  will  sometimes  need  to  be 
donated,  that  incentives  to  practice  an  appropri- 
ate amount  of  this  type  of  practice  should  be 
continued,  and  that  some  penalties  might  be 
considered  for  those  who  are  unwilling  to  do 
anything  charitable.  Perhaps  there  should  also 
be  a limit  to  how  much  of  one’s  services  may  be 
donated;  giving  too  much  charity  can  be  a not 
so  subtle  form  of  self-destruction. 

Leon  Morton  Green,  M.D. 


it* 


WHO  READS  WHAT? 

The  magazine  with  the  largest  advertising 
revenue  in  the  United  States  is  d 

Each  issue  was  seen  in  1982  bv  more  than  17 
million  readers  and  generated  an  annual  revenue 
for  its  publishers  of  $660  million.2  The  next 
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215-667-8630 


most  profitable  magazine  was  Time , pulling  in 
more  than  $425  million  and  4.5  million  readers. 
Newsweek  ran  a close  third  to  Reader  s Digest, 
which  was  fourth  in  revenue.  Readers  Digest, 
while  generating  an  income  almost  identical  to 
Newsweek  ($300  million),  was  read  by  an 
astonishing  18  million  people  per  issue,  which 
means  approximately  10%  of  the  entire  US  popu- 
lation reads  Readers  Digest! 

Playboy,  National  Enquirer,  and  Good  House- 
keeping are  read  by  approximately  the  same 
number  of  persons  (five  million),  and  made  ap- 
proximately the  same  amount  of  money,  just  shy 
of  $200  million,  for  their  owners.  Womans  Day 
is  read  by  twice  as  many  people  as  read  Pent- 
house, (which  makes  about  the  same  amount  of 
money),  and  about  two  million  more  than  Play- 
boy, which  makes  slightly  more.  There  are  about 
four  times  as  many  Playboy  readers  than  Hustler 
readers. 

Among  medical  journals,  the  New  England 
Journal  of  Medicine  is  number  100  in  line  for 
advertising  revenue  with  a readership  of  only 
200,000.  Medical  Economics  is  close  with  slightly 
fewer  readers  ( 182,000 ) and  about  the  same  rev- 
enue. JAMA  is  not  too  far  away  in  revenue  from 
the  New  England  Journal  of  Medicine,  $13  mil- 
lion versus  $19  million,  but  one  third  higher  in 
circulation  (300,000). 

Other  influential  medical  publications  with  re- 
spect to  their  advertising  revenues  and  circula- 
tion are  Patient  Care,  Annals  of  Internal  Medi- 
cine, Hospital  Practice,  AMA  News,  MD  Maga- 
zine, The  American  Family  Physician,  Medical 
World  News,  Postgraduate  Medicine,  and  Mod- 
ern Medicine. 

The  400th  magazine  with  respect  to  revenue 
is  a magazine  called  Success,  read  by  an  esti- 
mated circulation  of  226,000  and  producing  more 
than  $3.6  million  in  advertising  revenue.  Heavy 
Duty  Trucking  in  comparison  is  read  by  only 
90,000  but  takes  in  $4.5  million  in  revenue. 

By  contrast,  Delaware  Medical  Journal  has  a 
circulation  of  1,450  and  advertising  revenue  of 
about  $30,000. 

BernadineZ.  Paulshock,  M.D. 
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need.  Designed  and  built  by  Sergio  Pininfarina. 
designer  of  cars  such  as  the  Ferrari,  Jaguar,  and 

Rolls  Royce. 


Show  them  you've  arrived  without  spending  your  life 
savings  Drive  a Quantum  and  enjoy  the  roominess  and 
comfort  it  offers.  Handsome  aerodynamic  design  and 
advanced  German  engineering  ensure  superb  ride  and 
handling  While  a list  of  luxury  features  come  as 
standard  equipment.  All  for  thousands  less  than 
you'd  expect  to  pay  for  any  other  European  Grand 
Touring  Sedan  (BMW  3181,  $16,430.  Mercedes-Benz 
190E,  $22,850.  Quantum,  $12,980.) 


Test  drive  the  sheer  fun  of  driving  now  at  New  Castle  County's  exclusive  Volkswagen,  Bertone  and  Pininfarina  dealer: 


VOLKSWAGEN 

Bertone  • Pininfarina 

4304  Kirkwood  Highway,  Wilm.,  DE 
8:30  to  9--Sat.  to  5--998-0131 
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The  View  Box 


John  S.  Wills,  M.D.,  Editor 


This  month’s  View  Box  was  contributed  by  Stephen  Lawless,  M.D. 


RADIOLOGIC  EVALUATION  OF  LOWER 
GASTROINTESTINAL  BLEEDING 


A 74-year-old  white  male  presented  to  the  emergency  room  with  a history 
of  profuse  rectal  bleeding  for  several  hours.  The  patient  gave  not  localizing 
abdominal  complaints.  His  hemoglobin  was  8 mg.  Rectal  exam  revealed  mela- 
notic stool,  but  nothing  else.  The  patient  was  sent  to  nuclear  medicine.  (Figure 

1) 


WHAT  IS  YOUR  DIAGNOSIS? 


Dr.  Lawless  is  a third-year  resident  in  the  Department  of  Ra- 
diology at  The  Wilmington  Medical  Center. 
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The  examination  described  on  the  preceding 
page  is  a positive  gastrointestinal  bleeding  scan. 
In  the  three  images,  consisting  of  an  immediate, 
5-minute,  and  8-minute  image  of  the  abdomen, 
an  area  of  increasing  photon  density  oan  be  seen 
in  the  right  upper  quadrant.  This  photon  density 
represents  technetium-99m  (Tc-99m)  labeled 
blood  cells  accumulating  in  the  right  colon.  The 
patient  had  previously  been  diagnosed  as  having 
an  angiodysplasia  of  the  cecum  by  colonoscopy. 
Coagulation  through  colonoscope  had  been  at- 
tempted one  week  earlier.  Due  to  a continued 
rapid  loss  of  blood  and  the  known  diagnosis, 
angiography  was  declined.  The  patient  was 
taken  to  surgery  and  a right  hemicolectomy  was 
successfully  performed. 

Discussion 

Localization  of  the  site  of  acute  lower  gas- 
trointestinal hemorrhage  continues  to  be  a prob- 
lem. Many  methods  are  available  to  evaluate 
lower  GI  bleeding,  including  nuclear  medicine, 
angiography,  colonoscopy,  and  barium  enema. 
However,  no  one  method  is  totally  accurate, 
reliable,  or  universally  appropriate.  To  choose 
which  method  is  best,  one  must  first  carefully 
evaluate  the  patient. 

A patient  who  presents  with  acute  massive 
hemorrhage  that  cannot  be  stabilized  almost 
certainly  needs  emergency  exploratory  laparo- 
tomy. This  is  a surgical  judgment  and  will  not 
be  discussed  further  in  this  article. 

The  patient  who  presents  with  melena,  hema- 
tochezia,  or  a history  of  bleeding  offers  a differ- 
ent set  of  management  decisions.  For  the  pa- 
tient who  is  believed  to  be  actively  bleeding, 
the  two  major  diagnostic  options  are  a nuclide 
GI  bleeding  scan  and  selective  arteriography. 
The  specific  choice  is  based  upon  the  patient’s 
clinical  status  and  transfusion  requirements.  The 
GI  bleeding  scan  will  be  preferred  in  most  in- 
stances as  the  initial  study. 

The  bleeding  scan  is  an  easy-to-perform,  non- 
invasive  test  that  is  more  sensitive  than  angiog- 
raphy. At  The  Wilmington  Medical  Center,  a 
hybrid  in  vitro-in  vivo  labeling  technique  is  used. 
The  patient  is  first  injected  with  stannous  pyro- 
phosphate in  an  antecubital  vein.  After  approxi- 
mately 30  minutes,  10  ml  of  the  patient’s  in  vivo 
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Sn  labeled  blood  is  withdrawn  into  a syringe 
containing  20  mCi  of  (Tc-99m)  Pertechnetate. 
The  syringe  is  gently  agitated  for  10  minutes, 
then  the  cells  are  reinjected.  This  technique 
allows  98%  binding  efficiency.  In  patients  sus- 
pected of  active  bleeding,  5-minute  images  are 
obtained  for  the  first  30  minutes  then  at  1,  2,  and 
24  hours. 

Bleeding  rates  as  low  as  0.3  ml  per  minute  have 
been  detected  using  this  method.1  Perhaps  its 
major  advantage  is  that  any  bleeding  during  the 
24'hour  period  can  be  detected.  Patients  con- 
finned  to  be  bleeding  on  the  initial  scans  are 
usually  referred  for  immediate  angiography.  The 
disadvantage  of  this  study  is  the  inherent  limita- 
tion in  resolution  of  the  nuclear  scans.  The  GI 
bleeding  scan  provides  valuable  information,  in- 
dicating if  the  patient  is  bleeding  and  approxi- 
mately where  the  bleeding  is.  However,  an  etio- 
logic  diagnosis  is  not  usually  possible.  Also,  due 
to  colonic  peristalsis  moving  the  extravasated 
blood,  precise  localization  of  the  bleeding  site 
may  be  impossible  on  the  delayed  images. 

In  some  institutions  Tc-99m  sulfur  colloid  scan 
is  performed.  This  scan  is  able  to  detect  bleed- 
ing rates  as  low  as  0.05  to  0.1  ml  /min.2  In  ad- 
dition, there  is  no  need  for  the  40-minute  labeling 
period  so  the  scan  can  be  read  in  five  minutes 
after  the  initial  injection.  However,  the  patient 
must  be  bleeding  during  the  five  minutes  the 
scan  is  being  performed.  Due  to  the  rapid  clear- 
ance of  Tc-99m  sulfur  colloid,  which  makes  this 
test  so  sensitive,  delayed  scans  are  useless. 

Selective  mesenteric  arteriography  is  a more 
invasive  method  of  evaluating  GI  hemorrhage.3 
If  the  patient  is  acutely  bleeding,  but  oan  be 
stabilized,  angiography  is  considered  the  first 
choice  by  some,  especially  if  time  is  regarded  as 
critical.  It  has  two  distinct  advantages.  First,  the 
exact  site  of  bleeding  can  be  ascertained.  Second, 
an  etiologic  diagnosis  is  possible.  Arteriovenous 
malformations,  various  tumors,  and  bleeding  di- 
verticula all  have  a characteristic  appearance  on 
angiography;  this  information  is  of  obvious  im- 
portance to  the  surgeon.  With  the  exception  of 
vascular  malformations  and  an  occasional  tumor, 
however,  the  patient  must  be  bleeding  at  the  time 
of  the  study  to  permit  identification  of  the  bleed- 
ing site.  Further,  if  the  patient  is  not  bleeding, 
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one  cannot  be  certain  that  the  abnormality  found 
is  the  source  of  the  bleeding.  In  addition,  the  sen- 
sitivity of  angiography  for  aotive  bleeding  is  lower 
than  the  nuclide  scan.  The  patient  must  be 
bleeding  at  a rate  of  0.5  ml /min  to  be  detected.2 

An  additional  advantage  of  angiography  is  the 
possibility  of  embolic  or  intra-arterial  vasopressor 
infusion  therapy  of  the  bleeding  site.  The  latter 
is  more  commonly  used  because  of  the  risk  of 
bowel  infarction  attending  embolization.  Such 
treatment  may  obviate  surgery  or  decrease  blood 
loss  during  surgeiy. 

Other  modalities,  such  as  colonoscopy  and 
barium  enema,  are  much  less  helpful  in  the  acute 
setting.  Blood  and  fecal  residue  in  the  colon  may 
render  these  studies  essentially  useless.  Barium 
enema  of  an  uncleansed  colon  will  identify  only 


veiy  gross  lesions.  Additionally,  one  cannot  be 
sure  that  the  demonstrated  lesion  is  the  bleeding 
site.4  The  barium  enema  is  best  left  for  the  non- 
acute setting  when  the  patient  can  receive  the 
proper  preparation.  It  can  be  useful  as  a first 
step  in  two  settings:  suspected  ischemic  colitis 
without  infarction  and  inflammatory  bowel  dis- 
ease without  toxic  mcgacolon.4  In  these  diseases, 
barium  enema  can  establish  the  diagnosis,  elimi- 
nating the  need  for  further  radiologic  evaluation. 
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This  photomicrograph  shows  Pneu money stis  carinii  in  the  lung  of  an  AIDS  patient. 
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THE  NEXT  STEP 

Until  recently,  it  has  often  been  difficult  to  diagnose 
acute  or  recent  (usually  6 months  or  less)  Hepatitis  B 
infection  from  a chronic  infection,  because  the 
chronic  infection  is  characterized  by  persistence  of 
the  same  Hepatitis  B Virus  markers. 

If  an  asymptomatic  chronic  HBV  carrier  contracts 
acute  non  A,  non  B Hepatitis,  the  presence  of 
these  markers  can  create  confusion  in  diagnosis. 


Furthermore,  in  some  cases  of  acute  Hepatitis  B, 
HBsAg  and  HBeAg  are  transient  and  can  disappear 
before  their  respective  antibodies  are  detectable. 
Total  anti-HBc  is,  however,  detected  before  or  at  the 
onset  of  symptoms;  such  reactivity  can  persist  for 
years  after  illness,  may  even  outlast  anti-HBs,  and 
may  occasionally  be  the  only  marker  of  either 
current  or  past  infection. 

It  has  now  been  determined  that  virus  specific 
IgM  antibodies  can  be  detected  in  most  acute  viral 
infections,  and  that  they  are  reliable  markers  for 
acute  disease.  High  levels  of  IgM  anti-HBc  have 
been  demonstrated  in  Acute  Hepatitis,  and  low 
levels  demonstrated  in  Chronic  Hepatitis.  In  fact, 
some  studies  have  shown  that  anti-HBc  IgM  is  the 
only  specific  marker  for  the  diagnosis  of  acute 
infection  with  Hepatitis  B. 


LOCAL  OWNERSHIP 
—PERSONAL  PRIDE 


HBdgM 

(Now  performed  at  Medial: 


Testing  for  anti-HBc  IgM  can  also  be  valuable  for 
diagnosing  post  transfusion  Hepatitis  B,  where 
most  cases  are  HBsAg  negative  but  demonstrate 
seroconversion  to  anti-HBc  and  anti-HBs.  And, 
testing  for  Anti-HBC  IgM  may  improve  serodiag- 
nostic  accuracy  when  acute  non  A,  non  B and  deltc 
agent  Hepatitis  occur  in  previously  unrecognized 
HBsAg  carriers. 

Recently  introduced  in  the  United  States  by  Abboti 
Laboratories,  the  test  for  qualitative  determination 
of  specific  IgM  antibody  to  Hepatitis  B Virus  Core 
Antigen  (anti-HBc  IgM)  in  human  plasma  or  serum 
now  performed  at  Medlab. 

We  would  be  pleased  to  provide  you  with  addition; 
information  about  this  new  test  for  anti-HBc  IgM 
(Test  #1082),  or  any  of  our  existing  Hepatitis  tests 
and  profiles. 
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JEAN'S  WAY,  by  Derek  Humphrey,  Grove  Press, 
New  York,  1978.  116  pp.  Price  $6.50. 

Derek  Humphrey  is  a British  newspaper  re- 
porter who  has  written  a powerful  personalized 
story  of  his  wife  Jean’s  three-year  battle  against 
carcinoma  of  the  breast  with  bone  metastases. 

When  the  diagnosis  was  made  in  1972,  they 
made  a pact  that  they  would  continue  to  live 
fully  one  day  at  a time.  In  1974  they  agreed 
that  whenever  they  both  decided  that  the  time 
had  come,  he  would  give  her  a lethal  mixture 
of  painkiller  and  sleeping  tablets,  so  that  she 
would  “.  . . die  on  her  own  terms,  not  those  of 
the  disease  which  ravaged  her  body.”  About  one 
year  later,  the  act  of  euthanasia  followed. 

Derek  Humphrey  wrote  this  book  as  part  of 
the  personal  campaign  for  voluntary  euthanasia 
that  he  began  after  Jean  died.  It  took  him  from 
1975  to  1978  to  find  a publisher  willing  to  accept 
the  book.  But  then  it  was  an  instant  success  in 
both  Britain  and  the  United  States,  and  was  re- 
printed in  four  foreign  languages. 

In  1980,  Humphrey  founded  The  Hemlock 
Society  in  Los  Angeles,  an  educational  organi- 
zation to  support  “the  option  of  activity  volun- 
tary euthanasia  for  the  terminally  ill  mature 
adult  . . . and  to  decriminalize  assistance  in  sui- 
cide when  requested  by  the  terminally  ill  per- 
son.” 

As  the  author  sums  up,  “This  book  is  a plea 
for  recognition  of  the  inevitability  of  death  to 
be  made  at  the  right  time,  and  in  an  honest  way, 
so  that  the  individual  may  arrange  that  his  or 
her  last  days  are  spent  in  the  happiest  manner, 
whilst  the  loved  ones  also  prepare  themselves 
for  the  separation  and  its  aftermath.” 

David  Platt,  M.D. 


CLINICAL  REASONING  IN  PATIENT  CARE,  by  A. 
David  Ginsburg,  M.D.,  Harper  and  Row  Pub- 
lishers, Philadelphia,  1980.  224  pp.  Price  $12.75. 

One  of  the  major  problems  a third-year 
medical  student  faoes  as  he  begins  his  clinical 
training  is  how  to  integrate  the  mass  of  knowl- 
edge and  factual  information  he/ she  has  learned 
during  the  first  two  years  of  didactic  training 
into  a useful  tool  for  clinical  reasoning.  Medi- 
cal students  are  taught  during  their  first  two 
years  to  learn  the  disease  first  and  then  the  clini- 
cal manifestations  of  that  disease.  Patients  pre- 
sent in  the  reverse  order  of  course,  giving  the 
now  bewildered  third-year  medical  student  a 
variety  of  symptoms  and  signs  and  no  flashing 
placard  naming  their  disease.  Clinical  Reason- 
ing In  Patient  Care  is  designed  to  help  students 
of  medicine  form  an  approach  to  these  patients, 
and  discusses  problem  formulation  and  analysis 
based  on  their  symptoms,  physical  exam,  and 
laboratory  data. 

The  first  chapter,  “Problem  Formulation  and 
Clinical  Reasoning,”  explains  in  a general  fashion 
the  process  by  which  a physician  defines  what 
problems  are  important  and  how  these  problems 
are  analyzed  to  reach  a clinical  diagnosis.  The 
following  chapters  illustrate  this  approach  by 
using  common  examples  of  presenting  clinical 
findings,  which  include  weight  loss,  hoarseness, 
dyspnea,  central  chest  pain,  vomiting,  polyuria, 
joint  pain,  easy  bruising,  headache,  hypertension, 
hypotension,  clubbing  of  the  fingers,  dullness 
to  percussion,  pleural  fluid,  jaundice,  spleno- 
megaly, peripheral  edema,  heart  failure,  and 
ptosis.  The  author  supplements  these  chapters 
with  a list  of  suggested  readings  and  a com- 
plete index. 

The  illustrative  chapters  are  written  in  a clear, 
concise  style  and  focus  on  the  most  common 
clinical  entities  expected  instead  of  “zebras”  that 
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medical  students  are  sometimes  likely  to  think 
about.  The  author  takes  the  reader  through  the 
whole  clinical  reasoning  process  by  presenting 
a case,  defining  the  major  problems,  and  explain- 
ing a directed  history  and  physical  for  this  pa- 
tient. Physical  signs  of  potential  significance 
are  presented  frequently  in  an  easy-to-read  table 
form  by  system. 

Although  the  book  does  not  exhaustively  dis- 
cuss each  clinical  finding  and  is  biased  somewhat 
towards  the  viewpoint  of  a hemato-oncologist,  it 
does  discuss  many  of  the  high  points  of  each 
medical  problem.  While  Clinical  Reasoning  In 
Patient  Care  may  not  replace  the  important  text- 
books of  medicine  a medical  student  needs  to 
use,  it  does  provide  an  excellent  means  by  which 
he/she  can  begin  to  develop  clinical  reasoning 
and  judgment. 

Daniel  K.  Bregman 

Mr.  Bregman  is  a third-year  medical  student  at  Jefferson  Medi- 
cal College. 

% Vi  % 

FORMALDEHYDE  TOXICITY,  by  James  E.  Gibson, 

Hemisphere  Publishing  Co.,  New  York,  1983.  312 
pp.  Illus.  Price  $49.95. 

Considering  the  importance  of  formaldehyde 
as  a commodity  chemical  used  in  the  manufac- 
ture of  numerous  resins,  as  of  1980  very  little 
was  known  of  its  toxicology.  This  volume  of  the 
Chemical  Industry  Institute  of  Toxicology  series 
acknowledges  that  deficit  and  is  a compilation 
of  the  research  findings  presented  at  the  third 
CUT  Conference  on  Toxicology.  Data  are  pre- 
sented from  many  scientific  disciplines  resulting 
in  a work  that  is  as  complete  and  thorough  as 
any  previously  published  study  on  formaldehyde 
toxicity. 

The  book  is  structured  in  four  parts.  The  first 
part  deals  with  an  overview  of  formaldehyde, 
including  its  sources,  metabolism,  biochemistry 
and  toxicology.  Part  two  looks  at  the  toxicology 
of  formaldehyde  in  much  more  detail,  emphasiz- 
ing the  genetic  and  transforming  activity  of  the 
chemical.  Both  acute  and  chronic  toxicity  studies 
are  presented,  as  well  as  the  known  and  postu- 
lated mechanisms  of  formaldehyde  toxicity.  Part 
three  goes  on  to  deal  with  only  human  studies, 
emphasizing  cutaneous  irritation,  phototoxicity. 
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dermatitis,  urticaria  and,  most  importantly,  ef- 
fects on  the  respirator)"  system  possibly  leading 
to  cancer.  Several  studies  are  presented  on  the 
toxicity  found  in  homes  insulated  with  urea-for- 
maldehyde foam,  as  well  as  the  occupational 
exposure  of  morticians  and  chemical  workers. 
The  last  section  deals  with  risk  assessment  and  is 
primarily  statistical  in  nature. 

Although  at  times  the  terminology  of  the  text 
is  technical,  the  excellent  diagrams,  graphs, 
tables,  and  index  make  it  the  perfect  reference 
book  for  anyone  interested  in  studying  the  toxi- 
cology of  formaldehyde  in  detail. 

Francis  A.  Marro,  M.D. 

v*  sa  v* 


ANNUAL  REVIEW  OF  MEDICINE,  Volume  35, 
edited  by  William  P.  Creger,  M.D.,  Annual  Re- 
views, Inc.,  Palo  Alto,  California,  1984.  720  pp. 
Price  $27.00. 

The  Annual  Review  of  Medicine  continues  in 
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the  same  format,  providing  a vehicle  for  authori- 
ties in  their  respective  fields  to  write  state-of-the- 
art  review  articles.  None  of  the  information 
presented  is  controversial,  but  rather  represents 
an  overview  and  update  on  the  subjects  dis- 
cussed. The  topics  are  generally  those  in  which 
there  has  been  quite  a bit  of  activity  in  the  last 
several  years  in  general  medical  literature.  For 
instance,  there  are  two  articles  discussing  bone 
marrow  transplantation  and  its  complications. 
There  are  good  summary  articles  on  interven- 
tional cardiology  and  renovascular  hypertension. 
Very  long  articles  on  carcinoma  of  the  prostate 
and  hypertension  in  the  young  may  be  consid- 
ered works-in-depth;  other  articles  are  only  cur- 
sory in  their  scope  of  subject  review.  Overall, 
the  quality  of  the  articles  remains  good  to  excel- 
lent. I would  recommend  that  anyone  with  a 
broad  interest  in  internal  medicine  should  at  least 
scan  the  subjects  in  this  book  and  review  the 
articles  that  they  consider  interesting. 

William  L.  Jaffee,  M.D. 


DIFFERENTIAL  DIAGNOSIS  IN  RHEUMATOLOGY: 
AN  ATLAS  FOR  THE  PHYSICIAN,  by  Andrei  Calin, 

M.D.,  J.B.  Lippincott  Company,  Philadelphia, 
1984.  220  pp.  Illus.  Price  $35.00. 

Dr.  Calin  provided  us  with  a very  useful  book. 
It  was  written  for  the  nonrheumatologist,  com- 
bining concisely  written  text,  splendid  clinical 
photographs,  data  from  the  laboratory,  and  ra- 
diographs. The  book  is  organized  around  the 
physical  exam.  Proper  joint  examination  tech- 
niques are  clearly  demonstrated  with  photo- 
graphs. The  section  that  reviews  the  physical 
findings  of  diagnostic  significance  for  head  and 
neck,  muoous  membranes,  upper  limb,  hand, 
trunk,  spine  and  hips,  lower  limb  and  foot  in- 
cludes a short  case  history  for  each  abnormality. 
This  reinforces  the  finding  and  makes  this  more 
than  simply  an  atlas.  The  section  demonstrating 
proper  aspiration  technique  for  each  joint  is  sure 
to  be  useful  in  the  office  or  hospital. 

Continued  on  page  559 
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CURRENT  CONCEPTS  IN  DIAGNOSIS  AND 
MANAGEMENT  OF  PROSTATE  CARCINOMA 


Alex  M.  Raney,  M.D. 


Incidence 

Prostatic  carcinoma  is  the  second  most  com- 
mon malignancy  in  the  male.1  Seventeen  per- 
cent of  all  tumors  in  men  are  cancer  of  the 
prostate.  Although  it  is  often  considered  an 
indolent  disease,  it  is  the  third  most  common 
cause  of  death  from  cancer  in  men  more  than 
55  years  old.2  The  incidence  of  prostatic  carci- 
noma in  autopsy  studies  of  men  more  than  50 
years  old  ranges  from  12%  to  46%  and  increases 
with  advancing  age.3  (Table  1) 

Traditional  concepts  of  the  benignancy  of 
this  disease  no  longer  bear  statistical  validity. 
In  recent  years  there  has  been  an  explosion  of 
clinical  research  on  carcinoma  of  the  prostate 
gland  in  an  effort  to  develop  methods  for  its 
early  diagnosis.  Although  progress  is  slow, 
nevertheless,  there  have  been  significant  con- 
ceptual changes  among  the  urologic  community 
in  regard  to  diagnosis,  prognosis,  and  treatment 
of  carcinoma  of  the  prostate  gland.2 

In  19S0,  the  American  College  of  Surgeons 
Commission  on  Cancer  established  a series  of 
goals  for  treatment  and  guidelines  for  diagnosis 

Dr.  Raney  is  Chief  of  the  Department  of  Urology,  Veterans 
Administration  Hospital,  Wilmington,  Delaware;  Professor  of 
Urology,  Thomas  Jefferson  University,  Philadelphia;  and  Senior 
Attending  Urologist,  The  Wilmington  Medical  Center. 


and  made  an  extensive  nationwide  survey  of 
20,166  cancer  patients  in  658  hospitals.  Their 
report  suggests  that  the  methods  of  treating  pa- 
tients with  prostate  cancer  have  been  applied 
uniformly  throughout  the  country.  (Table  2) 

The  nationwide  figures  indicate  that  the  num- 
ber of  patients  in  both  the  localized  and  the  ad- 
vanced stages  of  the  disease  was  higher  in  1979 
than  in  previous  studies.  Both  the  long-  and 
short-term  studies,  however,  showed  that  black 
patients  were  more  often  clinically  diagnosed 
at  an  advanced  stage  rather  than  a localized 
stage  of  the  disease. 

Epidemiology 

Age-adjusted  mortality  for  cancer  of  prostate 
in  the  United  States  is  23%  per  100,000  for  white 
men,  whereas  for  blacks  it  is  almost  twice  as 
high,  41%  per  100,0004  Northern  European 
countries  have  a higher  incidence  of  carcinoma 
of  the  prostate  gland  per  capita  than  the  rest 
of  the  world.  (Table  3)  The  incidence  of  micro 
invasive  carcinoma  of  prostate  found  at  autopsy 
is  higher,  for  example,  in  Washington,  D.C.  by 
a factor  of  about  six-fold  compared  with  Nigeria. 

Etiologic  Factors 

Regional  variation  In  the  United  States  there 
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is  a high  rate  in  the  mid-west  and  north-central 
region,  as  well  as  in  the  New  England  states. 

Religion  The  Mormons,  whose  life  style  re- 
flects low  oigarette  smoking  and  alcohol  con- 
sumption, show  a lower  incidence  of  cancer  in 
many  sites  of  the  body. 

Infection  One  study  suggests  an  association 
between  gonorrheal  infection  and  prostatic  can- 
cer. It  has  been  Speculated  that  a venereal  viral 
infection  may  be  the  true  etiologic  agent. 

Diet  There  is  some  evidence  to  indicate  a 
dietary  etiology. 


TABLE  1 

INCIDENCE  OF  CARCINOMA  OF  THE  PROSTATE 
UNITED  STATES  1973-1977 

RATES  PER  100,000  PER  YEAR 

IN  THE 

TOTAL 

WHITE 

BLACK 

Number  of  cases 

27,737 

23,509 

2,929 

Crude  rates 

56.3 

56.1 

61.8 

1950  Age-adjusted  rates 

55.2 

52.7 

89.7 

1970  Age-adjusted  rates 

69.0 

66.2 

108.9 

Age-specific  rates 

Age  45-49 

4.8 

4.1 

12.4 

50-54 

20.8 

19.3 

42.7 

55-59 

68.0 

61.8 

146.9 

60-64 

165.8 

154.5 

326.4 

65-69 

319.3 

303.0 

539.1 

70-74 

513.5 

487.2 

851.7 

75-79 

832.3 

949.6 

1,020.0 

80-84 

956.0 

949.6 

1,292.8 

85  and  over 

1,053.3 

1,043.9 

1,258.0 

MORTALITY  FROM  CARCINOMA  OF  THE  PROSTATE 

IN  THE  UNITED  STATES  1973-1977 

RATES  PER  100,000  PER  YEAR 

TOTAL 

WHITE 

BLACK 

1 Number  of  cases 

9,277 

8,048 

1,059 

Crude  rates 

18.8 

19.2 

22.3 

1950  Age-adjusted  rates 

17.0 

17.5 

32.9 

1970  Age-adjusted  rates 

22.6 

22.0 

41.1 

Age-specific  rates 

Age  45-49 

0.9 

0.8 

3.0 

50-54 

3.4 

2.9 

8.8 

55-59 

12.8 

11.0 

41.7 

60-64 

35.1 

31.5 

99.3 

65-69 

77.2 

73.0 

158.8 

70-74 

147.1 

141.6 

258.8 

75-79 

266.8 

259.3 

468.8 

80-84 

400.8 

409.2 

571.3 

85  and  over 

544.6 

553.0 

775.4 

Hormonal  Clinical  improvement  of  this  tumor 
with  estrogen  therapy  suggests  that  there  is  a 
hormonal  role.  One  study  reports  elevated  levels 
of  testosterone  and  estradiol  in  patients  with 
prostatic  cancer  in  Washington,  D.C.  compared 
with  the  Nigerian  patients. 

Sexual  activity  There  is  increased  risk  in  men 
involved  in  a high  amount  of  sexual  activity. 
Single  men  who  report  lower  sexual  activity 
show  lower  risk. 

Occupation  Reports  indicate  that  the  rubber, 
cadmium  metal,  and  textile  industries  are  the 
highest  risk  occupations. 

Socio  economic  status  There  is  no  social  class 
correlation. 

Etiology— Pathophysiology 

The  main  role  of  hormones  in  prostatic  car- 
cinogenesis seems  to  be  the  maintenance  of  the 
prostatic  epithelium  so  that  a sufficient  number 
of  cells  exist  in  which  malignant  transformation 
can  occur.  Hormonal  imbalance  ( androgen-es- 
trogen) seems  to  play  a role  in  pathogenesis  of 
adenocarcinoma  of  the  prostate  gland.  How- 
ever, it  is  not  known  why  the  incidence  of  pros- 
tate carcinoma  is  highest  among  blacks  and  low- 
est among  orientals. 

Prostatic  carcinoma  can  spread  by  local  ex- 
tension and  lymphatic  or  hematogenous  dissemi- 
nation. Extension  through  the  prostatic  capsule 
(not  just  to  the  capsule)  is  associated  with  a 
significantly  worse  prognosis.  The  most  common 
sites  of  lymph  node  metastases  are  the  obturator, 
hypogastric,  and  iliac  nodes.  There  are  no  con- 
vincing data  to  show  that  prostatic  carcinoma 
spreads  peripherally  early  via  the  lymphatic  or 
the  blood  stream.  Osseous  metastases  consti- 
tute the  most  common  form  of  hematogenous 
metastases.  Vertebral  metastases  usually  in- 
volve the  body  of  vertebrae  and  can  produce 
spinal  canal  compression. 

In  grading  prostatic  carcinoma  the  area  of 
greatest  cellular  anaplasia  is  usually  considered 
indicative  of  the  biologic  potential  of  the  tumor. 
A significant  correlation  exists  between  the 
grades  and  prognosis,  irrespective  of  carcinoma 
size.  Gleeson’s  classification  (Veterans  Adminis- 
tration Cooperative  Urological  Research  Group) 
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toms  in  patients  more  than  50  years  of  age  may 
be  an  early  sign  of  occult  carcinoma  of  the  lower 
urinary  tract,  bladder,  or  prostate. 

Rectal  digital  examination  and  transurethral 
prostatic  resection  are  reported  as  the  most  com- 
mon means  of  diagnosing  prostatic  cancer.2  Pros- 
tatic carcinoma  can  be  detected  in  its  early  stages 


• ' f 

COMMISSION 

TABLE  2 

ON  CANCER  OF  THE  AMERICAN  COLLEGE  OF  SURGEONS 
PATIENT-CARE  EVALUATION  REPORT 
PROSTATE  CANCER 

Long-Term  Survey 

All 

All 

This 

Hospitals 

This 

H 

ospitals 

A.  Clinical  Stage 

Hospital 

Reported 

Hospital 

Reported 

# 

% 

# 

% 

# 

% 

-H- 

% 

A 

8 

16 

4202 

21 

3 

19 

3641 

26 

B 

20 

41 

6199 

31 

2 

13 

4074 

29 

C 

9 

18 

3577 

18 

3 

19 

2103 

15 

D 

11 

22 

4326 

22 

8 

50 

3642 

26 

Unknown 

1 

2 

1861 

9 
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0 

619 

4 

Total 

49 

20,165 

16 

14,079 

B.  Treatment  Modalities 

Surgery  only 

24 

50 

7491 

37 

1 1 

69 

6449 

46 

Radiation  only 

2 

4 

611 

3 

0 

0 

830 

6 

Hormone  only 

3 

6 

1753 

9 

3 

19 

865 

6 

Surgery  and  Radiation 

1 

2 

749 

4 

0 

0 

1419 

10 

Surgery  and  Hormone 

15 

31 

7143 

35 

1 

6 

2665 

19 

All  others 

2 

4 

462 

7 

0 

0 

926 

7 

No  treatment 

1 

2 

1073 

5 

1 

6 

921 

7 

C.  Types  of  Surgery 

Transurethral  Prostatectomy 

39 

80 

11,762 

59 

12 

75 

8628 

61 

Perineal  prostatectomy 

0 

0 

671 

3 

0 

0 

277 

2 

Retropubic  prostatectomy  with  pelvic 

node  dissection 

0 

0 

247 

1 

0 

0 

403 

3 

Retropubic  prostatectomy  without  pelvic 

node  dissection 

0 

0 

933 

5 

0 

0 

348 

3 

Orchiectomy 

12 

25 

4372 

22 

1 

6 

2250 

16 

No  Surgery 

6 

12 

3122 

16 

1 

6 

2507 

18 

D.  Survival 

This 

All 

Hospital 

Hospitals 

% 

% 

1 year 

96 

88 

2 years 

70 

78 

3 years 

63 

69 

4 years 

60 

63 

5 years 

53 

57 

suggests  that  histological  grading  of  prostatic 
adenocarcinoma  contributes  to  mortality  rate 
prediction.4  Most  evidence  suggests  that  pros- 
tate carcinoma  is  more  lethal  in  younger  patients 
regardless  of  histological  stage  and  grading. 

Detection 

Rapid  onset  of  obstructive  or  irritative  symp- 
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AGE-ADJUSTED 

1974, 

DEATHS 

TABLE  3 

PROSTATE  CANCER  MORTALITY 
1975  BY  COUNTRY 

PER  100,000  PER  YEAR 

COUNTRY  MORTALITY 

COUNTRY  MORTALITY 

SWEDEN 

22 

IRELAND 

13 

LUXEMBOURG 

20 

ENGLAND,  WALES 

12 

SWITZERLAND 

29 

SPAIN 

12  j 

NORWAY 

18 

CHILE 

12 

TRINIDAD  and 

SCOTLAND 

11 

TOBAGO 

18 

CZECHOSLOVAKIA 

11 

NEW  ZEALAND 

17 

ITALY 

11 

URUGUAY 

17 

VENEZUELA 

10 

HUNGARY 

16 

PANAMA 

9 

GERMANY,  F.R. 

16 

COSTA  RICA 

9 

BELGIUM 

16 

ROMANIA 

8 

NETHERLANDS 

16 

POLAND 

8 

AUSTRALIA 

15 

YUGOSLAVIA 

8 

FRANCE 

15 

GREECE 

7 

ICELAND 

15 

MEXICO 

6 

AUSTRIA 

15 

BULGARIA 

6 

CANADA 

15 

DOMINICAN 

UNITED  STATES 

14 

REPUBLIC 

6 

FINLAND 

14 

JAPAN 

2 

NORTHERN 

HONG  KONG 

2 

IRELAND 

14 

PHILIPPINES 

2 

PUERTO  RICO 

14 

SINGAPORE 

1 

DENMARK 

13 

THAILAND 

0.3 

PORTUGAL 

13 

HONDURAS 

0.1 

only  by  careful  digital  rectal  examination  show- 
ing induration  or  abnormal  consistency. 

Once  there  is  clinical  suspicion  of  prostatic 
carcinoma,  histologic  verification  by  biopsy 
should  be  sought.  Needle  biopsy  or  aspiration 
biopsy  are  the  most  popular  techniques.  Ultra- 
sonography using  a transrectal  ultrasonic  probe 
may  identify  an  image  of  prostate  cancer,  but 
prostatitis  and  prostatic  calculi  are  not  clearly 
distinguishable  from  neoplasm. 

The  serum  acid  phosphatase  assay  is  the  most 
valuable  biochemical  test.  It  is  usually  elevated 
in  patients  with  metastases.  The  determination 
of  the  more  sensitive  and  specific  bone  marrow 
acid  phosphatase  test  has  lost  its  popularity.  Ra- 
dioimmunoassays for  prostate  carcinoma  are  be- 
ing utilized  in  some  centers  but  they  are  still 
experimental.  Radionuclide  bone  scan  has  pro- 
vided a valuable  means  of  detecting  metastases 


earlier  than  previously  possible,  but  skeletal  ra- 
diography may  still  be  helpful  in  mixed  osteo- 
blastic and  osteolytic  lesions.  The  value  of 
lymphography  in  carcinoma  of  prostatic  gland 
is  limited. 

Several  staging  systems  of  prostatic  carcinoma 
have  been  proposed  but  have  not  received  uni- 
versal acceptance.  A formal  tumor-node-metas- 
tasis (TNM)  system  of  staging  was  approved  in 
1974  by  the  International  Union  Against  Cancer 
but  is  not  used  widely  in  the  United  States  be- 
cause lymph  node  biopsy  or  dissection  is  also 
required.  The  staging  system  currently  accepted 
in  this  country  was  proposed  originally  by  Whit- 
more5 and  Jewett6  who  suggested  further  classi' 
fioation  within  each  group  to  account  for  the 
histological  grade  as  well  as  the  size  of  the  tumor. 

Treatment 

There  is  compelling  evidence  that  the  vast 
majority  of  older  patients  with  Stage  A,  carci- 
noma have  a normal  life  expectancy,  requiring 
no  treatment  but  close  observation.7  Patients 
clearly  in  Stage  A2  should  be  treated  as  having  a 
higher  stage  tumor.7'9  The  potential  for  malig- 
nancy increases  as  the  tumor  involvement  pro- 
gresses from  focal  to  diffuse  disease.10 

Surgery  (radical  prostatectomy)  is  attempted 
in  Stage  A2-Bi  carcinomas  when  cure  is  possible; 
currently  the  preferred  treatment  has  shifted 
toward  radical  surgery.  If  the  patient  does  not 
wish  surgery,  or  is  medically  not  suitable  for  sur- 
gical implantation  of  Iodine-125,  radioactive  gold 
(interstitial  injection  of  Au-198),  or  external  ra- 
diation is  advocated;  few  recommend  'a  combina- 
tion of  the  two  modalities.1113 

The  result  of  radical  prostatectomy  for  Stage 
C tumor  has  not  been  as  favorable  as  for  Stage 
B tumor.  Nevertheless,  as  long  as  the  tumor  is 
confined  to  the  prostate,  the  treatment  is  either 
radical  prostatectomy,  radiation  therapy  or  both. 

Endocrine  therapy  for  prostatic  carcinoma  was 
first  recommended  in  1941  by  Huggins  and  Hod- 
ges.14 Bruchovsky  and  Wilson  demonstrated 
that  the  biological  effects  of  androgens  on  the 
prostate  depend  upon  their  conversions  within 
prostatic  cells  to  dehydrotestosterone  requiring 
the  enzyme  5-alpha  reductase.  After  conversion, 
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dehydrotestosterone  binds  to  a cellular  protein 
receptor  and  is  translocated  to  the  nucleus  where 
it  binds  to  nuclear  chromatin.15  There  it  triggers 
biochemical  events  that  ultimately  lead  to  pro- 
duction of  an  especial  protein  (RNA  synthesis) 
removed  by  the  prostatic  cells.  Estrogen  may 
suppress  this  conversion.  A study  by  Nesbit  and 
Plumb  suggests  that  endocrine  therapy  in  any 
form  prolongs  patient  survival.15  Another  recent 
study  has  demonstrated  that  endocrine  therapy 
also  improves  quality  of  life.4  The  Veterans 
Administration  Cooperative  Urological  Research 
Group  proved  that  high  doses  of  estrogen  (5  mg 
or  more  of  diethvlstilbestrol  daily)  carried  with  it 
a risk  of  higher  cardiovascular  mortality.7-9  Es- 
trogen ( diethylstilbestrol ) in  doses  of  5 mg  or 
less  daily  has  a therapeutic  value  with  much 
lower  risk.7-9'16 

Orchiectomy 

The  most  straightforward  approach  to  the 
treatment  of  prostatic  carcinoma  with  metastases 
(symptomatic — Stage  D)  is  bilateral  orchiectomy 
in  order  to  reduce  serum  androgen.  This  is  a 
minor  surgical  procedure  that  can  be  done  under 
local  anesthesia.  Estrogens  remain  the  most 
cost-effective  alternative  to  orchiectomy.  The 
proper  timing  and  indications  for  endocrine 
therapy  remain  matters  of  controversy.  The  Vet- 
erans Administration  Cooperative  Trial  showed 
that  initial  endocrine  therapy  offers  a longer  in- 
terval free  of  symptoms  but  little  in  the  way  of 
effective  treatment  once  relapse  has  occurred. 
Radiation  therapy  may  occasionally  be  effective 
in  alleviating  obstruction  from  prostatic  carci- 
noma. 

Therapeutic  adrenalectomy  may  also  be  bene- 
ficial to  some  patients  when  other  treatment  has 
failed.14  Estramustine  phosphate  (EMCYT) 
has  been  beneficial  to  some  patients  with  Stage 
D hormone  resistance.  Chemotherapy  and  cryo- 
therapy have  been  advocated  by  some  as  pro- 
ducing objective  evidence  of  regression  of  distal 
metastases,  but  this  has  not  been  demonstrated 
convincingly. 

Conclusion 

Prostate  carcinoma  is  the  second  most  com- 
mon malignancy  in  men  and  the  third  most  com- 
mon cause  of  cancer  deaths  in  men  more  than 


55  years  of  age.  Up  to  now  rectal  digital  ex- 
amination and  prostatectomy  have  been  the 
most  common  means  of  diagnosing  prostatic 
cancer.  Histological  staging  and  grading  of  pros- 
tatic carcinoma  provide  mortality  rate  predic- 
tions in  addition  to  staging  of  the  cancer.  Man- 
agement of  prostatic  carcinoma  is  still  somewhat 
controversial.  Early  stages  of  carcinoma  such 
as  Ai  require  no  treatment.  Small  palpable  pros- 
tatic nodules  (Stage  Ao-B,  well  differentiated 
carcinoma)  are  treatable  with  high  curability 
with  15  years  survival,  either  by  radical  prosta- 
tectomy or,  for  medical  or  psychological  reasons, 
by  implantation  of  iodine-125,  radioactive  gold, 
external  radiation,  or  a combination  of  both. 


APPENDIX  A 

SYSTEM  FOR  CLINICAL-PATHOLOGICAL  STAGING 

OF  PROSTATIC-CARCINOMA 

Stage  Ai — Prostatic  carcinoma  (focal  carcinoma)  tumor 
is  confined  to  the  prostate  and  is  neither 
suspected  nor  detected  clinically  and  is 
diagnosed  only  following  prostatectomy  or 
autopsy.  Stage  Ai  carcinoma  is  found  in 
about  10%  of  prostates  removed  for  be- 
nign disease. 

Stage  Ai — Same  as  above,  except  histological  findings 
are  one  of  the  following: 

1.  Multi-focal 

2.  Diffused 

3.  Undifferentiated 

The  potential  for  malignancy  increases  as 
the  tumor  involvement  progresses  from 
local  to  diffuse. 

Stage  B' — Represented  by  a tumor  that  is  confined  to 
the  prostate  and  is  palpable  on  digital 
rectal  exam.  Approximately  10%  to  15%  of 
prostatic  carcinoma  are  in  clinical  stage 

Bi. 

Stage  Bi — Either  involvement  of  an  entire  lobe  of  the 
prostate  gland  or  diffuse  involvement  of 
two  lobes.  The  incidence  of  lymph  node 
metastases  is  15%  to  40%  in  stage  Bi. 

Stage  C — Represented  by  a clinically  evident  tumor 
that  extends  to  the  prostatic  capsule  but 
has  not  metastasized.  The  incidence  of  lymph 
node  metastasis  in  stage  C is  up  to  50% 

Stage  Di — Involvement  of  pelvic  nodes. 

Stage  Di — Represented  by  bony  metastases. 
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Carcinoma  with  metastases  (Stage  D)  responds 
well  to  hormonal  manipulation,  which  is  best 
achieved  by  orchiectomy. 

The  ultimate  conquest  of  prostatic  carcinoma 
will  require  substantial  advances  in  our  knowl- 
edge of  its  cause.  Refinement  of  current  diag- 
nostic techniques  and  development  of  more  ad- 
vanced screening  techniques  for  early  detection, 
such  as  radioimmunoassay,  are  areas  in  which 
further  progress  is  necessary. 
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Letters  to  the  Editor 


DEATH  WITH  DIGNITY 

To  the  Editor: 

This  phrase  has  been  used  so  much  recently 
in  articles  and  lectures  that  it  has  become  hack- 
neyed. It  is  then  all  the  more  refreshing  that 
we  have  .a  good  example  in  our  midst. 

Jack  Gelb  died  recently.  He  was  not  admitted 
to  the  hospital,  but  remained  home  and  received 
his  cancer  therapy  as  an  outpatient.  When  he 
became  too  weak  to  continue  this,  his  wife  did 
not  send  him  to  the  hospital,  but  set  up  a hospital 
bed  for  him  in  their  den  facing  a picture  window 
through  which  he  looked  out  on  the  garden 
where  he  had  worked  so  many  happy  hours.  His 
surgeon  brother  visited  him  twice  a day,  and  his 
oncologist  came  as  needed.  His  children  and 
Grandchildren  were  in  and  out  frequently. 

It  was  not  easy  for  his  wife  and  family  to 
watch  him  si  owl  v weaken  and  fade,  but  they 
kept  him  a part  of  their  daily  lives  to  the  end. 

That  is  death  with  dignity. 

David  Platt,  M.D. 

& 

MORE  ON  THE  AMA 

To  the  Editor: 

Our  president’s  message  in  the  July  issue  of  the 
Delaware  Medical  Journal  (1984;  56:383-384) 
discussed  the  lamentable  fact  that  only  45%  of 
physicians  in  the  United  States  presently  belong 
to  the  American  Medical  Association.  He  sug- 
gested that  many  nonmembers  mistakenly  feel 
the  AMA  does  little  for  them,  but  then  cited  its 
financial  and  political  actions  as  the  main  rea- 
sons to  persuade  nonmembers  to  join. 

The  AMA  in  fact  does  many  more  things  for 
its  members  than  Dr.  Chavin  mentioned.  From 
its  numerous  academic  achievements  and  its  con- 
tributions made  on  behalf  of  the  education  of 
students  and  graduate  physicians  to  the  guide- 
lines and  help  which  the  AMA  offers  hospitals 
for  improving  and  maintaining  quality  patient 
care,  the  many  important  nonpecuniary  activities 


of  the  AMA  need  to  be  emphasized  in  order  to 
induce  more  physicians  to  become  members. 

Too  often  the  AMA  is  portrayed  solely  as  a 
financial  watchdog,  more  a trade  union  than  a 
scientific  societv.  If  its  major  thrust  is  financial, 
then  why  should  salaried  phvsicians  working  for 
medical  schools,  hospitals,  or  other  institutions 
affiliated  with  the  health  care  system  find  any 
reason  to  belong?  A different  set  of  equallv 
valid  values  must  be  appealed  to  in  order  to 
attract  physicians  with  different  concerns  to  AMA 
membership. 

The  AMA  should  be  an  important  organization 
to  all  physicians. 

Carl  I.  Glassman,  M.D. 


t \ 

OB/CYN 

ANNUAL 

UPDATE 

October  11-13,1984 

Specific  topics  will  be  presented  which  re- 
late to  current  developments  in  general 
gynecology,  obstetrics,  endocrine  and  infer- 
tility, and  gynecologic  oncology. 


For  further  information,  contact: 
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Program  of  Continuing  Education 
University  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore,  Maryland  21201 
(301)  528  3956 
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DISTRIBUTION  OF  IRANIAN  AND  FILIPINO 
PHYSICIANS  IN  THE  UNITED  STATES  BY 
REGION  OF  RESIDENCE  AND 
MEDICAL  SPECIALTY 


Mary  W.  Herman,  Ph.D. 
Mohammadreza  Hojat,  Ph.D. 


Recent  statistics  indicate  that  about  20%  of  all 
active  physicians  in  the  United  States  are  foreign 
medical  graduates,1  and  Iranian  and  Filipino 
physicians  constitute  a major  portion  of  this 
population.  The  data  reported  in  the  present 
paper  are  part  of  a larger  study  of  the  demo- 
graphic characteristics  and  career  plans  of  Iran- 
ian and  Filipino  physicians  in  the  United  States. 
These  two  nationality  groups  were  selected  be- 
cause there  are  substantial  numbers  of  medical 
graduates  from  these  countries  in  the  United 
States  and  because  they  represent  different  social 
and  cultural  backgrounds. 

The  purpose  of  this  paper  is  to  present  data 
about  the  distribution  of  Iranian  and  Filipino 
physicians  in  the  United  States  by  regions  of 
residence  and  areas  of  medical  specialty  and  to 
compare  these  findings  with  data  on  all  Ameri- 
can physicians. 

Dr.  Herman  is  social  anthropologist.  Center  for  Research  in 
Medical  Education  and  Health  Care;  and  associate  professor.  De- 
partment of  Family  Practice,  Jefferson  Medical  College,  Phila- 
delphia. 

Dr.  Hojat  is  research  associate,  director  of  the  Jefferson  Longi- 
tudinal Study,  Center  for  Research  in  Medical  Education  and 
Health  Care;  and  assistant  professor.  Department  of  Psychiatry 
an^  Human  Behavior,  Jefferson  Medical  College,  Philadelphia. 

This  study  was  supported  by  a grant  from  the  Educational 
Commission  for  Foreign  Medical  Graduates  (ECFMG). 
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Method 

A questionnaire  was  mailed  to  2,521  Iranian 
and  2,938  Filipino  physicians  who  were  selected 
by  a scientific  sampling  procedure  from  the  Phy- 
sician Masterfile  of  the  American  Medical  Asso- 
ciation. A follow-up  reminder  card  was  mailed 
eight  weeks  after  the  original  mailing.  The 
2,521  Iranians  constituted  the  total  list  of  Iranian 
physicians  whose  names  and  addresses  were 
recorded  in  the  Physician  Masterfile.  The  Fili- 
pinos were  selected  by  a systematic  random  pro- 
cedure that  constituted  a 25%  sample  of  Filipino 
physicians  listed. 

We  received  695  usable  questionnaires  from 
Iranian  physicians  and  898  from  Filipino  phy- 
sicians, representing  28%  and  31%  response  rates 
respectively.  Iranian  physicians  were  defined 
as  those  who  were  bom  in  Iran  and  who  received 
their  medical  degree  from  an  Iranian  medical 
school;  Filipinos,  as  those  who  were  born  in  the 
Philippines  and  who  received  their  medical  de- 
grees there.  Physicians  in  these  two  groups  who 
became  naturalized  Americans  were  still  consid- 
ered Iranians  and  Filipinos  in  this  study. 
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Results  and  Discussion 

The  distribution  by  region  of  their  residence 
of  Iranian  and  Filipino  physicians  in  the  respec- 
tive populations  and  the  samples  who  returned 
questionnaires  are  presented  in  Table  1.  Popu- 
lation characteristics  were  obtained  from  the 
Physician  Masterfile  of  the  AM  A. 

As  the  table  shows,  the  regional  distribution 


of  the  final  samples  and  their  respective  popula- 
tions are  similar  for  both  groups,  which  is  an 
indication  of  the  representativeness  of  the  sam- 
ples (the  final  samples  were  defined  as  physi- 
cians from  Iranian  and  Filipino  populations  who 
completed  and  returned  their  questionnaires). 
The  table  also  shows  that  the  largest  propor- 
tions of  both  Iranian  and  Filipino  physicians 
reside  in  the  Middle  Atlantic,  East  North  Cen- 


TABLE  i 

COMPARISON  OF  FINAL  SAMPLES  WITH  THEIR  RESPECTIVE  POPULATIONS 
ON  THE  REGIONS  OF  RESIDENCE 

IRANIAN  PHYSICIANS  FILIPINO  PHYSICIANS 

Final  Selected  Final 


Population  Sample  Sample1  Sample 


Region/State 

f 

(%) 

f 

(%) 

f 

(%) 

f 

(%) 

New  England9 

155 

(6) 

51 

(7) 

85 

(3) 

28 

(3) 

Middle  Atlantic3 

761 

(30) 

174 

(25) 

895 

(31) 

218 

(24) 

East  North  Central4 

596 

(23) 

152 

(22) 

781 

(27) 

233 

(26) 

West  North  Central5 

92 

(4) 

25 

(4) 

162 

(5) 

54 

(3) 

South  Atlantic6 

445 

(18) 

112 

(16) 

515 

(18) 

169 

(19) 

East  South  Central7 

46 

(2) 

15 

(2) 

75 

(2) 

29 

(3) 

West  South  Central8 

94 

(4) 

25 

(4) 

121 

(4) 

46 

(5) 

Mountain9 

16 

(1) 

5 

(1) 

38 

(1) 

14 

(2) 

Pacific10 

316 

(12) 

98 

(14) 

256 

(9) 

91 

(10) 

Unspecified 

— 

38 

(5) 

— 

16 

(2) 

TOTAL 

2521 

(100) 

695 

(100) 

2928 

(100) 

898 

(100) 

1.  One-fourth  of  the  population  selected  on  the  basis  of  systematic  random  procedure. 

2.  Including  Connecticut,  Maine,  Massachusetts,  New  Hampshire,  Rhode  Island,  and  Vermont. 

3.  Including  New  Jersey,  New  York,  and  Pennsylvania. 

4.  Including  Illinois,  Indiana,  Michigan,  Ohio,  and  Wisconsin. 

5.  Including  Iowa,  Kansas,  Minnesota,  Missouri,  Nebraska,  North  Dakota,  and  South  Dakota. 

6.  Including  Delaware,  D.C.,  Florida,  Georgia,  Maryland,  North  Carolina,  South  Carolina,  Virginia,  and  West  Virginia. 

7.  Including  Alabama,  Kentucky,  Mississippi,  and  Tennessee. 

8.  Including  Arkansas,  Louisiana,  Oklahoma,  and  Texas. 

9.  Including  Arizona,  Colorado,  Montana,  New  Mexico,  Utah,  and  Wyoming. 

10.  Including  Alaska,  California,  Hawaii,  Idaho,  Nevada,  Oregon,  and  Washington. 
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tral,  South  Atlantic,  and  Pacific  regions.  In 
addition,  the  table  shows  that  the  distribution 
of  the  two  nationality  groups  is  quite  similar. 
By  state  of  residence,  the  majority  (62%  of  the 
Iranian  physicians  and  59%  of  the  Filipino  phy- 
sicians ) reside  in  eight  states,  namely,  New  York, 
Illinois,  California,  Pennsylvania,  New  Jersey, 
Michigan,  Maryland,  and  Ohio.  Respective  per- 
centages for  the  samples  who  returned  the 
questionnaires  were  61%  and  53%.  (Tables  of 
distribution  of  these  physicians  by  state  of  resi- 
dence are  available  from  the  authors.) 

Nineteen  percent  of  all  federal  and  nonfederal 
phvsicians  in  the  United  States  are  located  in  the 
Middle  Atlantic  and  16%  in  the  East  North  Cen- 
tral regions.1  This  compares  with  30%  of  the 
Iranian  and  31%  of  the  Filipino  physicians  in  the 
Middle  Atlantic,  and  23%  and  27%  of  the  Iranian 
and  Filipino  physicians  respectively  in  the  East 
North  Central  region.  The  same  data  on  all  US 
physicians  indicate  that  17%  are  in  the  Pacific  and 
5%  in  the  Mountain  region.  Twelve  percent  of 
the  Iranian  and  9%  of  the  Filipino  physicians  are 
located  in  the  Pacific  region,  and  1%  of  both 
nationality  groups  are  in  the  Mountain  region. 
The  percentage  distribution  of  all  American 
physicians  residing  in  other  regions  is  similar  to 
the  proportions  of  Iranian  and  Filipino  physi- 
cians located  there. 

The  distribution  of  Iranian  and  Filipino  phy- 
sicians (populations  and  samples)  by  areas  of 
medical  specialization  is  presented  in  Table  2. 
Again,  the  sample  distributions  are  very  similar 
to  those  of  the  total  populations  for  both  na- 
tionality groups,  which  is  another  indicator  of 
the  representativeness  of  the  samples.  The  table 
also  shows  that  internal  medicine,  obstetrics/ 
gynecology,  and  surgery  are  practiced  by  the 
largest  number  of  Iranian  physicians  ( 19%,  12%, 
and  12%  respectively).  Large  proportions  of 
Filipino  physicians  are  also  in  internal  medicine 
(19%)  and  surgery  (11%),  but  the  next  largest 
specialty  for  this  group  is  anesthesiology  (12%). 
Comparing  all  specialties,  one  finds  that  Iranian 
physicians  are  more  likely  than  their  Filipino 
counterparts  to  practice  obstetrics /gynecology 
(12%  of  Iranians  versus  6%  of  Filipinos)  and 
radiology  (7%  of  Iranians  versus  3%  of  Filipinos) 
and  Filipino  physicians  are  more  likely  than 


Iranians  to  practice  family  medicine  ( 1%  of 
Iranians  and  5%  of  Filipinos),  anesthesiology 
(5%  of  Iranians  and  12%  of  Filipinos),  and  gen- 
eral practice  (2%  of  Iranians  and  10%  of  Fili- 
pinos), not  shown  in  Table  2. 

We  compared  these  distributions  to  those  of 
all  American  physicians  published  in  Physician 
Characteristics  and  Distribution  in  the  United 
States  (1981  edition).1  In  comparison  with  all 
physicians  in  the  United  States,  Iranians  are  less 
likely  to  be  in  both  family  practice  ( 1%  of 
Iranians  versus  7%  of  all  US  physicians),  and 
general  practice  (2%  of  Iranians  versus  13%  of 
all  US  physicians).  However,  Iranians  are  more 
likely  to  be  in  obstetrics /gynecology  (12%  of 
Iranians  versus  6%  of  all  US  physicians),  and 
pathology  (6%  of  Iranians  versus  3%  of  all  US 
physicians).  Both  Iranian  and  Filipino  physi- 
cians are  slightly  less  likely  than  all  US  phy- 
sicians to  practice  internal  medicine  ( 19%  of 
Iranian  and  Filipino  versus  23%  of  all  US  phy- 
sicians ) . 

Conclusion 

In  interpreting  the  findings  of  the  present 
study  it  is  important  to.remember  that  the  sample 
was  drawn  from  physicians  listed  in  the  AMA 
Physician  Masterfile.  Although  this  is  one  of  the 
most  complete  listings  of  physicians  practicing 
in  the  United  States,  there  is  reason  to  believe 
that  physicians  who  are  not  enrolled  in  approved 
training  programs  and  who  have  not  been  li- 
censed may  be  seriously  underrepresented.2'4 
Particularly  because  of  their  more  recent  arrival 
in  the  United  States,  the  number  of  Iranian 
physicians  listed  in  the  Masterfile  may  seriously 
underestimate  their  total  numbers.  For  example, 
some  reports  indicate  that  there  are  about  16,000 
Iranian  physicians  in  the  United  States  while 
only  about  2,500  are  listed  in  the  Physician 
Masterfile.5  Nor  would  it  be  reasonable  to  as- 
sume that  the  findings  with  respect  to  Iranian 
and  Filipino  physicians  can  be  applied  to  other 
foreign  medical  graduates. 

The  present  study  does  not  provide  an  affirma- 
tive answer  to  the  questions  raised  several  years 
ago  as  to  whether  foreign  medical  graduates 
would  lessen  the  geographical  and  specialty 
maldistribution  in  the  United  States.6  Com- 
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TABLE  2 

COMPARISON  OF  FINAL  SAMPLES  WITH  THEIR 
RESPECTIVE  POPULATION  IN  SPECIALTY  AREAS 

IRANIAN  PHYSICIANS  FILIPINO  PHYSICIANS 

Final  Selected  Final 


Specialty  Areas 

Popi 

f 

jlation 

(%) 

Sa 

f 

mple 

(%) 

Samplei 

f (%) 

Sa 

f 

mple 

(%) 

Allergy  and  Immunology 

12 

( <D 

9 

( <D 

5 

( <D 

i 

( <1) 

Anesthesiology 

122 

(5) 

28 

(4) 

346 

(12) 

115 

03) 

Colon  and  Rectal  Surgery 

7 

( <D 

0 

(0) 

5 

( <D 

5 

(1) 

Dermatology2 

22 

(1) 

8 

(1) 

3 

( <D 

1 

( <D 

Family  Practice 

17 

(1) 

11 

(1) 

143 

(5) 

48 

(5) 

Internal  Medicine3 

485 

(19) 

122 

(18) 

546 

(19) 

151 

(17) 

Neurological  Surgery 

36 

(D 

8 

(1) 

12 

( CD 

3 

( <D 

Nuclear  Medicine 

17 

(1) 

3 

( <D 

4 

( <D 

0 

(0) 

Obstetrics  and  Gynecology 

308 

(12) 

90 

(13) 

175 

(6) 

74 

(8) 

Ophthalmology 

31 

0) 

10 

(1) 

24 

(1) 

10 

(1) 

Orthopaedic  Surgery4 

71 

(3) 

22 

(3) 

17 

(D 

15 

(2) 

Otolaryngology 

38 

(1) 

6 

(1) 

23 

(1) 

5 

(1) 

Pathology5 

151 

(6) 

41 

(6) 

117 

(4) 

30 

(3) 

Pediatrics6 

231 

(9) 

64 

(9) 

305 

(10) 

98 

(ID 

Physical  Medicine  and  Rehabilitation 

31 

(1) 

4 

(1) 

33 

(1) 

9 

(1) 

Plastic  Surgery 

25 

(1) 

9 

(1) 

11 

( <D 

5 

(1) 

Preventive  Medicine7 

10 

( <1) 

1 

( <D 

13 

( <D 

2 

( <D 

Psychiatry  and  Neurology8 

205 

(8) 

60 

(9) 

255 

(9) 

82 

(9) 

Radiology9 

169 

(7) 

46 

(7) 

92 

(3) 

25 

(3) 

Surgery1 0 

291 

(12) 

82 

(12) 

310 

(11) 

103 

(11) 

Thoracic  Surgery 

37 

(1) 

8 

(1) 

11 

( <1) 

3 

( <D 

Urology 

65 

(3) 

23 

(3) 

44 

(1) 

12 

(1) 

Others'  ' 

68 

(3) 

7 

(1) 

321 

(ID 

52 

(6) 

Unspecified 

72 

(3) 

33 

(5) 

123 

(4) 

49 

(5) 

Total'2 

2521 

(99) 

695 

(99) 

2938 

(99) 

898 

(99) 

1.  One-fourth  of  the  population  selected  on  the  basis  of  systematic  random  procedure. 

2.  Including  Dermatopathology 

3.  Including  Adolescent  Medicine,  Cardiology  and  Cardiovascular  Disease,  Endocrinology,  Emergency  Medicine,  Gas- 
troenterology, Geriatrics,  Hematology,  Infectious  Disease,  Nephrology,  Medical  Oncology,  Pulmonary  Disease,  and 
Rheumatology. 

4.  Including  Hand  Surgery,  and  Hand  and  Neck  Surgery. 

5.  Including  Blood  Banking,  Clinical  Pathology,  Forensic  Pathology  and  Neuropathology. 

6.  Including  Neonatal-Perinatal  Medicine,  Pediatric  Cardiology,  Pediatric  Endocrinology,  Pediatric  Hematology-Oncology, 
Pediatric  Nephrology,  and  Pediatric  Allergy. 

7.  Including  Aerospace  Medicine,  Nutrition,  Occupational  Medicine,  and  Public  Health. 

8.  Including  Child  Neurology,  Child  Psychiatry,  Psychoanalysis  and  Psychosomatic  Medicine. 

9.  Including  Diagnostic  Radiology,  Pediatric  Radiology,  and  Therapeutic  Radiology. 

10.  Including  Abdominal  Surgery,  Cardiovascular  Surgery,  Pediatric  Surgery,  and  Traumatic  Surgery. 

11.  Including  Clinical  Pharmacology,  General  Practice,  and  Neoplastic  Disease. 

12.  Percentages  do  not  add  up  to  100%  because  of  rounding  off  error. 
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parisons  made  in  the  present  study  of  physicians 
from  Iran  and  the  Philippines  with  all  US  phy- 
sicians indicate  that  with  some  exceptions,  Iran- 
ian and  Filipino  physicians  are  likely  to  reside 
in  the  same  regions  and  states  that  are  popular 
among  US  physicians.  Other  data  in  the  survey 
indicated  that  only  2 % of  Iranian  physicians  and 
5%  of  their  Filipino  counterparts  reported  that 
they  were  practicing  medicine  in  small  town, 
rural,  and  underserved  areas.  Further,  although 
there  are  some  differences  in  the  specialty  dis- 
tributions of  the  two  nationality  groups  and  all 
US  physicians,  there  is  no  evidence  that  either 
has  disproportionate  numbers  engaged  in  pri- 
irary  care. 
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Greg  Kujala,  M.D. 

Dr.  Kujala  is  a third-year  resident  in  the  Department  of  Medi- 
cine, The  Wilmington  Medical  Center. 

% V£ 

HARPER'S  REVIEW  OF  BIOCHEMISTRY,  by  D.  W. 
Martin,  Jr.,  P.  A.  Mayes,  V.  W.  Rodwell,  Lange 
Medical  Publications,  Los  Altos,  California,  1983. 
638  pp.  Illus.  Price  $20.00. 

When  I last  reviewed  this  book  in  1975,  it  was 
written  almost  entirely  by  Dr.  Harper,  contained 
only  22  chapters,  and  cost  $10.00.  The  current 
book  is  slightly  longer,  has  changed  its  name 
from  Review  of  Physiological  Chemistry  to  Re- 


view of  Biochemistry,  and  now  has  three  asso- 
ciate authors  as  well  as  a number  of  other  con- 
tributors. There  are  now  43  chapters,  with  the 
new  chapters  being  primarily  devoted  to  subjects 
of  medical  interest,  such  as  a much  more  com- 
plete discussion  of  genetic  chemistry  and  a brief 
section  on  recombinant  DNA  technology.  There 
is  a much  expanded  section  on  endocrine  chem- 
istry, and  a new  ohapter  on  nutrition.  There  is 
no  real  effort  to  give  any  clinical  information  in 
this  book.  For  instance,  the  section  on  nutri- 
tion and  vitamin  deficiency  provides  no  informa- 
tion on  the  clinical  consequences  of  vitamin  de- 
ficiency. The  discussion  of  gluconeogenesis 
contains  no  discussion  of  clinical  conditions  where 
failure  of  gluconeogenesis  causes  hypoglycemia. 
Although  this  certainly  would  not  bother  biochem- 
ists reading  the  book,  it  does  make  it  a bit  less 
valuable  for  physicians.  This  is  still  a very  useful 
book  for  anyone  wishing  to  review  or  research 
basic  aspects  of  biochemistry  as  relevant  to  clini- 
cal medicine. 

William  L.  Jaffee,  M.D. 


The  Easy-Lift™  Chair 
can  give  your  patients 
greater  independence  ^ ^ 

& comfort. 


THE  DOCTOR’S  BAG 

1908  Kirkwood  Hwy  . at  Harmony  Rd  . Newark 
Wheelchair  Accessible  • 454-9976 
1320  Washington  St  . Wilmington  • 654-9976 
Rt  30.  Frazer  Shopping  Center  Frazer  PA 
(215)  644-1102 


At  the  touch  of  a button,  your  patients  can  use 
The  Easy-Lift  Chair  to  lift  or  lower  themselves 
into  or  out  of  a chair.  It  provides  the  inde- 
pendence they've  been  missing  through  reli- 
ance or  help  from  others. 

And,  it's  particularly  helpful  for  patients  with 
arthritis,  heart  disease,  M S.  or  M.D.,  Parkin- 
son s or  stroke.  In  many  cases,  The  Easy-Lift 
Chair  is  covered  by  Medicare. 

Available  at  all  three  Doctor's  Bag  locations. 
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NEW  LISTING! 
SALE 

THE  COMMONS 
SILVERS  IDE  ROAD 

965  SQ.  FT.  OFFICE  CONDO 
EXCELLENT  LOCATION 
PRICED  RIGHT! 

P.  GERALD  WHITE,  INC. 

Commercial  Real  Estate 

(302)  655-9621 


GRD14C 

DIAGNOSTIC 

CENTER 


DIFFICULT  DECISIONS  IN  MEDICAL  ETHICS,  edited 
by  Doreen  Ganos,  Rachel  E.  Lipson,  Gwynedd 
Warren,  Barbara  J.  Weil,  Alan  R.  Liss,  Inc.,  New 
York,  1983.  236  pp.  Price  $38.00. 

This  is  the  fourth  volume  in  a series  which  be- 
gan in  1978  on  Ethics,  Humanism,  and  Medicine, 
and  represents  the  eighth  and  ninth  conferences 
held  at  the  University  of  Michigan  in  1981  and 
1982. 

Two  hundred  people  participated  in  each  con-  ; 
ference,  including  premedical,  medical,  and  law 
school  students,  medical  and  surgical  residents 
and  fellows,  professors  of  philosophy,  medicine, 
pharmacy,  and  law,  and  many  practicing  physi- 
cians. 

Topics  discussed  included  among  others  “The 
Right  of  the  Mentally  Incompetent  Patient  to 
Refuse  Psychotropic  Medication,”  “Deception  in 
the  Teaching  Hospital,”  “Ethical  Issues  in  the 
ICU,”  “Surrogate  Mothering,”  and  “Truth  Telling 
in  Pediatrics”  ( should  you  tell  a ten-year-old  she 
has  leukemia?). 

Each  section  consists  of  a specific  clinical  1 
case  presentation  and  analysis  by  participants  ' 
with  opposing  points  of  view,  followed  by  a sum- 
mation of  the  consensus  of  the  group  (if  one 
could  be  arrived  at). 

This  book  is  provocative. 

David  Platt,  M.D. 


Studies  Performed 


• Multistage  Treadmill  Exercise  Test  (Stress  test) 

• Thallium-201  Multistage  Treadmill  Exercise  Test 

• Gated  Studies  (In  conjunction  with  Delaware 
Nuclear  Medicine) 

• Echocardiography  - 2-D  and  M-Mode 

• 24  hour  Dynamic  Holter  Monitoring 

• Electrocardiograms  - in  home  ECG  s for  shut-ins 

• Scanning  service  for  Holter  Monitors  - We  provide 
Holter  monitors  to  physicians  as  well  as  scanning 
tapes  for  physicians  who  have  their  own  monitors 

• Transtelephonic  Monitoring 


MAIN  OFFICE 
1303  Delaware  Avenue 
Suite  1 12 

Wilmington  DE  19806 
634-0764 


SATELLITE  OFFICE 
330  Christiana 
Medical  Center 
Newark,  DE  19702 
454-7405 


Vi  Vi  Vi 

THE  PARENTS'  EMERGENCY  GUIDE:  AN  ACTION 
HANDBOOK  FOR  CHILDHOOD  ILLNESSES  AND 
ACCIDENTS,  The  Diagram  Group,  Facts  on  File, 
Inc.,  New  York,  1984.  127  pp.  Illus.  Price  $6.95. 

This  is  not  the  worst  “popular”  or  mass  market 
medical  and  health  book  I have  ever  read.  It  is  not 
pernicious  (remember  Calories  Don’t  Count?); 
it  is  not  ridiculous  ( Beverly  Hills  Diet ) ; it  is  not  an 
intricate  prank  ( Life  Extension:  A Practical 
Scientific  Approach).  But  as  an  emergency 
guide  it  is  both  clumsy  and  overly  compart- 
mented,  and  because  there  are  so  many  factual 
mistakes  this  book  cannot  be  recommended  to 
parents  of  children  of  any  age. 
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For  example,  if  your  child  has  a fever,  the 
emergency  index  on  page  127  directs  you  to  page 
62,  “How  to  Lower  a Temperature.”  Here  you 
learn  that  “a  child’s  temperature  may  be  readily 
raised  by  excitement,  an  infant’s  by  incessant 
crying.  Thus  a high  temperature  need  not  mean 
illness.”  Acetaminophen  is  suggested  for  lower- 
ing the  temperature  but  no  dosage  schedule  is 
given,  tepid  baths  are  not  mentioned,  and  alco- 
hol sponging  is  not  specifically  discouraged.  Re- 
garding vomiting,  the  reader  learns  that  it  can 
be  caused  bv  scarlet  fever  and  that  “attacks 
occur  most  often  in  early  infancy.”  The  treat- 
ment of  rheumatic  fever  is  given  as  “bed  rest, 
an  acetaminophen,  prolonged  use  of  penicillin 
in  large  doses,  and  occasionally  steroid  hor- 
mones.” BCG  vaccination  is  listed  as  a routine 
immunization.  And  it  was  interesting  to  read 
that  sore  throats  come  with  diphtheria,  mono- 
nucleosis, and  poliomyelitis. 

This  book  is  commendable  in  concept,  but 
it  is  unacceptably  flawed  in  execution. 

Maxwell  W.  Goodman,  M.D. 
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$1 5,000 

TO 

$ 90,000 

Decision  in  24  to  48  Hours! 
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800-423-5025 

Serving  The  Medical  Profession  Since  1966 

WOODSIDE  CAPITAL  CORP. 

National  Headquarters 
Woodside  Capital  Building 

21424  Ventura  Boulevard,  Woodland  Hills,  California  91364 


TO  POSTGRADUATE  MEDICINE 


Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 


Where  Clinical  Diversity  is  an  Art. 
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Visiting  Nurse  Association  of  Delaware 
271  3 Lancaster  Avenue 


Wilmington,  DE  19805 

658-5205— WILMINGTON 
A STATE-WIDE  NON-PROFIT  HOME  HEALTH 
CARE  AGENCY  PROVIDING 


Nursing 

Homemaker/Home  Health  Aide 
Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Medical  Social  Work 
Nutrition 


SERVING  DELAWARE  SINCE  1922 
A PARTICIPATING  MEDICARE  AGENCY 
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227-4281 -Rehoboth  734-4783-Dover 


Baynard  Optical 
Company 
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Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians' 
Prescriptions 


CONCORD  PLAZA 
34 1 1 Silverside  Road 
2323  PENNSYLVANIA  AVENUE 
Wilmington,  Delaware 


RADIO  BROADCASTING  CO. 

A Metromedia  Company 

DELAWARE’S  LARGEST  RADIO  PAGING  SERVICE 


BEEPER  SIGNAL  FROM  6 STATIONS 


NOW  COVERS  THE  ENTIRE  STATE 


DOVER 
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SEAFORD 

MILLSBORO 

WILMINGTON 

REHOBOTH  BEACH 

FOR  MORE  INFORMATION  CALL: 


WILMINGTON  . 656-2774 
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In  Brief 


Impaired  Physician  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
Program  BLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302  ) 654- 
1001.  The  anonymity  of  the  caller  is  assured. 

Colleagues  in  At  the  June  1984  general  election  of  the  Executive  Board  of  the  Delaware 
the  News  Chapter  of  the  American  Academy  of  Pediatrics,  the  following  members  were 
elected:  Maurice  Liebesman,  M.D.,  of  Wilmington — chairman;  Joseph  A.  Vitale, 
D.O.,  of  Wilmington — alternate  chairman;  Patricia  H.  Purcell,  M.D.,  of  Wilming- 
ton— secretary;  Sarabeth  Walker,  M.D.,  of  Wilmington — treasurer;  John  A.  J. 
Forest,  Jr.,  M.D.,  of  Dover — member-at-large;  David  A.  Levitsky,  M.D.,  of  Wil- 
mington— member- at-large;  and  Grafton  D.  Reeves,  M.D.,  of  Wilmington — mem- 
ber-at-large. 


CLINICAL  MEETINGS  AND  NOTICES 


The  Pathology  Foundation  of  Delaware  announces  its  1984  Fall  Program,  DYSPLASIA 
AND  CARCINOMA  IN  INFLAMMATORY  BOWEL  DISEASE,  October  9,  1984, 
at  the  Delaware  Academy  of  Medicine,  Wilmington.  The  lecture  will  be  given  by 
Harvey  Goldman,  M.D.,  professor  of  pathology  at  Harvard  Medical  School,  and  path- 
ologist at  Beth  Israel  Hospital,  Boston.  The  program  will  begin  at  5:00  p.m.  Contact: 
Allen  W.  Levy,  D.O.,  Riverside  Hospital,  700  Lea  Boulevard,  Wilmington,  Delaware 
19899.  Telephone:  (302)  764-6707. 


Delaware 

Pathology 

Foundation 

Program 


Emergency  84  Dallas  is  the  location  for  the  1984  American  College  of  Emergency  Physicians  annual 
meeting,  EMERGENCY  84,  October  17-20,  1984.  This  year’s  program  will  offer 
courses  in  a diverse  range  of  topics  including:  Current  Controversies  in  Emergency 
Pediatrics,  Concepts  and  Components  of  the  EMS  System,  Cost  Containment  in  the 
Emergency  Department,  CPR  Review,  Radiology  of  the  Head  and  Neck— New  Modali- 
ties, New  Treatment  in  Acute  Myocardial  Infarction,  Trauma  in  Pregnancy,  CNS 
Resuscitation,  Common  Long  Bone  and  Extremity  Injuries,  and  Risk  Management  and 
Testifying  in  Emergency  Medicine.  This  year’s  Scientific  Assembly  will  include  ap- 
proximately 175  technical  and  scientific  exhibits.  Participants  will  be  eligible  for  up 
to  29  hours  of  ACEP  Category  I credit  and  credit  on  an  hour-for-hour  basis  for  the 
Physician’s  Recognition  Award  of  the  AMA.  Registration  fee  is  $425  for  ACEP 
members,  $530  for  physician  nonmembers,  $350  for  residents,  and  $120  for  medical 
students.  Contact:  American  College  of  Emergency  Physicians,  P.O.  Box  619911, 
Dallas,  Texas  75261-9911. 


ACP  Postgraduate  The  American  College  of  Physicians  is  sponsoring  the  SECOND  BIENNIAL  CORNELL 
Courses  COURSE  IN  INFECTIOUS  DISEASES  October  24-26,  1984,  in  New  York  City. 

The  ACP  is  also  sponsoring  a course  entitled  DIAGNOSTIC  DECISION-MAKING 
AND  NEW  DIAGNOSTIC  TECHNOLOGIES  in  Rochester,  New  York,  November 
1-3,  1984.  Contact:  Registrar,  American  College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pennsylvania  19104.  Telephone:  (800)  523-1546. 
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New  Concepts  The  American  College  of  Cardiology  will  conduct  a seminar  NEW  TECHNIQUES 
in  Cardiology  AND  CONCEPTS  IN  CARDIOLOGY  October  25-27,  1984,  in  Washington,  D.C. 

This  program  is  designed  to  expose  the  physician  caring  for  cardiac  patients  to  the 
views  and  concepts  of  world  recognized  authorities  in  heart  disease.  They  will 
present  the  state  of  the  art  regarding  dynamic  mechanisms  responsible  for  producing 
acute  myocardial  infarction,  including  coronary  spasm  and  thrombosis,  and  will  discuss 
the  role  of  thrombolytic  therapy  and  PTCA.  The  role  of  small  vessel  vasoconstriction 
as  a cause  of  angina  and  myocardial  necrosis,  as  well  as  the  diagnosis  of  this  syndrome 
will  be  explored.  An  update  of  surgical  indications  for  coronary  bypass  surgery  and 
a strategy  for  the  pharmacologic  treatment  of  angina  will  be  presented.  Registration 
fee  is  $280  for  ACC  members  and  $395  for  nonmembers.  Participants  will  be  eligible 
for  18  Category  I credits.  Contact:  American  College  of  Cardiology,  Extramural 
Programs  Department,  9111  Old  Georgetown  Road,  Bethesda,  Maryland  20814.  Tele- 
phone: (301)  897-5400. 


New  Reproductive  The  American  Society  of  Law  and  Medigine  is  sponsoring  an  international  conference 
and  Prenatal  on  the  legal,  social,  and  ethical  implications  of  new  reproductive  and  prenatal  tech- 
Technologies  nologies,  entitled  WHAT  ABOUT  THE  CHILDREN?  The  program  is  scheduled 
for  October  29-30,  1984,  in  Cambridge,  Massachusetts.  The  conference  will  examine 
the  developments  in  reproductive  medicine  under  two  major  headings:  the  questions 
raised  by  extra-uterine  manipulation  of  eggs  and  sperm,  and  the  questions  raised  when 
germinal  material  is  transferred  in  some  fashion  from  one  person  to  another  who  is 
not  his  or  her  spouse,  so  that  the  resulting  offspring  have  separate  genetic,  gestational, 
social,  and/or  legal  parents.  The  program  has  been  submitted  for  continuing  medical 
education  credit.  Registration  fee  is  $295.  Contact:  Conference  Registrar,  American 
Society  of  Law  and  Medicine,  765  Commonwealth  Avenue,  Boston,  Massachusetts 
02215.  Telephone:  (617)  262-4990. 


R.  O.  Y.  Warren  The  1984  DR.  ROBERT  O.  Y.  WARREN  MEMORIAL  SEMINAR  is  scheduled  for 
Memorial  Seminar  November  2 at  the  Delaware  Academy  of  Medicine  in  Wilmington.  The  course  is 
sponsored  by  the  Delaware  Chapter  of  the  American  Academy  of  Pediatrics.  Topics 
at  this  year’s  program  will  include:  Diabetes  Update,  Atopic  Dermatitis,  Nutritional 
Management  of  Acute  Diarrhea,  Papulosquamous  Eruptions,  Diabetes  in  Youth,  Oral 
Rehydration  Therapy  for  Infants  and  Children,  Clinical  Management  of  Breast  Feed- 
ing, Diabetes-Team  Care,  and  Kawasaki  Disease  and  Staphylococcal  Scalded  Skin  Syn- 
drome. Participants  in  the  program  will  be  eligible  for  six  hours  of  Category  I of  the 
Physician’s  Recognition  Award  of  the  AMA.  Registration  fee  is  $15;  house  staff  and 
students  are  exempt.  Contact:  Dr.  R.  O.  Y.  Warren  Seminar,  1925  Lovering  Avenue, 
Wilmington,  Delaware  19806. 


Impeccable 
apparel  for  all  occasions 
in  our  unique  country  setting 


Rockland  & Kirk  Roads  Montchanin,  Delaware 

9:00  to  4:30  Sat.  1 0:00  to  4:00 

302-656-2651 
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$795  for  nonmembers,  and  $450  for  residents.  Contact:  Robert  L.  Simons,  M.D., 
16800  N.W.  2nd  Avenue,  Suite  405,  North  Miami,  Florida  33169.  Telephone:  (305) 
652-4456. 


NIH  Conference  A consensus  Development  Conference  on  the  LOWERING  OF  BLOOD  CHOLES- 
On  Cholesterol  TEROL  TO  PREVENT  HEART  DISEASE  will  be  held  at  the  National  Institutes  of 
and  Heart  Disease  Health,  December  10-12,  1984.  Elevated  blood  cholesterol  is  one  of  the  major  risk 
factors  for  the  development  of  coronary  heart  disease.  The  recently  concluded  Lipid 
Research  Clinics  Coronary  Primary  Prevention  Trial  demonstrated  that  reducing  blood 
cholesterol  levels  reduced  the  risk  of  developing  coronary  heart  disease.  A Consensus 
Panel  will  study  the  scientific  evidence  presented  by  medical  experts  and  formulate  a 
draft  statement  in  response  to  a number  of  key  questions  such  as:  Is  the  relationship 
between  blood  cholesterol  levels  and  coronary  heart  disease  causal?  Will  reduction 
of  cholesterol  levels  prevent  coronary  heart  disease?  At  what  level  of  blood  cholesterol 
should  treatment  be  started  and  what  is  appropriate  treatment?  Should  the  popula- 
tion at  large  attempt  to  reduce  their  cholesterol  levels?  What  are  appropriate  direc- 
tions for  research  to  explore?  Contact:  Ms.  Peggy  Connolly,  Prospect  Associates, 
Suite  401,  2115  East  Jefferson  Street,  Rockville,  Maryland  20852.  Telephone:  (301) 
468-6555. 


Geriatric  Medicine  The  University  of  California,  San  Diego  School  of  Medicine  is  sponsoring  a conference, 
Symposium  RECENT  ADVANCES  IN  GERIATRIC  MEDICINE:  DEMENTIA  IN  THE 
ELDERLY,  January  31-February  2,  1985,  in  San  Diego.  Physicians  will  be  eligible 
for  up  to  13  credit  hours.  Registration  fee  is  $210  for  physicians  and  $140  for 
residents  and  students.  Contact:  Office  of  Continuing  Medical  Education,  UC  San 
Diego  School  of  Medicine,  M-107,  La  Jolla,  California  92093.  Telephone:  (619) 
452-3940. 


Pediatric  Intensive  The  Wilmington  Medical  Center’s  Department  of  Pediatrics  will  hold  a pediatric 
Care  Symposium  intensive  care  symposium  October  3-5,  1984,  in  Wilmington,  Delaware,  at  The  Wil- 
mington Medical  Center.  The  symposium  is  intended  to  provide  physicians  and  allied 
health  professionals  with  a review  of  methods  used  to  resuscitate,  stabilize,  evaluate, 
and  triage  a seriously  ill  or  injured  child.  Physicians  participating  in  the  program 
will  be  eligible  for  17  hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the 
AMA.  Contact:  Patricia  Hagan,  The  Wilmington  Medical  Center,  P.O.  Box  1668, 
Wilmington,  Delaware  19899.  Telephone:  (302)  428-2568. 
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Clinical 

Psycho- 

Pharmacology 

Conference 


The  Department  of  Psychiatry  of  the  Long  Island  Jewish-Hillside  Medical  Center  is  j 
sponsoring  a one-day  course  entitled  CURRENT  CLINICAL  PSYCHOPHARMA-  , 
COLOGY  on  November  2,  1984,  in  New  Hyde  Park,  New  York.  This  conference 
will  review  pharmacologic  treatment  of  the  major  psychiatric  disorders.  Topics  include: 
Schizophrenia— Acute  and  Long  Term  Treatment,  Psychopharmacologic  Treatment 
of  Depression,  The  “New”  Anti-Depressants,  the  Benzodiazapines— Pharmacokinetics 
and  Clinical  Use,  and  Pharmacologic  Treatment  of  Panic  and  Phobic  Disorders.  Par- 
ticipants in  the  conference  will  receive  7 credit  hours  in  Category  I.  Registration  fee 
is  $125.  Contact:  Ann  J.  Boehme,  Continuing  Education  Coordinator,  Long  Island 
Jewish-Hillside  Medical  Center,  New  Hyde  Park,  New  York  11042.  Telephone:  (212) 
470-2114. 


Geriatric  Medicine  The  TWELFTH  ANNUAL  SYMPOSIUM  ON  GERIATRIC  MEDICINE  will  be  held 
Symposium  on  December  1,  1984,  in  Baltimore.  The  symposium  is  being  sponsored  by  the  Francis 
Scott  Key  Medical  Center,  Johns  Hopkins  Medical  Institutions,  Gerontology  Research 
Center  of  the  National  Institute  on  Aging,  American  Geriatrics  Society,  and  the  State 
of  Maryland  Office  on  Aging.  AMA  credits  will  be  available  for  participants.  Regis- 
tration fee  is  $50.  Contact:  Program  Coordinator,  Turner  22,  720  Rutland  Avenue, 
Baltimore,  Maryland  21205.  Telephone:  (301)  955-5880. 


SCAAFP  Annual  The  36th  Annual  Scientific  Assembly  of  the  SOUTH  CAROLINA  ACADEMY  OF 
Scientific  Assembly  FAMILY  PHYSICIANS  is  scheduled  for  December  6-8,  1984,  at  Hilton  Head  Island. 

The  program  has  been  approved  for  19/2  prescribed  hours  of  credit.  Contact:  Mrs. 
Margaret  Turner,  Executive  Director,  South  Carolina  Chapter,  American  Academy  of 
Family  Physicians,  323  Pinehurst  Drive,  P.O.  Box  771,  Mauldin,  South  Carolina 
29662.  Telephone:  (803)  288-6647. 


Rhinoplasty  The  American  Academy  of  Facial  Plastic  and  Reconstructive  Surgery  is  sponsoring 
Seminar  a course  in  RHINOPLASTY  December  9-13,  1984,  in  Key  Biscayne,  Florida.  The 
seminar  will  explore  the  unsettled  areas  of  rhinoplastic  surgery.  The  format  of  panel 
discussions  and  cross  participation  is  designed  to  amplify,  challenge,  and  clarify  this 
demanding  operation.  There  will  be  at  least  two  demonstrations  daily.  Participants 
will  be  eligible  for  35  CME  credits.  Registration  fee  is  $695  for  AAFPRS  members, 


Vincent  A.  Schiavi 

Fee  Only 

Financial  Planning  Services 

The  objective  Analysis  of  Financial  Opportunities 

(302)  656-4472 

No  Charge  for  Initial  Consultation 

Member:  Institute  of  Certified  Financial  Planners 
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LIKOFF  CARDIOVASCULAR  INSTITUTE 

* 

of  Hahnemann  Medical  College  and  Hospital 

230  N.  Broad  Street,  Philadelphia,  Pa.  19102 
(215)  448-8063 

CARDIOLOGY  UPDATE  . . . 

IS  DESIGNED  FOR  THE  PHYSICIAN  AND  PROVIDES  AN  INTENSIVE 
SURVEY  OF  THE  CURRENT  STATUS  OF  CLINICAL  CARDIOLOGY  . . . 

WEDNESDAY,  OCTOBER  3,  1984 

20  minute  lectures  — Questions  and  Answers  (10  minutes) 

ACUTE  MYOCARDIAL  INFARCTION 
Moderator:  William  Frankl,  M.D. 

CASE  PRESENTATION 
Joseph  R.  Carver,  M.D. 

RELATIVE  VALUE  OF  TREADMILL  EXERCISE  TRAINING 
Stuart  Snyder,  M.D. 

THALLIUM  IMAGING  AND  RADIONUCLIDE  ANGIOGRAPHY  EARLY 
AFTER  MYOCARDIAL  INFARCTION 
Abdulmassih  S.  Iskandrian,  M.D. 

CORONARY  ARTERIOGRAPHY  FOR  PATIENTS  WITH  ACUTE 
MYOCARDIAL  INFARCTION:  SHOULD  IT  BE  DONE  IN  ALL  PATIENTS? 

Charles  E.  Bemis,  M.D. 

THROMBOLYSIS  IN  ACUTE  MYOCARDIAL  INFARCTION: 
INDICATIONS,  NEW  AGENTS,  AND  RESULTS 
Demetrios  Kimbiris,  M.D. 

PANEL  DISCUSSION 

3:00  P.M. — 2nd  FLOOR  NEW  COLLEGE  BUILDING 
HAHNEMANN  UNIVERSITY 

• NO  REGISTRATION  FEE  • NO  ADVANCE  REGISTRATION  REQUIRED 

CME  Category  I Credits  Certified 
— Wine  and  Cheese  Served  Following  Conference  — 
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MEDICARE  ISSUES 


We  have  all  had  to  confront  the  issues  of  what 
to  do  regarding  the  Deficit  Reduction  Act  and 
the  Medicare  freeze  on  physicians,  and  whether 
we  should  be  participating  or  nonparticipating 
physicians.  I can  only  speak  for  myself,  and  I 
do  not  urge  the  decisions  I have  made  on  my 
own  behalf  on  others.  Each  physician  will  have 
to  make  those  decisions  which  he  or  she  believes 
are  in  his  or  her  best  interests.  I can  offer  my 
opinion,  but  cannot  advise  anyone  else  what  to 
do. 

The  factors  which  I considered  in  making  my 
judgment  are  the  potential  dangers,  first  to  my 
patients  and  then  to  myself.  Those  factors  are 
as  follows: 

1.  My  potential  inability  to  continue  treating 
Medicare  beneficiaries  at  the  frozen  fee 
levels  without  incurring  financial  loss  on 
such  treatment  (possibly  because  of  recent 
large  increases  in  my  costs).  (In  other 
words,  this  is  a business  decision.) 

2.  The  inability  of  a Medicare  beneficiary  to 
obtain  or  retain  me  as  his  or  her  physician 
of  choice  because  of  my  inability  or  refusal, 
for  financial  reasons,  to  treat  the  Medicare 
beneficiary  at  the  fee  levels  dictated  by  the 
freeze.  (This  is  self-explanatory.) 

3.  Interference,  due  to  the  freeze,  with  my 


ability  to  exercise  independent  medical 
judgment  or  to  offer  desirable  medical  treat- 
ment to  a Medicare  beneficiary.  (Costs 
are  the  overriding  concern.) 

4.  Decisions  or  tentative  decisions  by  Medi- 
care beneficiaries  to  terminate  relationships 
with  nonparticipating  physicians  due  to  a 
concern  that,  following  the  freeze  period, 
they  will  receive  less  reimbursement  from 
Medicare  than  if  they  had  utilized  partici- 
pating physicians.  ( Patients  may  for  finan- 
cial reasons  decide  not  to  go  to  a physician 
who  does  not  participate.) 

5.  Decisions  by  Medicare  beneficiaries  to  con- 
tinue their  relationship  with  nonpartici- 
pating physicians  and  thereby  risk  receiving 
reduced  reimbursement  from  Medicare. 
( Patients  may  exercise  their  right  to  choose 
their  physician  and  thereby  may  be  finan- 
cially penalized.) 

It  is  my  considered  opinion,  after  reviewing 
these  points,  that  I am  going  to  hold  back  and 
wait  for  a year  at  least  to  see  what  the  future 
brings.  My  concern  is  that  if  I sign,  not  only 
will  I have  committed  myself  almost  irrevocably 
to  the  pattern,  but  in  addition  I will  also  have 
my  fee  schedule  published  in  the  public  record. 
A scenario  might  well  be  that  private  insurers 
will  be  able  to  look  at  this  and  say,  “This  is  your 
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true  fee  schedule,  therefore  you  have  two  dif- 
ferent fee  schedules,  and  are  discriminatory  in 
your  care.  Under  these  circumstances,  it  is  not 
appropriate  that  you  have  two  fee  schedules,  so 
we  are  going  to  lower  our  reimbursement  to  you 
to  correspond  to  what  you  have  announced  as 
your  fee  schedule,  which  is  in  the  public  record.” 

Once  again,  I do  not  urge  my  views  on  you, 
but  can  only  reflect  upon  the  decision  that  I 
have  made  and  the  factors  that  led  me  to  make 
it.  Perhaps  you  may  want  to  consult  your  lawyer 
or  accountant  before  you  formulate  your  decision 
on  these  important  questions. 

As  you  know,  the  AM  A intends  to  file  a suit 
in  federal  court.  The  suit  will  argue  that  the  law 
violates  the  rights  of  Medicare  beneficiaries  and 
of  physicians  in  several  ways: 

1.  It  is  possible  that  patients  would  lose  the 
right  (granted  by  the  Medicare  law)  to 
choose  the  physician  they  want  because 
some  physicians  would  be  economically  un- 
able to  continue  caring  for  them  for  the 
amount  to  be  paid  by  Medicare. 

2.  At  the  end  of  the  freeze  period,  Medicare 
patients  who  stay  with  nonparticipating 
physicians  will  be  reimbursed  less  by  Medi- 
care for  the  same  services  than  patients  of 
participating  physicians.  That  is  because 
the  customary  charge  profile  for  participat- 
ing physicians  will  be  raised  at  the  end  of 
the  freeze,  but  the  profile  for  nonpartici- 
pating physicians  will  remain  the  same.  Thus 
Medicares  80%  of  an  approved  amount  will 
be  less  for  patients  of  nonparticipating 
physicians.  (That  is  a clear  violation  of  the 
Medicare  law,  which  guarantees  equal 
treatment  of  patients  regardless  of  their 
choice  of  physician,  and  a violation  of  the 
Fifth  Amendment,  which  prohibits  enact- 
ment of  laws  that  impair  contractual  obli- 
gations of  the  United  States.) 

3.  The  freeze  itself,  which  prohibits  nonpar- 
ticipating physicians  from  increasing  their 
charges  to  Medicare  patients — even  when 
those  patients  are  able  and  perfectly  willing 
to  pay  more — forbids  physicians  from  freely 
making  contracts  with  patients.  Such  re- 
strictions do  not  exist  against  any  other 


part  of  our  society  or  against  any  other 
element  of  the  economy. 

We  should  all  realize  that  once  we  file  fee 
schedules,  even  if  the  law  is  declared  unconsti- 
tutional, our  fee  schedules  will  be  on  record. 
We  may  be  held  to  that  as  being  authoritative 
and  proper  according  to  our  own  request. 

By  this  time,  each  of  us  has  made  that  decision. 
Each  of  us  must  review  our  own  situation  during 
the  upcoming  year  and  decide  whether  to  con- 
tinue with  our  decision,  or  alter  it.  The  only 
opportunity  for  us  to  alter  our  decision  will  be 
from  June  1 to  September  30,  1985. 

WHATEVER  DECISION  EACH  OF  US 
MAKES  WE  MUST  KEEP  IN  MIND  THESE 
DEADLINES  BECAUSE  WE  CANNOT  LET 
OUR  GUARD  DOWN,  EVEN  FOR  A MO- 
MENT. 


Editor’s  Note— William  Quillen,  Esq.,  Democratic  nominee  for 
governor,  also  spoke  at  the  New  Castle  County  Medical  Society 
meeting  discussed  in  the  September  1984  President’s  Page  entitled 
“DELPAC— A Medical  Necessity.”  Because  the  Journal  went  to 
prejs  before  the  Democratic  primary,  the  Democratic  gubernatorial 
nominee  was  not  yet  known. 
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TRAUMATIC  INTERCOSTAL  ARTERIO-VENOUS 
FISTULA  WITH  PSEUDOANEURYSM: 

A CASE  REPORT 


Penetrating  injuries  to  the  chest  are  common, 
but  the  occurrence  of  a traumatic  intercostal 
arteriovenous  fistula  is  rare.  Only  two  previous 
cases  are  described  in  the  English  literature.1 
In  this  paper  a third  case  of  traumatic  intercostal 
arteriovenous  fistula  is  presented  with  a brief 
review  of  the  literature. 

Case  Presentation 

The  patient,  a 21-vear-old  black  male,  was 
brought  into  the  emergency  room  immediately 
after  he  received  six  stab  wounds  with  a pen 
knife — four  to  the  right  chest  in  the  ninth  and 
tenth  intercostal  spaces  just  medial  to  the  pos- 
terior auxiliary  line,  and  one  each  to  the  left 
lower  quadrant  and  left  upper  extremity.  He 
had  no  syncope,  shortness  of  breath,  or  chest 
pain.  He  did  have  a single  episode  of  hemo- 
ptysis that  was  small  in  amount.  Past  medical 
history  was  unremarkable. 

Physical  examination  revealed  a well-devel- 
oped black  male  in  no  acute  distress,  with  a 
pulse  of  100,  respirations  of  20,  and  blood  pres- 
sure of  140/80  mm/Hg.  Examination  of  his  neck 
revealed  no  crepitus,  tracheal  shift,  or  jugular 
venous  distention.  His  chest  was  clear  to  auscul- 
tation: the  four  stab  wounds  were  oozing  dark 

Dr.  Sastic,  a former  chief  resident  in  the  Department  of  Sur- 
gery, The  Wilmington  Medical  Center,  is  in  private  practice  in 
Oneonata,  New  York. 

Dr.  Mansoory  is  a senior  member.  Section  of  General  Surgery, 
Department  of  Surgery,  The  Wilmington  Medical  Center. 

Dr.  Hossain  is  a senior  member.  Section  of  Thoracic  Surgery, 
Department  of  Surgery,  The  Wilmington  Medical  Center. 


Lois  M.  Sastic,  M.D. 

Amir  Mansoory,  M.D. 

Zakir  Hossain,  M.D. 

blood.  His  heart  rate  was  regular  and  without 
murmurs  or  rubs.  His  abdomen  was  soft  and 
nontender  with  normal  bowel  sounds.  The  ab- 
dominal stab  wound  did  not  penetrate  the  peri- 
toneal cavity.  The  left  upper  extremity  had  an 
intact  neurovascular  status. 

Laboratory  tests  revealed  a hematocrit  of  41% 
and  WBC  of  5400  with  a normal  differential. 
Chest  roentgenograms  showed  no  abnormalities. 

He  was  admitted  to  the  hospital  for  observa- 
tion and  was  followed  by  means  of  serial  hemo- 
globin determinations  and  chest  roentgenograms. 
His  hematocrit  drifted  downward  to  36%  over 
the  next  48  hours  and  then  stabilized.  On  chest 
roentgenograms  a right  lower  lobe  densitv  with 
a small  right  pleural  effusion  developed  consistent 
with  an  intraparenchvmal  hemorrhage  and  hemo- 
thorax. (Figure  1)  Right  thoracentesis  was  per- 
formed and  a small  amount  of  old  blood  was 
removed.  The  patient  was  discharged. 

His  next  examination  three  weeks  after  dis- 
charge found  him  symptom  free  and  returned  to 
normal  activity.  On  physical  examination,  his 
pulse  was  80  and  regular,  his  blood  pressure 
was  120/80.  Auscultation  of  the  chest  revealed 
a continuous  soft  bruit  over  the  right  posterior 
chest  directly  over  the  stab  wound  scars.  He 
was  admitted  to  the  hospital  for  further  evalua- 
tion. His  chest  roentgenogram  was  unchanged 
from  that  done  three  weeks  previously.  Electro- 


Del  Med  Jrl,  Oct  1984 — Vol  56,  No  10 


581 


Traumatic  Intercostal  Arterio-Venous  Fistula  with  Pseudoaneurysm — Sastic 


cardiogram  showed  only  early  repolarization  and 
was  identical  to  that  done  three  weeks  pre- 
viously. An  aortic  arch  and  thoracic  aortogram 
via  a right  femoral  artery  catheterization  revealed 
an  arteriovenous  fistula  involving  the  ninth  inter- 
costal artery  and  vein  and  an  associated  4 om 
pseudoaneurysm.  (Figures  2 and  3) 

Because  of  the  history  of  hemoptysis  and  the 
presence  on  chest  x-ray  of  suspected  pseudo- 
aneurysm, a ligation  of  the  ninth  intercostal  ar- 
tery and  vein,  which  indeed  were  communicat- 
ing, was  performed.  A decortication  and  local 
pleural  stripping  were  also  done  in  order  to  re- 
move the  pseudoaneurysm,  which  was  contained 
in  the  thickened  pleural  peel  attached  to  the 
posterior  inferior  aspect  of  the  right  lower  lobe. 
Culture  of  the  pseudoaneurysm  cavity  at  the  time 
of  surgery  revealed  no  growth. 

His  postoperative  course  was  unremarkable 
except  for  low  grade  fever  for  the  first  two  days. 
The  right  chest  wall  bruit  was  gone.  The  chest 


FIGURE  1 


Chest  roentgenogram  48  hours  after  admission. 


tubes  were  removed  the  fifth  postoperative  day. 
Chest  roentgenogram  at  that  time  revealed  some 
clearing  of  the  pleuroparenchymal  densities  at 
the  right  lung  base. 

Discussion 


The  majority  of  traumatic  arteriovenous  fistulas 
with  or  without  associated  pseudoaneurysms  are 
due  to  penetrating  trauma  although  a small  num- 
ber are  secondary  to  blunt  trauma.2  The  largest  I 
series  of  vascular  injuries  is  from  the  Vietnam 
Vascular  Registry,  which  covers  the  years  1963- 
1972. 3 In  that  series,  approximately  7%  of  vas- 
cular injuries  had  associated  arteriovenous  fis- 
tulas with  or  without  false  aneurysms.  Civilian 
series  have  also  been  compiled  and  give  the  same 
approximate  incidence.4’5 


The  majority  (85%)  of  arteriovenous  fistulas 
occur  in  the  lower  extremities  followed  by  the 
head  and  neck  vessels  (8%),  and  the  trunk  ves- 
sels (7%). 3 Traumatic  arteriovenous  fistulas  con- 
fined to  the  thorax  usually  involve  the  great 
vessels  or  subclavian  vessels.  The  internal  mam- 
mary vessels  are  rarely  involved  ( only  21  re- 
ported cases  in  the  American  literature).6  The 
intercostal  vessels  are  more  rarely  involved.  Prior 
to  this  report  only  two  cases  have  been  reported 
in  the  English  literature,  one  following  a stab 
wound  to  the  chest  and  the  second  occurring 
after  a rib  fracture.1 


The  importance  of  early  diagnosis  and  treat- 
ment of  traumatic  arteriovenous  fistulas  and 
pseudoaneurysms  has  been  well  documented  and 
discussed.3,4  The  recent  emphasis  has  been  on 
early  recognition  and  repair  of  all  vascular  in- 
juries whether  or  not  an  arteriovenous  fistula  is 
present.7  This  has  reduced  the  incidence  of 
chronic  arteriovenous  fistulas  and  of  false  an- 
eurysms with  their  associated  problems.  The  ■ 
complications  of  chronic  arteriovenous  fistulas 
are  secondary  to  the  high  output  state,  localized  > 
venous  hypertension,  embolic  phenomenon,  rup- 
ture of  pseudoaneurysms,  and  distal  ischemia. 

The  diagnosis  is  suspected  by  history  and  phy- 
sical examination  especially  if  a thrill  or  bruit  j 
is  present.  It  is  important  to  realize  that  one 
fourth  of  patients  with  significant  arterial  injury 
have  palpable  distal  pulses.2  The  diagnosis  is 
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FIGURE  2 

Thoracic  aortogram  showing  the  intercostal  ar- 
teriovenous fistula. 

documented  by  arteriography  or  surgical  explora- 
tion. 

Treatment  of  the  traumatic  arteriovenous  fis- 
tula has  mainly  been  surgical,  either  by  ligation 
of  the  fistula  if  it  is  small  and  this  procedure 
would  not  produce  ischemia  or  by  repair  of  the 
artery  and  vein.5’7  Recent  work  with  emboliza- 
tion of  the  fistula  has  also  been  done.8 

Although  injuries  to  the  chest  wall  are  com- 
mon, it  is  rare  for  the  intercostal  vessels  to  be  so 
injured  that  intercostal  arteriovenous  fistulas  re- 
sult. If  an  arteriovenous  fistula  does  develop, 
it  has  the  potential  to  produce  the  hemodynamic 
complications  of  chronic  arteriovenous  fistulas 
despite  the  small  size  and  communication  of  the 
i vessels.  This  was  shown  in  the  report  by  Mc- 
Laughlin in  1964.1 

The  patient  presented  in  this  paper  had  a 
large  pseudoaneurysm  associated  with  the  arteri- 
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FIGURE  3 

Thoracic  aortogram  showing  the  pseudoan- 
eurysm. 


ovenous  fistula,  which  was  intrathoracic  and  at- 
tached to  the  right  lung.  He  did  not  have  any 
evidence  of  high  output  state,  but  he  did  have 
the  potential  to  develop  embolic  phenomenon 
and  rupture  of  the  pseudoaneurysm. 

Early  recognition  and  treatment  by  surgical 
ligation  and  excision  is  recommended  to  prevent 
these  complications. 
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This  misread  EKG  delayed  the 
patient’s  admission  & treatment — and 
cost  the  doctor  a malpractice  claim. 


The  doctor  who  read  this  EKG 
diagnosed  the  patient’s  nausea  as 
being  due  to  gastroenteritis  and 
sent  her  home.  Six  hours  after 
being  admitted  the  next  day,  the 
patient  expired  of  an  acute  MI. 

The  result:  A malpractice  claim 
against  the  physician . 

Recent  national  evidence,  and  in- 
formation from  our  own  claims 
files,  suggests  that  Mis  are  fre- 
quently misdiagnosed.  The  EKG 
above,  for  example,  strongly  indi- 
cates an  acute  MI. 

We  know  that  insurance  coverage 
alone  won’t  solve  the  malpractice 
problem.  It  will  also  take  reasonable 


patient  expectations.  And  even 
greater  diligence  by  physicians. 

That’s  why  our  medical  directors 
review  hundreds  of  cases  each  year. 
Their  jobs:  To  spot  problem  areas 
or  emerging  trends  and  warn  policy- 
holders, through  timely  publica- 
tions, medical/legal  seminars  and 
other  educational  presentations. 

So  if  you’re  looking  for  thorough 
insurance  protection  PLUS 
valuable  information  on  avoiding 
potential  malpractice  traps,  look 
into  coverage  from  Pennsylvania 
Casualty  Company. 

See  your  insurance  agent/broker, 
or  contact  us  at  the  address  below. 


PENNSYLVANIA  CASUALTY  COMPANY 

415  Fallowfield  Road  / P.O.  Box  53  / Camp  Hill,  PA  17011  / (717)  763-1422 

Endorsed  Insurer  of  the  Medical  Society  of  Delaware 


© 1984  Pennsylvania  Casualty  Company,  Camp  Hill,  PA  ■ ALL  RIGHTS  RESERVE 


Anne  Shane  Bader, 
Executive  Vice  President, 
Medical  Society  of  Delaware 
Insurance  Services,  Inc. , 
agent  for  Penmylvania 
Casualty  Co. 


The  face  behind 
insurance  protection  for 
Delaware  physicians 


Anne  Bader  is  your  Delaware  connection 
to  the  full-service  insurance  programs  of 
the  Medical  Society  of  Delaware  Insurance 
Services,  Inc. , which  include  comprehen- 
sive professional  liability  protection  from 
the  PHICO  Group-famous  for  its  flexibil- 
ity in  the  development  of  risk  management 
programs  for  practicing  physicians  all 
across  the  United  States. 

Put  her  20  years  of  fast,  personal  ser- 
vice to  the  Delaware  medical  community 
to  work  with  you  in  designing  a program 
that  meets  your  needs,  with  features  like: 
• Flexibility.  You  get  a package  that 
combines  individual  physicians  coverage 
with  several  available  options.  There  are 
no  territorial  restrictions  on  coverage, 
especially  important  to  physicians  in 


multi-state  practice.  And,  there  are  no 
surcharges  or  assessments  beyond  your 
usual  premium. 

• Dividend  Plan.  You  get  competitive 
premiums,  plus  a dividend  plan  for  Medi- 
cal Society  of  Delaware  members  whereby 
you  share  in  investment  income  generated 
by  premiums  and  financial  savings  from 
“good  loss”  experience. 

• Settlement.  You  get  peace  of  mind, 
knowing  that  an  important  part  of  the 
Phico  philosophy  includes  “the  denial 
and  defense  of  unfounded  claims.” 

For  fast,  personal  service,  call  Anne 
Bader-the  face  behind  insurance  protec- 
tion for  Delaware  physicians.  Put  her  to 
work  for  you,  today. 


Medical  Society  of  Delaware  Insurance  Services,  Inc. 

1925  Lovering  Avenue,  Wilmington,  Delaware  19806 

(302)  571-0986 


SERVICE 


SERVICE 


SERVICE 


Not  every  clinical  reference  laboratory  can  provide 
the  services  that  Medlab  can,  especially  within 
Delaware.  The  primary  reason:  WE  ARE  LOCAL. 

Medlab  can  provide  same-day-service  for  more 
tests  than  any  other  clinical  laboratory  providing 
services  in  this  area.  In  fact,  in  addition  to  routine 
STAT  tests,  and  special  chemistries  such  as 
serum  estriol,  HCG,  PT,  PTT,  T3,  T4  and  FTI,  we 
can  provide  same-day-results  for  therapeutic  drug 
monitoring;  e.g.,  Theophylline,  Digoxin,  Metho- 
trexate, Lidocaine,  Quinidine,  Procainamide  (NAPA), 
Primidone,  Phenytoin,  Phenobarbital,  Valproic 
Acid,  Carbamazepine,  Gentamicin,  Tobramycin, 
Amikacin,  Vancomycin,  Netilmicin,  Kanamycin 
and  Streptomycin. 


We  do  twice-a-day  pickup  of  specimens  in  New 
Castle  County  and  surrounding  area,  and  with  24 
hours  notice  we'll  even  do  routine  house-calls.  Ol 
drivers  pick  up  specimens  and  deliver  test  results 
every  morning;  Monday  thru  Saturday.  And,  we 
schedule  a second  pickup  at  client's  offices  in  the 
afternoon;  Monday  thru  Friday.  STAT  and  special 
pickups  can  be  requested  at  any  time. 

Your  patients  can  also  visit  one  of  our  satellites 
(eight  are  conveniently  located  in  New  Castle 
County),  where  specimens  can  be  dropped  off 
and/or  phelbotomy  performed  as  early  as  7:30  a.r 
or  as  late  as  6:00  p.m. 

For  prompt,  accurate  test  results,  you  can  depenc 
upon  Medlab. . . Delaware's  only  full-service,  clinic 
reference  laboratory. 


LOCAL  OWNERSHIP 
—PERSONAL  PRIDE 


INC. 


One  Pike  Creek  Center 
Linden  Hill  Road 
Wilmington,  DE  19808 
(302)  994-5764 


Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


DELRO:  SELF-SURVIVAL  OR  IMPARTIAL  REVIEW? 

Dr.  Akana  in  his  report,  “The  End  of  an  Era 
in  Delaware  Medicine”  (p.  611)  is  right  on 
target  about  the  present-day  predicament  that 
the  medical  profession  and  the  public  find  them- 
selves in.  All  of  us  who  have  to  work  within 
the  system  share  his  concerns  and  acknowledge 
DELRO’s  past  accomplishments  and  successes. 
However,  what  Dr.  Akana  fails  to  recognize  and 
understand  is  that  there  can  no  longer  be  “im- 
partial observers”  within  the  new  system.  We 
now  have  “policemen,*’  whether  they  are  phy- 
sician reviewers  of  a “physician-run”  peer  review 
organization  or  physician  reviews  of  a facility 
that  is  for  profit. 

It  is  a sorry  state  of  affairs  when  an  organiza- 
tion puts  itself  in  an  intolerable  position  by  sub- 
mitting and  agreeing  to  commitments  beyond 
its  capability  in  order  to  obtain  a government 
contract. 

A commitment  made  to  whoever  pays  the  bill, 
is  a guarantee  that  its  “policemen”  will  pass  out 
so  many  tickets  or  next  year  there  may  be  no 
contract.  DELRO’s  commitment  is  now  for 
self-survival  and  not  for  “impartial”  review. 
There  will  be  no  longer  an  opportunity  for  dis- 
cussion, no  longer  an  opportunity  for  consider- 
ing the  clinical  judgment  of  a profession,  no 
longer  an  opportunity  for  compromise,  and, 
finally,  no  longer  an  opportunity  for  compassion 
because,  unfortunately,  the  faces  and  bodies  of 
the  sick  patients  whom  physicians  treat  do  not 
show  up  on  hospital  charts  that  are  retrospec- 
tively reviewed. 

Ignatius  J.  Tikellis,  M.D. 


AN  UNPLEASANT  OFFER  YOU  CANNOT 
REFUSE? 

Faced  with  the  problem  of  how  to  pay  for  the 
rising  cost  of  the  Medicare  program,  the  federal 
government  continues  to  pressure  the  health  care 
professions  to  bear  a larger  share  of  the  burden. 
The  DRG  system  forces  hospitals  to  accept  a 
fixed  fee  according  to  the  patient’s  diagnosis.  Now 
the  “Deficit  Reduction  Act  of  1984”  is  in  place, 
encouraging  individual  health  care  providers  to 
agree  to  accept  Medicare  reimbursement  as  full 
payment  for  their  services.  Reimbursement 
would  be  frozen  at  1982  levels  until  October  1, 
1985. 

With  reimbursements  being  frozen  as  such, 
why  should  we  choose  to  participate?  A few 
small  incentives  are  being  handed  out  to  those 
who  sign  up.  Participating  physicians  would  be 
listed  in  directories  and  their  names  would  be 
given  out  over  toll  free  telephone  lines.  A 
certificate  would  be  given  to  those  participating, 
and  electronic  billing  would  be  available  to  those 
offices  able  to  make  use  of  it.  However,  the 
penalties  for  not  signing  up  are  the  real  consider- 
ations for  participating  in  the  program. 

Those  who  do  not  participate  in  the  program 
face  a $2,000  fine  if  they  charge  a Medicare 
recipient  a fee  higher  than  that  charged  in  the 
second  three  months  of  this  year.  In  addition, 
the  Medicare  payment  to  nonparticipating  phy- 
sicians will  be  frozen  at  their  present  1982  levels 
until  October  1,  1986.  Since  it  would  be  both 
impractical  and  unpleasant  to  charge  nonMedi- 
care  patients  a higher  fee  than  that  charged  to 
Medicare  recipients,  the  effect  of  this  act  is  es- 
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medical  team 
that  Guards 
your 

community 
and  state. 

As  a physician  in  the  Army 
National  Guard,  you  can  broaden 
your  medical  experience  and  life 
experience.  Youll  start  as  an  officer, 
enjoying  all  the  privileges  and  pres- 
tige rank  can  bring.  And  you  can 
attend  professionally  approved 
courses  at  no  cost.  Best  of  all,  youll 
be  helping  people  in  your  state 
and  local  community.  People  who 
really  need  your  special  skills.  For 
more  information,  contact  your 
Army  Guard  recruiter. 

MAJ  CAROL  HARRINGTON 
(302)  995-8512 
1-800-292-9608  in  DE 


The  Guard  is  NATIONAL 
America  at  its  best.  GUARD 


sentially  to  freeze  all  the  fees  of  those  who  do 
not  participate.  Those  who  do  participate  can 
raise  their  fees  to  all  patients  but  agree  to  accept 
a lower  Medicare  payment  for  services  to  re- 
cipients. 

By  forcing  physicians  to  participate,  the  fed- 
eral government  is  able  to  reduce  its  support 
for  the  Medicare  program  without  causing  Medi- 
care recipients  to  feel  the  increasing  costs  of 
modern  health  care.  These  costs  will  be  paid 
by  nonrecipients  and  health  care  professionals. 
Most  physicians  would  probably  prefer  not  to 
sign  this  agreement.  Yet,  I suspect  that  most 
of  us  will  ultimately  accept  this  offer  to  become 
a “participating  provider”  because  the  penalties 
of  refusing  it  are  much  more  than  we  can  afford. 
Unfortunately,  it  is  an  offer  we  cannot  refuse. 

Lawrence  M.  Markman,  M.D. 


% % 


THE  PERTUSSIS  CONTROVERSY 
PART  ONE-THE  PROBLEM 

The  problems  confronting  us  with  pertussis 
immunization  are  not  new  ones  in  the  history  of 
vaccines.  When  a disease  is  rampant,  we  accept 
more  serious  side  effects  of  a vaccine  to  prevent 
it,  but  when  the  vaccine  works  well  (as  DPT 
has)  and  the  disease  it  prevents  is  seemingly 
gone  and  forgotten,  the  risks  and  adverse  effects 
become  intolerable  to  some. 

Pertussis  was  once  a major  cause  of  childhood 
morbidity  and  mortality  in  the  United  States; 
more  than  250,000  cases  and  7,500  deaths  from 
pertussis  were  reported  in  1940.  The  introduc- 
tion of  pertussis  vaccine  in  the  early  1940s  greatly 
reduced  the  incidence  of  this  killer  bacteria.  In 
recent  years  only  between  five  to  20  deaths  per 
year  have  been  reported,  but  unfortunately  re- 
actions to  the  vaccine  have  now  become  central 
points  in  a debate  that  has  invaded  the  news 
media  and  spread  throughout  the  country,  throw- 
ing parents  in  a whirl  of  confusion  and  anxiety. 
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Severe  acute  encephalopathy  with  permanent 
residual  brain  damage  has  occurred  in  one  in 
every  310,000  doses.  Some  of  these  unfortunate 
children  have  already  been  paraded  on  the  Phil 
Donahue  Show.  England  and  Japan,  countries 
that  recently  withheld  the  use  of  pertussis  im- 
munization because  of  its  reactions,  have  already 
suffered  epidemics  of  whooping  cough  in  which 
morbidity  and  mortality  were  higher  than  those 
of  the  vaccine.  The  fact  remains  that  the  per- 
tussis vaccine  we  administer  is  the  only  one  we 
have,  and,  until  a better  one  is  available,  thought- 
ful physicians  should  continue  to  recommend 
pertussis  immunization  of  children  to  parents. 
Pertussis  immunization  is  required  in  Delaware, 
as  it  is  in  most  states,  for  children  entering  school. 

Pediatricians  have  always  been  leaders  in  the 
prevention  and  treatment  of  communicable  dis- 
eases and  the  promotion  of  the  use  of  vaccines; 


pertussis  immunization  should  not  be  an  excep- 
tion. The  American  Academy  of  Pediatrics  pres- 
ently recommends  that: 

1.  All  children  should  be  completely  immun- 
ized against  preventable  infectious  diseases. 

2.  An  immunization  program  should  be  de- 
signed to  encourage  administration  of  vac- 
cine as  part  of  a total  preventive  health 
care  program. 

3.  There  should  be  no  financial  barrier  to  im- 
munization for  children. 

4.  Existing  public  and  private  systems  of  reim- 
bursement for  cost  of  administering  vaccine 
and  follow-up  care  should  be  utilized. 

5.  Patients  should  be  compensated  for  vaccine- 
related  injuries.  Professionals  and  allied 
health  personnel  who  administer  vaccines 
should  be  held  harmless  from  adverse  re- 
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1985  CME  Cruise/ Conferences 
m Lef  nl-Medicol  Issues 


Accredited  for  20-24  CME  CAT.  1 Credits  by  The  Suffolk  Academy  of  Medicine 
Approved  for  20-24  AAFP  Prescribed  Credits 


The  programs  listed  below  were  scheduled  prior  to  12/31/80  and  conform  to  IRS  tax  deductibility 
requirements  under  Sec.  602  of  the  Tax  Reform  Act-P.L.  94-445,  effective  1/1/77,  with  the  excep- 
tion of  the  Hawaiian  Conferences,  which  conform  to  the  requirements  of  P.L.  97-424. 


24  CME  CREDITS 

□ *Jan.  9-19  (from  Ft.  Lauderdale,  FL) 

10  day  Caribbean  - TSS  FAIRWIND 

□ *Mar.  30-Apr.  10  (from  Los  Angeles,  CA) 

11  day  Mexican  Riviera  - TSS  FAIRSKY 

□ *July  8-20  (from  San  Francisco,  CA) 

12  day  Alaska/Canada  - TSS  FAIRSKY 


*FLY  ROUND  TRIP  FREE 


24  CME  CREDITS 

□ *July  24-Aug.  3 (from  Ft.  Lauderdale,  FL) 

10  day  Caribbean  - TSS  FAIRWIND 

□ August  9-23  (from  Genoa,  Italy) 

14  day  Mediterranean  - MS  COLUMBUS 

20  CME  CREDITS 

□ Monthly  7 day  cruise/seminars  from  Honolulu, 
HI  on  a variety  of  medical  topics. 

SS  CONSTITUTION,  SS  INDEPENDENCE 

EXCELLENT  GROUP  FARES 


Please  send  Color  Brochures  and  additional  information  on  the  conferences  checked  above. 

PLEASE  PRINT 


NAME 

ADDRESS 

CITY STATE ZIP 

ponsored  by  International  Conferences,  189  Lodge  Ave.,  Huntington  Station,  N.Y.  1 1746.  Call:  (516)  549-0869 
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actions  occurring  through  no  fault  of  the 
procedures. 

6.  Provision  should  be  made  for  a promotional 
campaign  to  educate  and  motivate  the  medi- 
cal profession  and  the  public  to  expect  and 
demand  routine  immunizations  for  children 
and  to  share  responsibility  for  their  comple- 
tion. 

7.  An  efficient  immunization  record-keeping 
system  that  should  conform  with  a national 
system  should  be  instituted  in  each  state. 

8.  The  American  Academy  of  Pediatrics  recom- 
mends that  any  immunization  program  be 
part  of  a continuing  physician /patient  re- 
lationship. 

Needless  to  say,  I personally  and  wholeheart- 
edly endorse  this  policy  and  urge  all  physicians 
caring  for  children  to  continue  providing  them 
with  the  best  medical  care  by  continuing  to  give 
the  pertussis  immunization. 

Maurice  Liebesman,  M.D. 

Dr.  Liebesman  is  chairman  of  the  Delaware  Chapter  of  the 
American  Academy  of  Pediatrics. 


Professional  INSTALLMENT  LOANS 

$1 5,000 
s90,000 

Decision  in  24  to  48  Hours! 
Same-Day  Answer  to  Applications 
Received  By  Express  Mail 

• Deal  Directly  With  Lender 

• Deferred  Payment  Plans 

• No  Prepayment  Penalty 

• No  Restriction  on  Use  of  Funds  For: 
Investments,  Payment  of  Taxes,  Debt  Consolidation, 

Tax  Shelters,  Pension  Plan  Contributions 

Ask  for  Thomas  Todd 

CALL  TOLL  FREE: 

800-423-5025 

Serving  The  Medical  Profession  Since  1966 

WOODSI DE  CAPITAL  CORP. 

National  Headquarters 
Woodside  Capital  Building 

21424  Ventura  Boulevard,  Woodland  Hills,  California  91364 


SHOULD  AMBULANCES  SPEED? 

At  the  risk  of  invoking  the  wrath  of  the  entire 
coips  of  ambulance  drivers  and  attendants  I am 
going  to  voice  my  concern  for  the  reckless  and 
cavalier  behavior  of  several  of  them. 

I cringe  each  time  I hear  the  wail  of  the  siren 
and  recognize  an  ambulance  attached  to  the 
blinking  light  above  it,  hurtling  down  upon  me. 
For  the  next  few  minutes  I am  prepared  to  be 
run  off  the  road,  forced  into  an  intersection,  or 
committed  to  some  other  act  of  driving  indiscre- 
tion which,  were  I caught,  would  normally  cul- 
minate in  a sizeable  fine  to  the  traffic  court.  On 
following  the  ambulance  to  the  emergency  room 
I am  not  surprised  to  find  that  on  some  occasions 
the  patient  is  in  better  shape  than  I,  and  that 
under  no  circumstance  could  the  ambulance  run 
have  been  justified  as  an  emergency. 

To  add  insult  to  the  injury,  in  my  latest  en- 
counter with  one  of  our  local  ambulances,  when 
I asked  for  the  ambulance  attendant’s  name,  he 
replied,  “I  don’t  like  you  either.”  Not  having 
expressed  any  like  or  dislike  of  him,  I was  both 
stunned  and  insulted  by  the  impertinence  of  the 
remark. 

It  should  be  clear  to  people  who  ride  the  am- 
bulances that  most  true  emergencies  (airway 
obstruction,  massive  hemorrhage,  etc.)  must  be 
managed  at  the  injury  site.  Endangering  the 
lives  of  unsuspecting  drivers  will  not  improve 
the  chances  for  resurrection  of  someone  who  has 
died  of  asphyxia. 

Perhaps  it’s  time  that  there  be  a central 
agency  that  can  regulate  ambulance  activity. 
It  is  time  to  control  the  young,  superenthusias- 
tic  siren  jockey  who  gets  his  jollies  by  running 
citizens  off  the  road.  Long  experience  teaches 
that  appeal  to  the  driver  or  his  fire  station  is 
futile.  Perhaps  a regulating  agency  can  curb 
the  macho  activity  of  one  or  two  ambulance 
drivers  and  attendants  so  that  the  others  can 
get  on  with  the  good  work  they  normally  do  with- 
out endangering  the  lives  of  the  unsuspecting 
public. 

I vote  for  a speed  governor  and  the  removal 
of  sirens  and  flashing  lights  from  all  ambulances. 

Carl  I.  Glassman,  M.D. 
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DRUG  DISTRIBUTION  AND  THE 
PHYSICIAN'S  RESPONSIBILITIES 


Martin  Golden 


Not  too  many  years  ago,  the  Drug  Enforce- 
ment Agency  (DEA)  called  legend  controlled 
substances  “Mickey  Mouse  drugs.”  Their  statis- 
tics showed  that  75%  of  the  abuse  problem  was 
with  “street  drugs”  such  as  heroin,  marijuana, 
etc.  and  only  25%  involved  prescription  medi- 
cations. 

At  a recent  DEA  training  session,  we  were  told 
that  there  is  now  a 50/50  ratio.  The  incidence  of 
persons  visiting  physicians  to  convince  them  to 
prescribe  controlled  drugs  by  using  various 
stories  is  increasing.  An  alarming  recent  devel- 
opment concerns  the  involvement  of  office  per- 
sonnel who  used  the  prescriber’s  name  to  obtain 
medications  illegally. 

Visiting  several  physicians  simultaneously,  call- 
ing in  prescriptions  and  pretending  to  be  a phy- 
sician’s nurse  or  the  physician,  using  fraudulent 
documents  to  convince  a physician  of  a need, 
making  an  appointment  with  a physician  and 


Mr.  Golden  is  the  Pharmaceutical  Control  Officer  for  the  State 
of  Delaware. 


stealing  blanks,  and  finding  out  who  is  on  call 
for  an  off-duty  physician  in  order  to  convince 
that  person  to  prescribe  drugs  are  just  a few  of 
the  methods  being  used  to  obtain  drugs  for  non- 
medical use. 

As  a group,  physicians  and  pharmacists  in 
Delaware  are  extremely  conscientious  and  knowl- 
edgeable about  the  various  methods  used.  Dis- 
semination through  various  association  newslet- 
ters of  information  supplied  to  my  office,  by 
both  physicians  and  pharmacists,  alerts  others 
to  be  careful  when  prescribing  for  certain  indi- 
viduals and  often  results  in  arrests. 

Codeine  products  in  any  form  are  the  target 
of  many  of  the  drug  abusers.  When  combined 
with  Doriden  or  other  substances,  these  products 
give  a heroin-like  effect.  High  on  the  list  of 
problem  drugs  are  Tussionex,  Hycodan,  Dilaudid, 
propoxyphene,  and  the  amphetamines. 

The  Office  of  Narcotics  and  Dangerous  Drugs, 
in  addition  to  handling  cases  involving  the  abuse 
of  prescription  medications,  has  responsibilities 
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for  the  enforcement  of  the  Pharmacy  Act,  the 
drug  portion  of  the  Food  and  Drug  Act,  and  the 
Controlled  Substance  Act  as  it  applies  to  pro- 
fessionals. Compliance  inspections  are  a regu- 
lar part  of  our  program.  The  purpose  of  the 
inspection  program  is  to  educate  physicians  con- 
cerning the  requirements  of  the  law.  If  we  find 
noncompliance,  the  physician  receives  a letter 
outlining  the  steps  he/she  must  take  to  correct 
the  deficiencies.  I am  happy  to  say  that  the  co- 
operation we  receive  from  physicians  has  been 
outstanding. 

Not  all  physicians  are  aware  of  the  require- 
ments of  our  statutes  and  regulations.  There- 
fore, I hope  that  this  review  will  enable  phy- 
sicians to  better  meet  their  responsibilities. 

Valid  Prescriptions 

Both  the  state  and  federal  statutes  indicate 
that  in  order  for  a prescription  to  be  valid  it 
must  be  written  in  the  normal  course  of  pro- 
fessional practice.  It  must,  of  course,  be  for 
legitimate  medical  use.  Several  US  Supreme 
Court  decisions  make  it  clear  that  when  the 
physician  goes  outside  the  boundaries  estab- 
lished, he/she  can  be  prosecuted  as  a “pusher.” 
The  courts  have  indicated  that  there  must  be 
a bona  fide  physician /patient  relationship.  To 
establish  this  relationship,  there  must  be  a phy- 
sical examination,  and/or  at  least  some  rudi- 
mentary efforts  at  medical  history  taking,  and 
a determination  that  a particular  drug  is  medi- 
cally indicated. 

Prescription  Format 

Physicians  can  save  themselves  and  their  pa- 
tients time  if  the  prescription  is  prepared  in  its 
proper  form.  When  required  information  is 
lacking,  the  pharmacist  must  call  the  physician, 
who  may  not  be  immediately  available,  resulting 
in  a delay  in  the  patient  obtaining  the  medica- 
tion. 

All  controlled  substance  prescriptions  must 
show  the  name  and  address  of  the  patient,  and 
the  name,  address,  and  DEA  number  of  the 
prescriber.  The  Board  of  Medical  Practice  dis- 
courages physicians  from  placing  the  DEA  num- 
ber in  preprinted  form  on  the  blank. 

Delaware  law  requires  that  specific  directions 


appear  on  each  prescription;  the  use  of  the  term 
“as  directed”  is  prohibited.  In  fact,  a physician 
who  uses  that  term  can  be  fined  $25  per  pre- 
scription and  the  pharmacist  who  uses  that  term 
on  a label  can  also  be  fined  a similar  amount. 

Delaware  law  also  requires  that  all  prescrip- 
tions written  by  licensed  prescribers  contain  two 
lines.  One  line  must  state  “Dispense  As  Written” 
and  the  second  line  must  state  “Substitution 
Permitted.”  The  prescribers  signature  must  ap- 
pear on  one  of  those  two  lines  if  the  prescription 
is  to  be  valid.  When  a prescription  is  called  in 
to  a pharmacist,  the  pharmacist  must  know  if 
a substitution  can  be  made  or  not  in  order  to 
meet  the  requirements  of  the  law. 

Our  statutes  also  require  that  the  pharmacist 
place  the  name  and  strength  of  a drug  on  a 
label  unless  the  physician  indicates  “do  not  label” 
on  the  prescription.  The  physician  can  also 
help  elderly  patients  by  stating  “regular  con- 
tainer” on  the  prescription  so  the  pharmacist  will 
not  use  a child-resistant  container. 

Schedule  II  Prescriptions 

A prescription  for  a Schedule  II  substance 
is  not  refillable.  While  the  physician  may  have 
someone  prepare  the  prescription  for  signature, 
it  must  be  hand-signed  by  the  physician  if  it  is 
to  be  a legal  prescription.  Call-ins  for  Schedule 
II  substances  are  prohibited.  However,  there 
is  a mechanism  for  call-ins  established  by  the 
DEA  if  an  extreme  emergency  exists.  Many 
physicians  misinterpret  the  authorization  of  that 
exception  and  create  problems  both  for  them- 
selves and  the  pharmacist.  This  mechanism  is 
only  supposed  to  be  used  if  immediate  adminis- 
tration of  the  controlled  drug  is  necessary  for 
proper  treatment  and  if  it  is  not  reasonably  pos- 
sible for  the  prescribing  physician  to  provide  a 
written  prescription  order  for  dispensing.  An 
emergency  quantity  should  not  exceed  a 24-hour 
supply.  A prescription  for  an  amphetamine 
or  for  a sleeping  medication  rarely  is  considered 
an  emergency  drug.  The  physician,  not  the 
pharmacist,  is  responsible  for  providing  a written 
order  for  the  emergency  prescription  within  72 
hours  after  the  call-in.  Physicians  and  pharma- 
cists who  abuse  the  emergency  privilege  jeopar- 
dize their  registrations.  Often,  physicians  also 
place  pharmacists  in  a precarious  position  when 
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they  do  not  honor  the  72-hour  requirement  con- 
cerning the  written  prescription. 

Schedule  lll-V  Prescriptions 

The  physician  may  either  call-in  or  write  a 
prescription  for  Schedule  III  through  V sub- 
stances. Up  to  five  refills  may  be  authorized, 
but  the  prescription  is  only  valid  for  six  months 
from  the  date  prescribed,  irrespective  of  the 
number  of  refills  that  have  been  obtained. 

Post  Dating 

Both  state  and  federal  regulations  require  that 
a prescription  must  be  written  and  dated  on  the 
day  that  it  is  issued;  post-dated  prescriptions 
are,  therefore,  not  legal. 

Controlled  Drugs  for  Office  Use 

Physicians  often  write  a prescription  for  a 
controlled  drug  titled  “for  office  use.”  Both  state 
and  federal  regulations  prohibit  this.  If  a phy- 
sician wishes  to  purchase  a Schedule  II  sub- 
stance from  a pharmacy  for  office  or  “bag”  use, 
the  transfer  from  one  registrant  to  another  must 
be  via  a Schedule  II  order  form.  If  the  phy- 
sician wishes  to  purchase  a Schedule  III  through 
V substance  for  the  same  use,  the  transfer  must 
be  via  invoice. 

Maintaining  An  Addict 

Physicians  cannot  write  prescriptions  to  main- 
tain or  withdraw  a person  from  addiction.  This 
requires  a special  narcotic  registration  both  with 
the  Drug  Enforcement  Agency  and  with  the  state 
of  Delaware.  A physician  may,  however,  ad- 
minister narcotic  drugs  (note  that  the  term  is 
administer,  not  prescribe)  to  an  addicted  in- 
dividual on  a daily  basis  for  not  more  than  a 
three-day  period  to  relieve  that  individual’s  acute 
withdrawal  symptoms  while  the  physician  makes 
arrangements  to  enroll  that  person  in  a narcotic 
treatment  program.  After  the  three-day  period, 
the  physician  cannot  renew  that  process  or  ex- 
tend it. 

Syringes 

Delaware  law  requires  a prescription  for  sy- 
ringes. That  prescription  must  contain  the  same 
information  as  a prescription  for  a medication. 
Unless  the  physician  authorizes  refills,  the  phar- 
macist cannot  dispense  them.  Also,  the  physician 


should  give  that  patient  a document  indicating 
that  he/she  must  use  syringes.  If  a person 
carrying  syringes  is  picked  up  without  such  an 
authorization,  he/she  might  be  delayed  until  the 
physician  can  be  contacted. 

Prescription  Records 

When  a controlled  substance  is  prescribed, 
Delaware  regulations  require  that  an  entry  to 
that  effect  be  made  in  the  patient’s  chart.  That 
entry  should  show  the  name,  strength,  and  quan- 
tity of  the  drug  prescribed,  and  should  indicate 
if  any  refills  were  authorized.  Authorization  for 
future  refills  of  the  medication  should  also  ap- 
pear in  the  chart.  That  entry  is  extremely  vital 
during  the  prosecution  of  persons  who  forge 
prescriptions. 

Registration 

A physician  who  wishes  to  prescribe  or  dis- 
pense controlled  drugs  must  have  both  a state 
and  federal  registration.  Only  licensed  physi- 
cians are  eligible  for  registration.  The  state 
registration  is  effective  from  July  1 to  June  30 
and  must  be  renewed  annually.  At  the  present 
time,  the  federal  government  is  considering  a 
three-year  registration  period.  If  a physician 
has  several  offices  but  onlv  plans  to  dispense 
or  store  medications  at  one  location,  it  is  not 
necessary  for  the  physician  to  register  each  site. 
However,  if  he /she  does  intend  to  dispense, 
administer,  or  store  controlled  drugs  at  each 
location,  each  site  requires  a registration.  Only 
one  registration  is  needed  to  prescribe  from  mul- 
tiple locations. 

Security 

Controlled  drugs  on  hand  must  be  secured 
according  to  the  statutes.  These  require  that 
controlled  substances  in  Schedules  III  through 
V be  kept  in  a substantially  constructed  cabinet, 
adequately  locked,  with  the  keys  in  possession 
of  authorized  personnel  only.  Schedule  II  sub- 
stances, unless  the  amount  on  hand  is  below  400 
dosage  units,  must  be  stored  in  either  a similar 
type  of  cabinet  that  is  alarmed  in  compliance 
with  the  regulations,  or  in  a burglar-proof  safe. 
Drugs  must  not  be  accessible  to  unauthorized 
people  such  as  cleaning  staff.  Monitoring  the 
activities  of  your  professional  staff  can  also  help 
decrease  illegal  diversion  of  controlled  drugs. 
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Records 

If  a physician  orders  and  stores  controlled 
drugs  for  office  use,  there  are  several  records 
that  must  be  maintained. 

1.  All  records  required  by  the  Controlled  Sub- 
stance Act  must  be  maintained  for  two 
years  from  the  date  on  that  document. 

2.  A biennial  inventory  must  be  maintained 
that  shows  the  name,  strength,  and  quantity 
of  every  controlled  drug  on  hand.  That 
inventory,  which  is  to  be  maintained  on  the 
premises,  must  show  the  name  of  the  person 
who  completed  the  inventory,  and  the  date 
and  time  completed. 

3.  Anyone  who  dispenses  medications  must 
keep  a log  that  is  at  least  eight  by  11  inches. 
The  log  must  show  the  name  and  address 
of  the  patient,  the  date  of  dispensing,  the 
name,  strength,  and  amount  of  medication 
dispensed. 

Samples 

Physicians  often  think  that  samples  are  ex- 
cluded from  security  and  record-keeping  require- 
ments. A sample  for  a controlled  drug  must 
be  handled  in  the  same  manner  as  the  same 
medication  if  purchased. 

Drug  Destruction 

Federal  regulations  allow  only  the  Drug  En- 
forcement Agency  or  authorized  state  agencies 
to  destroy  controlled  substances.  If  a physician 
has  outdated  products  or  medications  that  have 


deteriorated,  the  Office  of  Narcotics  and  Danger- 
ous Drugs  will  be  happy  to  handle  the  destruc- 
tion. The  physician  should  send  us  a list  show- 
ing the  name,  strength,  and  quantity  of  the  drug 
to  be  destroyed.  These  will  be  picked  up  on  a 
monthly  basis  and  the  appropriate  federal  forms 
completed. 

Dispensing 

When  a physician  dispenses,  he  must  comply 
with  the  labeling  requirements  that  state  that 
each  label  must  show  the  name  of  the  patient, 
specific  directions,  the  name  and  address  of  the 
dispenser,  and  the  name  and  strength  of  the  drug. 
Any  packaging  used  must  comply  with  appropri- 
ate state  and  federal  requirements.  Dispensing 
envelopes  often  used  by  physicians  are  not  ac- 
ceptable. The  USP/NF  lists  over  200  drugs 
that  require  well-closed  or  tight  containers.  Dis- 
pensing envelopes  do  not  comply  as  once  opened 
they  cannot  be  properly  resealed.  Our  recom- 
mendation is  that  physicians  generally  use  con- 
tainers that  are  categorized  as  being  well-closed, 
light-resistant,  and  child-resistant.  If  physicians 
follow  that  advice,  packaging  will  not  be  a prob- 
lem. 

It  is  impossible  in  one  brief  article  to  cover 
every  aspect  of  the  drug  distribution  laws  as  they 
apply  to  physicians.  Adherence  to  the  important 
regulations  discussed  in  this  paper  should  de- 
crease illegal  use  of  controlled  drugs.  Any  phy- 
sician having  a question  should  not  hesitate  to 
call  the  Office  of  Narcotics  and  Dangerous  Drugs 
at  736-4708  or  736-4798. 


HOME  HEALTH  CARE  CENTER 


• WHEELCHAIRS 

• WALKING  AIDS 

• T E N S.  UNITS 

• BATHROOM 
SAFETY  AIDS 


• SURGICAL  SUPPORTS 

• ORTHOPEDIC  BRACES 

• SPORT  SUPPORTS 

• ELASTIC  STOCKINGS 

• TRUSSES 


"SERVING  THE  MEDICAL  PROFESSION 
FOR  OVER  A QUARTER  CENTURY" 


SAI  I S 
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608  NO.  UNION  STREET 
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MEDICAL  SOCIETY  OF  DELAWARE 

195th  ANNUAL  MEETING 
Noyemfe|jrl3,  15-17,  1984 
PROGRAM 


Tuesday,  November  13th  SECTION  MEETINGS 

7:15  a.m.  Delaware  Society  of  Internal  Medicine  Annual  Business  Meeting  and  Breakfast 
Delaware  Academy  of  Medicine  Building 

Thursday,  November  15th 

6:00  p.m.  Delaware  Chapter,  American  College  of  Emergency  Physicians  Annual  Business 
Meeting  and  Dinner 

Delaware  Academy  of  Medicine  Building 

6:00  p.m.  Delaware  Academy  of  Family  Physicians  Quarterly  Dinner  Business  Meeting 
University  and  Whist  Club 


Friday,  November  16th 


HOUSE  OF  DELEGATES  ANNUAL  MEETING 


Delaware  Academy  of  Medicine  Building 

8:30  a.m.  DELEGATES’  BREAKFAST  MEETING 

Courtesy  of  the  New  Castle  County  Medical  Society 
10:00  a.m.  REFERENCE  COMMITTEES  MEET 

12:00  Noon  LUNCH 

1:30  p.m.  HOUSE  OF  DELEGATES  CONVENES 

IN  TRIBUTE 

At  the  House  of  Delegates  meeting  the  Medical  Society  of  Delaware  will  pay  tribute  to  the  following 
physicians  who  graduated  from  medical  school  50  years  ago. 

Frederick  A.  Bowdle,  M.D.  Charles  T.  Lawrence,  M.D. 

Dana  D.  Burch,  M.D.  Irene  V.  Mazeika,  M.D. 

Raymond  G.  Cooper,  M.D.  Edward  T.  O’Donnell,  M.D. 

Mildred  B.  Forman,  M.D.  William  T.  Reardon,  M.D. 

Shermer  H.  Stradley,  Jr.,  M.D. 


Saturday,  November  17th 

195th  ANNUAL  MEETING 
Hotel  du  Pont 

PRAYER  BREAKFAST  - SCIENTIFIC  SESSION  - SPOUSES'  PROGRAM  - EXHIBITS  - 

DINNER  DANCE 


SPOUSES’  PROGRAM 

9:30  a.m. 

BEAUTY  BY  BERMAINE 

7:15  a.m.  PRAYER  BREAKFAST  — Christina  Room 

8:15  a.m.  REGISTRATION  — EXHIBITS  — Foyer  and  Gold  Ballroom 

8:45  a.m.  CALL  TO  ORDER  — du  Barry  Room 

I.  Favel  Chavin,  M.D.,  President,  Medical  Society  of  Delaware 

Report  of  the  House  of  Delegates,  Joseph  F.  Kestner,  Jr.,  M.D.,  Secretary,  Medical 

Society  of  Delaware 
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8:55  a.m. 

INTRODUCTION  OF  SCIENTIFIC  PROGRAM 
MORNING  SESSION  — OPTIONS  IN  CRITICAL  CARE 
William  L.  Sprout,  M.D.,  Chairman,  Program  Committee 

9:00  a.m. 

“THROMBOLYTIC  THERAPY  FOR  ACUTE  MYOCARDIAL  INFARCTION” 

Sol  Sherry,  M.D.,  Dean  and  Distinguished  Professor  of  Medicine,  Temple  University 
School  of  Medicine 

9:40  a.m. 

“EMERGENCY  BYPASS  SURGERY  IN  CORONARY  ARTERY  DISEASE” 
John  Y.  Templeton,  III,  M.D.,  Professor  of  Surgery,  Jefferson  Medical  College 
MEDICAL  COMMENTARY 

10:20  a.m. 

“POST-MYOCARDIAL  INFARCTION— WHAT  TO  DO” 

Edward  M.  Goldenberg,  M.D.,  Senior,  Department  of  Medicine,  The  Wilmington 
Medical  Center;  Clinical  Assistant  Professor  of  Medicine,  Jefferson  Medical  College 
SURGICAL  COMMENTARY 

10:35  a.m. 

“CARDIAC  SURGERY  IN  WILMINGTON” 

Allen  L.  Davies,  M.D.,  Senior,  Department  of  Surgery,  The  Wilmington  Medical 
Center;  Clinical  Professor  of  Surgery,  Jefferson  Medical  College 

10:50  a.m. 
11:20  a.m. 

INTERMISSION— VISIT  EXHIBITS 

“EPIDEMIOLOGIC  AND  CLINICAL  ASPECTS  OF  AIDS  WITH  AN 
INTERNATIONAL  PERSPECTIVE” 

Thomas  C.  Quinn,  M.D.,  Assistant  Professor  of  Medicine,  Division  of  Infectious  Dis- 
eases, The  Johns  Hopkins  University  School  of  Medicine 

12:00  Noon 
12:30  p.m. 

INTERMISSION 
LUNCH  — Gold  Ballroom 

“SCIENCE  IN  THE  INVESTIGATION  OF  ART” 

George  J.  Reilly,  Ph.D.,  Head  of  Scientific  Research,  Winterthur  Museum 

2:00  p.m. 

AFTERNOON  SESSION 

“THE  FINAL  COMMON  PATH  OF  PATHOGENESIS  IN  AMYOTROPHIC 
LATERAL  SCLEROSIS,  ALZHEIMER’S  DISEASE,  AND  MANY  OTHER  CNS 
DEGENERATIONS” 

D.  Carleton  Gajdusek,  M.D,.  Chief,  Laboratory  of  Central  Nervous  System  Studies, 
National  Institutes  of  Health 

2:45  p.m. 

“THE  HEALTH  AND  EMOTIONAL  SIGNIFICANCE  OF  ANIMAL 
COMPANIONS” 

Aaron  H.  Katcher,  M.D.,  Associate  Professor  of  Psychiatry,  University  of  Pennsylvania 

3:30  p.m. 

ADJOURNMENT 

6:30  p.m. 
7:30  p.m. 

DINNER  DANCE 

Gold  Ballroom 

COCKTAILS  (Cash  Bar) 

ANNUAL  BANQUET 

INVOCATION  — Father  Paul  Henry,  O.S.F.S. 

PRESENTATION  OF  AWARDS  — I.  Favel  Chavin,  M.D. 

DANCING  — Peter  Scott’s  Orchestra 

PROGRAM  COMMITTEE 

William  L.  Sprout,  M.D.,  Chairman 
Henry  R.  Cowell,  M.D.  Venerando  J.  Maximo,  M.D. 

Steven  L.  Edell,  D.O.  Robert  L.  Meckelnburg,  M.D. 

Lanny  Edelsohn,  M.D.  Roger  B.  Rodrigue,  M.D. 

William  D.  Johnson,  M.D.  Filomeno  T.  Viloria,  M.D. 

Robert  L.  Wuertz,  M.D. 
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SCIENTIFIC  EXHIBITS 


Robert  Curtis  Knowles,  M.D.,  Coordinator 

THERMOMETRY  AND  MEDICINE 
Pierre  L.  LeRoy,  M.D. 

IV  TRIMETHOPRIM /SULFAMETHOXAZOLE  COMPARISON  OF  LYSIS-DIRECT  PLATING 
IN  GRAM  NEGATIVE  SEPSIS  AND  BROTH  FOR  RECOVERY  OF 

William  J.  Holloway,  M.D.  PHAGOCYTIZED  MICROORGANISMS 

Dean  L.  Winslow,  M.D.  James  C.  Richards,  Ph.D. 

Christopher  Bentsen,  M.S. 
COMPUTERIZING  YOUR  OFFICE 
INEXPENSIVELY 
John  T.  Hogan,  M.D. 

William  Hogan 

EXHIBITS 


Abbott  Laboratories 
Automated  Medical  Systems 
Blue  Cross  and  Blue  Shield  of  Delaware,  Inc. 
CIBA  Pharmaceutical  Company 
Conner  Marvel  & Pierce  Companies 
CTS  Medical  Management  System 
Data-Med  Practice  Management  Systems 
Dean  Witter  Reynolds 
Delaware  Army  National  Guard  Medical 
Professional  Recruitment  Program 
Delaware  Division  of  Public  Health 
Delaware  Medical  Labs  (MEDLAB) 

The  Doctor's  Bag 

Dodson  Insurance  Group 

Du  Pont  Pharmaceuticals 

Encyclopaedia  Britannica  USA 

Flint  Laboratories/ Division  of  Travenol 

GEIGY  Pharmaceuticals 

Haggerty  & Haggerty 

Happy  Harry's  Home  Health  Care  Service 

Hoechst-Roussel  Pharmaceuticals,  Inc. 


Insurance  Corporation  of  America 
Kinesthetics,  Inc. 

McNeil  Consumer  Products  Company 
Mead  Johnson  Pharmaceutical  Division 
Merck  Sharp  & Dohme 
John  G.  Merkel  & Sons,  Inc. 

Merrell  Dow 

Neuro-Care  Consultants 

Pennsylvania  Casualty  Company/PHICO 

Quality  Office  Equipment 

Rios  Medical  and  Respiratory  Products,  Inc. 

A.  H.  Robins  Company 

Roche  Biomedical  Laboratories,  Inc. 

RTD  Financial  Services,  Inc. 

Safeguard  Business  Systems 
Sandoz  Pharmaceuticals 
Searle  Laboratories 

Stuart  Pharmaceuticals/Division  of  ICI  Americas  Inc. 
The  Upjohn  Company 
Wyeth  Laboratories 


GRANTORS 


The  Medical  Society  of  Delaware  gratefully  acknowledges  the  assistance  of  the  following 

in  the  presentation  of  the  program: 


Blue  Cross  and  Blue  Shield  of  Delaware,  Inc. 

CIBA-GEIGY  Corporation 

Du  Pont  Pharmaceuticals 

Eli  Lilly  and  Company/Dista  Products  Company 

Mead  Johnson  Pharmaceutical  Division 

Parke-Davis/Division  of  Warner  Lambert  Company 


Pennsylvania  Casualty  Company/PHICO 

A.  H.  Robins  Company 

Sandoz  Pharmaceuticals 

Smith  Kline  & French  Laboratories 

E.  R.  Squibb  & Sons,  Inc. 


We  wish  to  thank  DELAWARE  MEDICAL  LABS  (MEDLAB)  for  their  support  in  the  printing  of  the  program. 

CONTINUING  EDUCATION  CREDIT 

As  an  organization  accredited  for  Continuing  Medical  Education,  the  Jefferson  Medical  College 
designates  this  Continuing  Medical  Education  offering  as  meeting  the  criteria  for  5 credit  hours 
in  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association. 

The  program  has  been  reviewed  and  is  acceptable  for  5 Prescribed  hours  by  the  Amerioan 
Academy  of  Family  Physicians. 
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Delaware 

physicians 

discover 
new  cure 

for  medical  office  overhead. 


A new  cure  for  the  high  cost  of  opening  an  office  adjacent  to  the 
Christiana  Division  of  the  Delaware  Medical  Center  has  been  found! 

It  is  called  the  Omega  Medical  Center.  It  offers  time-shared, 
fully  equipped  medical  suites  to  physicians  on  an  hourly 
rental  basis. 

Included  are  housekeeping,  administration  and  receptionist 
services  such  as  appointment  scheduling  and  telephone  message 
forwarding.  There  are  a variety  of  on-site  laboratory  type  services. 

It’s  a convenient  and  economical  way  to  see  patients  in  the 
Stanton  area  with  very  little  overhead  and  no  start-up  investment. 

Opening  in  late  October  1984. 

CALL  FOR  DETAILS  TODAY 

368-5100 


OMEGA  MEDICAL  CENTER 

15  OMEGA  DRIVE,  NEWARK,  DE  19713 


IN  BLACK  AND  WHITE 


Edited  by  Dennis  R.  Witmer,  M.D. 


Oxyuris  vermicularis  in  lumen  of  appendix. 


Contributed  by:  Patrick  F.  Ashley,  M.D. 

Donald  Russell 
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CITIZENS  FOR  BIDEN 


P.O.  BOX  371,  WILMINGTON,  DELAWARE 


October  3,  1984 


Dear  Delaware  Physicians: 

I would  like  to  thank  the  Delaware  medical  community  for  giving  me  the 
opportunity  at  its  September  11  meeting  to  set  the  record  straight  on  my 
position  on  issues  of  importance  to  physicians. 

For  those  of  you  with  whom  I have  not  had  the  opportunity  to  speak,  I 
submit  to  you  my  positions  and  thoughts  on  issues  of  importance  to  the  medical 
profession: 

* I oppose  socialized  medicine 

* In  1974  I voted  against  a Kennedy  proposal  to  draft  doctors 

* Again  in  1974  I voted  against  another  of  his  proposals  to  have  the 
federal  government  regulate  the  licensing  and  postgraduate 
training  of  physicians 

* I find  the  "attestation  statements"  now  required  for  physicians  who 
participate  in  the  Medicare  program  a ridiculous  requirement 

* I oppose  mandatory  assignment  under  penalty  of  loss  of  hospital 
privileges  for  physicians  who  participate  in  Medicare 

* I support  the  need  for  greater  education  of  the  public  as  to  the 
real  cause  of  increasing  medical  costs,  of  which  physicians 
bills  represent  only  17% 

In  conclusion,  I look  forward  to  working  together  with  all  of  you  ir. 
the  coming  six  years  on  these  and  all  the  issues  we  face  as  a State  and  Na 


PAID  FOR  BY  CITIZENS  FOR  BIDEN 
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Letters  to  the  Editor 


LETTERS:  THE  PRESIDENT’S  PAGE,  AUGUST  1984 


Dear  Dr.  Chavin: 

Your  interpretation  of  Jane  Harriman’s  article 
and  the  Delaware  Health  Care  Coalition’s  posi- 
tion is  incorrect.  It  is  unfortunate  that  you  chose 
to  interpret  the  Coalition’s  position  in  such  a 
public  document.  The  Coalition  has  worked  to 
foster  a spirit  of  cooperation  and  communication 
between  ourselves  and  the  medical  community. 
Your  article  did  not  encourage  that  continued 
communication. 

On  the  President’s  Page,  you  indicate  that  Jane 
Harriman  quoted  the  Coalition  as  making  a 
statement.  I am  sure  you  are  aware  that  a quote 
is  something  that  is  contained  between  two  quo- 
tation marks.  None  of  Jane  Harriman’s  interpre- 
tations represent  a quote  but  rather  an  interpre- 
tation of  our  discussion.  I believe  her  interpre- 
tation was  correct  yet  somehow  in  your  interpre- 
tation our  message  was  twisted.  Nonetheless,  it 
is  important  that  I clarify  the  Coalition’s  position 
with  regard  to  pre-certification  and  its  involve- 
ment with  DELRO. 

First,  let’s  look  at  the  concept  of  pre-certifica- 
tion. Reading  your  article  on  the  impact  of  gov- 
ernment regulation  on  patient  care,  one  might 
come  away  with  the  feeling  that  the  Delaware 
Health  Care  Coalition  and  employers  in  general 
will  be  deciding  . . who  will  have  what,  if  any, 
surgical  procedure.”  Employers  will  not  deter- 
mine if  surgery  should  be  done.  Physicians  such 
as  those  who  are  involved  with  DELRO  will 
recommend  if,  based  on  certain  qualifications, 
the  surgical  procedure  should  be  reimbursed.  It 


is  the  issue  of  reimbursement  that  pre-certifica- 
tion impacts  on.  An  employer  would  never,  nor 
could  it  ever,  prevent  someone  from  having  sur- 
gery. In  those  cases  where  it  is  determined  that 
care  is  either  not  medically  necessary  or  should 
be  done  in  an  outpatient  setting,  reimbursement 
would  be  denied.  This  is  significantly  different 
from  care  being  denied.  Just  as  an  employer 
determines  how  much  vacation  an  employee  gets 
or  how  much  pension  it  provides  its  employees,  an 
employer  can  also  determine  what  its  health  care 
benefit  plan  should  pay.  This  is  a significant 
difference  from  what  was  implied  in  your  article. 

With  regard  to  the  Coalition’s  involvement 
with  DELRO,  I am  sure  you  are  aware  that  this 
has  been  going  on  for  over  a year.  It  was  the 
belief  of  the  employers  who  are  participating  in 
retrospective  review  with  DELRO  that  by  using 
the  existing  mechanism  of  review  that  is  in  place 
for  Medicare  patients,  we  would  be  better  able 
to  understand  the  patterns  of  providing  care  in 
our  community.  The  action  of  becoming  in- 
volved with  DELRO  was,  we  believe,  a very 
positive  step  as  it  represents  one  of  the  least  ag- 
gressive positions  that  an  employer  can  take. 
We  acknowledged  that  our  understanding  of 
the  Health  Care  delivery  system  was  insufficient 
and  in  order  to  provide  us  a better  understand- 
ing, we  decided  to  start  gathering  data. 

Your  fourth  paragraph  seemed  to  imply  that 
we  have  a contract  with  DELRO  that  will  deny 
people  admission  to  the  hospital.  This  is  abso- 
lutely incorrect.  Our  contract  with  DELRO  only 


Del  Med  Jrl,  Oct  1984 — Vol  56,  No  10 


605 


Letters  to  the  Editor 


allows  us  to  accumulate  data  from  which  we 
might  be  better  able  to  understand  the  problem. 
Shortly  we  will  be  providing  feedback  to  the  pro- 
vider community  on  those  cases  which  DELRO 
has  determined  may  have  involved  unnecessary 
or  inappropriate  care.  There  is  no  provision  nor 
was  it  ever  intended  that  through  our  involve- 
ment with  DELRO  would  anyone  be  denied  ad- 
mittance to  a hospital.  The  implications  that  the 
Coalition  is  involved  in  such  a thing  are  ex- 
tremely misleading  and  I believe  damaging  to 
the  continued  positive  relationship  that  we  hope 
will  exist  between  ourselves  and  the  Medical  So- 
ciety. I am  not  certain  as  to  what  caused  you 
to  write  such  a misleading  and  inflammatory 
article  against  an  organization  which  has  on  sep- 
arate occasions  supported  the  position  of  the 
Medical  Society  and  specifically  your  own  posi- 
tion relative  to  Ambulatorv  Surgery  Centers. 

If  possible,  I would  like  to  schedule  a meeting 
with  vou  so  that  several  members  of  the  Coalition 
and  myself  might  be  able  to  discuss  some  of  the 
issues  that  vou  raised.  At  the  very  least,  I be- 


lieve you  need  to  better  understand  what  we 
perceive  our  role  in  the  community  to  be. 

F.  J.  Laquinta 
Chairman 

Delaivare  Health  Care  Coalition 

ec:  DHCC — Executive  Committee 

Executive  Directors,  Delaware  Hospitals 
Members  of  the  Medical  Society  Board 
Ms.  Jane  Harriman,  News  Journal 


% % 'M 


DR.  CHAVIN'S  REPLY 


Dear  Mr.  Laquinta: 

This  will  acknowledge  receipt  of  your  letter 
of  September  26,  1984.  I accept  your  invitation 
to  meet  you  and  members  of  the  Coalition.  I 
am  only  sorry  that  the  invitation  did  not  come 
earlier.  Perhaps  you  will  agree  that  it  would 


ANNOUNCING  . . . 

FALL  1984  CONTINUING  MEDICAL  EDUCATION  PROGRAMS 

THE  ALFRED  I.  duPONT  INSTITUTE  of  the  NEMOURS  FOUNDATION 

Wilmington,  Delaware 

☆ ANNUAL  FALL  SEMINAR  ☆ 

Saturday,  October  20th 

Distinguished  Guest  Speakers: 

STUART  WEINSTEIN,  M.D.  — University  of  Iowa  Hospital,  Iowa  City,  IA 
ROBERT  H.  FITZGERALD,  JR.,  M.D.  - The  Mayo  Clinic,  Rochester,  MN 

ft  Current  Concepts  In  Pediatric  Orthopaedics  ☆ 

☆ The  Hip  And  Spine  ft 
Saturday  and  Sunday,  November  3 and  4 

Presented  by  the 

MEDICAL  STAFF  of  the  ALFRED  I.  duPONT  INSTITUTE 

For  additional  information  regarding  these  programs,  please  contact 
the  Department  of  Medical  Education  at 

(302)  651-6750 
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have  been  preferable  to  have  the  views  of  the 
Medical  Society  before  the  appearance  of  a news 
article  bearing  a headline  “Doctors  due  a warn- 
ing: Cut  unnecessary  costs.” 

I will  not  become  involved  in  a pedantic  quar- 
rel whether  or  not  you  (not  the  Coalition)  have 
been  quoted  in  a portion  of  the  article  which 
begins  by  reporting: 

“Laquinta  says,  he  thinks  pre-determination 
of  benefits.  . 

Two  things  are  certain.  You  are  reported  as 
having  made  the  statements  and  you  do  not  con- 
test the  correctness  of  the  report. 

I believe  I have  correctly  read  the  remarks 
attributed  to  you  by  Ms.  Harriman.  It  appears 
that  you  may  have  read  a portion  of  my  com- 
ments out  of  context  and  therefore  misconstrued 
them. 

If  you  still  have  your  copy  of  my  article,  per- 
haps you  can  verify  the  following  comment 
which  appears  at  the  top  of  page  446  (fourth 
paragraph ) : 

“.  . . therefore  the  physician,  acting  in  good 
faith  to  protect  a patient  who,  in  his  judg- 
ment requires  hospitalization,  may  be  in 
jeopardy  of  having  the  patient  retrospec- 
tively denied  admission.  In  that  case,  the 
patient  would  have  to  foot  the  bill  entirely 
on  his  own.” 

(Emphasis  added) 

The  purpose  of  my  article  was  to  protect  the 
interests  of  patients  which  must  be  paramount 
to  the  physician.  The  public  must  know  that  the 
clinician’s  judgment — the  judgment  of  its  treat- 
ing physician — may  be  subject  to  being  over- 
ruled. If  it  is  overruled,  the  patient  may  lose 
his  entitlement  to  reimbursement  from  medical 
insurance  as  it  exists  today.  The  cold  hard  fact 
is  that  if  some  patients  are  denied  reimbursement 
they  will  not  be  able  to  afford  hospitalization 
which  their  physician  believes  is  necessary.  If 
they  cannot  afford  to  pay  the  hospital,  they  will 
effectively  be  denied  hospital  care. 

I realize  that  industry  has  a goal  to  reduce 
what  it  pays  for  medical  care,  and  that  you  speak 
for  industry.  I do  not  quarrel  with  that  objec- 


tive. I do  not  know  who  speaks  for  the  em- 
ployee in  this  context.  My  objective  is  to  pro- 
vide quality  medical  care  for  my  patients.  I 
believe  I am  free  to  express  my  view  on  a sub- 
ject which  may  impair  my  ability  to  provide  the 
quality  of  care  which  I believe  is  required.  I 
believe  I have  the  right  and  duty  to  speak  for 
the  patient. 

I hope  that  this  letter  helps  you  to  understand 
my  President’s  Page  comment.  I am,  of  course, 
sending  a copy  of  this  letter  to  all  who  have  re- 
ceived a copy  of  your  letter. 

Should  you  have  any  further  questions,  please 
do  not  hesitate  to  contact  me. 

I.  Favel  Cilavin,  M.D. 

President 

cc:  DHCC — Executive  Committee 

Executive  Directors,  Delaware  Hospitals 
Members  of  the  Medical  Society  Board 
Ms.  Jane  Harriman,  News  Journal 
Delaware  Medical  Journal 


510  Philadelphia  Pike  • Wilmington.  DE  19809 
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DRGS:ANOTHER  POINT  OF  VIEW 

To  the  Editor: 

I recently  read  with  some  misgiving  the  ar- 
ticles found  on  the  President’s  Page  and  edi- 
torial page  of  the  August  issue  of  the  Delaware 
Medical  Journal  that  dealt  with  the  advent  of 
DRGs  and  preadmission  reviews.  While  ad- 
mittedly it  is  quite  evident  that  the  DRGs  are 
an  imperfect  program  that  will,  of  necessity, 
require  extensive  revision,  they  are  a long  over- 
due attempt  to  contain  the  increasingly  expand- 
ing costs  of  the  delivery  of  medical  oare  in  this 
country.  It  appears  to  me  that  since  DRGs 
originated  from  the  federal  government,  there  is 
a certain  presumption  on  the  part  of  the  medical 
community  that  they  are  of  necessity  bad.  Per- 
haps it  would  be  more  appropriate  for  each  of  us 
as  practicing  physicians  to  attempt  to  make  them 
work  from  the  outset  and  to  catalog  problems 
that  develop  for  review  and  change  by  the  regu- 


latory agencies  after  an  appropriate  period  of 
time.  To  develop  an  adversarial  relationship 
with  the  new  system  and  its  proponent  from  the 
outset  will  benefit  no  one,  least  of  all  the  patient. 

Singled  out  for  criticism  particularly  seems  to 
be  preadmission  review.  With  a possible  ex- 
ception of  pneumonia,  the  four  diagnoses  singled 
out  would  not,  to  this  observer,  seem  to  be  a 
reason  for  admission  if  uncomplicated.  After 
communication  with  Dr.  Paul  Akana,  President 
of  the  Delaware  Review  Organization,  it  is  my 
impression  that  this  review  is  not  an  attempt  to 
create  a barrier  for  admission,  but  rather  to  alert 
both  physician  and  patient  to  the  possibility  of 
disallowance  of  reimbursement  were  the  admis- 
sion to  take  place.  Certainly,  a competent  phy- 
sician with  a validly  ill  patient  should  not  be 
troubled  by  this  requirement  except  for  perhaps 
the  time  requirement  of  obtaining  the  clearance. 
I agree  it  would  certainly  be  appropriate  for 
DELRO  to  publish  the  reasoning  that  went  into 


Full  Service  Nuclear  Medicine 
Laboratory 

Computerized  Imaging  - Therapy 

DELAWARE  NUCLEAR  MEDICINE 

Nuclear  Cardiology 

Thallium  and  Radionuclide  Ventriculography 
Thyroid  Evaluation  and  Treatment 


330  Christiana  Medical  Center 
Newark,  DE  19702 
(302)  368-3000 
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the  preadmission  reviews  and  the  selection  of 
these  four  diagnoses. 

I would  have  to  disagree  with  Dr.  Kuhn  in 
his  assessment  of  his  fears  as  they  relate  to  ex- 
perience with  the  End  Stage  Renal  Disease  Pro- 
gram. Admittedly,  the  ESRD  Program  is  not 
a perfect  organ  of  governmental  activity,  but, 
considering  the  magnitude  of  the  problem,  it  has 
functioned  quite  well  and  is  a vast  improvement 
over  the  previous  system  ( that  was  a nonsystem ) . 
Perhaps  the  field  of  medicine,  before  raising 
cries  of  dismay  and  disgust  with  new  or  changing 
governmental  regulation,  should  come  forward 
with  a workable  and  nonself-serving  plan  of  its 
own  as  a viable  alternative. 

William  E.  Miller,  M.D. 


& !S 


To  the  Editor: 

The  announcement  that  one  of  the  major  pro- 
ducers of  DPT  vaccine  has  ceased  production 
along  with  the  increased  liability  experience  with 
pertussis  has  caused  an  unprecedented  rise  of 
almost  800%  in  the  cost  of  DPT  vaccine  to  the 
State. 

We  had  at  one  point  considered  the  option  of 
not  distributing  any  further  vaccine  to  physicians’ 
offices  because  of  the  cost.  We  have,  however, 
reconsidered  this  in  light  of  the  total  cost  to  the 
State  if  we  were  to  change  our  present  program. 

The  effects  that  were  considered  were  the 
following: 

1.  An  overall  decrease  in  the  immunization 
level  in  the  State. 

2.  The  disruption  of  the  school’s  immunization 
requirement  because  of  parents  who  could 
not  afford  to  pay  for  shots  and  experienced 
delays  at  clinics. 

3.  The  possibility  that  private  patients  would 
be  referred  to  public  health  clinics,  thus 
increasing  or  overloading  the  child  health 
clinics. 


4.  The  disruption  in  continuity  of  care  which  is 
so  important  in  the  developing  infant  and 
child. 

5.  Last  but  not  least,  we  felt  the  overall  cost 
to  the  State  for  vaccine  purchases  would 
not  be  greatly  reduced,  since  those  who 
could  not  afford  immunization  would  be 
referred  for  shots  at  State  expense  anyway. 

At  the  present  time,  given  the  amount  of  vac- 
cine used  in  the  State,  the  Division  of  Public 
Health  is  estimating  a shortage  of  around  $30,000 
for  vaccine  purchases  this  fiscal  year. 

We  will  continue  to  provide  vaccine  as  before 
as  long  as  we  can  do  so,  but  we  earnestly  request 
that  you  limit  the  use  of  furnished  vaccine  to 
the  truly  needy  children  in  your  practice. 

Lyman  J.  Olsen,  M.D. 

Editor’s  Note— One  of  the  largest  manufacturers  was  Wyeth 
Laboratories,  which  has  discontinued  producing  DPT.  Several 
smaller  manufacturers  have  also  dropped  out  of  the  business; 
Lederle  Laboratories  is  now  the  only  major  manufacturer.  At 
present,  DPT  costs  $42.50  per  vial,  up  from  around  $5.00.  In- 
asmuch as  Wyeth  Laboratories’  vaccine  is  still  available,  it 
may  be  anticipated  that  the  price  will  rise  even  further  once  the 
present  stocks  of  Wyeth’s  vaccine  are  exhausted. 


MEDICAL  PRACTICE 
SALES  AND 
APPRAISALS 

We  specialize  in  the  valuation  and  sell- 
ing of  medical  practices.  If  interested  in 
buying  or  selling  a medical  practice,  contact 
our  Brokerage  Division  at: 

THE  HEALTH  CARE  GROUP 
400  GSB  Building 
Bala  Cynwyd,  PA  19004 

215-667-8630 
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PHYSICIANS,  A WEEKEND 
WITH  THE  RESERVE 
ISN'T  JUST  ANOTHER  DAY 
AT  THE  OFFICE. 


Its  not  just  different  in  the  Army  Reserve, 
there  are  opportunities  to  explore  other 
phases  of  medicine,  to  add  knowledge,  and 
to  develop  important  administrative  skills. 
There  are  enough  different  needs  to  fill  right 
in  your  local  Army  Reserve  unit  to  make  a 
weekend  a month  exciting  and  rewarding. 

Explore  the  possibilities.  Call  our  officer 
counselor: 

MAJ  SHEILA  T.  BOWMAN,  ANC 
USAR  AMEDD  Procurement,  Forest  Glen  Section 
Walter  Reed  Army  Medical  Center,  Washington,  DC  20^  ~" 

(301)  427-5101/5131 


ARMY  RESERVE.  BEAU. YOU  CAN  BE. 


Special  Report 


THE  END  OF  AN  ERA 
IN  DELAWARE  MEDICINE 


I sometimes  fantasize  that  in  future  years 
I will  be  the  subject  of  a local  television  adver- 
tisement: “Do  you  know  me?  I presided  over, 
and  many  consider  me  responsible  for,  the  pass- 
ing of  an  era  in  Delaware  medicine.  No  longer 
could  a physician  admit  and  treat  patients  simply 
because  it  was  his  God-given  right  as  a physician 
to  do  so.  Rather,  he  now  had  to  set  out,  in  writ- 
ing on  a hospital  chart,  his  reasons  for  the  ad- 
mission and  his  subsequent  investigation  and 
treatment.  Not  only  did  this  era  pass  because 
of  government  fiat,  but  because  it  was  right  that 
it  should  pass.”  Fantasy  and  reality  are,  alas, 
mostly  mutually  exclusive. 

The  era  of  DRGs  is  upon  us.  Since  July  1, 
1984,  as  most  physicians  must  know  by  now,  all 
acute  care  hospitals  in  Delaware  are  under  the 
new  system  of  payment  for  Medicare  patients. 
This  system  decrees  that  patients  no  longer  have 
diseases  with  manifestations  as  varied  as  the 
number  of  those  afflicted,  but  diagnoses,  by  which 
each  patient  may  be  assigned  a computer  coding 
that  determines  the  compensation  allowed  the 


Dr.  Akana,  a surgeon,  is  president  of  DELRO,  Delaware  Re- 
view Organization. 


Paul  Akana,  M.D. 


hospital  for  treating  those  diagnoses.  Anyone 
who  has  examined  this  system  even  superficially 
can  see  that  compliance  with  all  of  its  features 
is  difficult,  if  not  impossible.  In  fact,  a study 
by  an  independent  California  organization  done 
prior  to  starting  the  DRG  program  found  that 
in  Delaware  alone  of  all  the  50  states  every  one 
of  our  acute  care  hospitals  is  in  danger  of  losing 
money  under  the  DRG  system. 

Hospitals,  for-profit  or  not,  are  not  in  business 
to  lose  money.  It  is,  therefore,  obvious  that 
ability  to  “manipulate”  the  DRG  system  is  an 
advantage.  Since  it  is  equally  obvious  that  this 
manipulation  can  be  either  ethical  or  unethical, 
the  administrating  bureaucracy  finds  itself  in  a 
position  of  needing  a “policeman”  of  sorts  to 
protect  its  interests.  Enter  DELRO,  the  Dela- 
ware Review  Organization. 

As  most  of  you  know,  DELRO  was  formed 
ten  years  ago  as  a local  organization,  physician- 
organized  and  physician-controlled,  for  peer  re- 
view. It  became  the  official  PSRO  ( Professional 
Standards  Review  Organization)  for  the  State 
of  Delaware.  As  such  it  was  responsible  for  re- 
viewing the  care  of  federally  sponsored  patients 
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from  three  aspects:  quality  of  care,  documenta- 
tion, and  utilization.  That  is,  DELRO  monitored 
whether  the  admission  and  care  of  hospitalized 
“federal”  patients  was  appropriate;  whether  there 
was  adequate  documentation  of  that  care  on  the 
hospital  chart  such  that  an  impartial  observer 
could  tell  what  had  happened  and  why;  and 
whether  the  use  of  hospital  facilities  and/or  an- 
cillary services  was  timely  and  appropriate. 
Through  the  efforts  of  member  physicians  and 
its  core  of  staff,  DELRO  performed  its  man- 
dated task  well  enough  that  it  became  the  third 
most  effective  PSRO  in  the  country  in  improv- 
ing utilization  practices  with  regard  to  Medi- 
care patients.  Its  success  in  “public”  review  has 
enabled  DELRO  to  expand  in  recent  years  into 
the  “private”  sector,  providing  utilization  data 
and  review  for  a fee  to  many  local  companies, 
including  Du  Pont,  Hercules,  and  ICI. 

Now,  however,  DELRO  is  in  the  awkward 
position  of  being  the  “policeman”  for  a new  fed- 
eral program,  the  DRG  program,  which  in  its 
intent  is  quite  altruistic.  After  all,  it  is  difficult 
to  criticize  any  program  sponsored  by  the  gov- 
ernment that  has  as  its  purpose  the  improvement 
of  patient  care  while  at  the  same  time  attempting 
to  save  a program  of  payment  for  that  care, 
which  may  yet  end  in  bankruptcy.  I do  not 
believe  that  any  Delaware  physician  is  at  odds 
with  these  goals.  The  means  for  achieving  the 
goals,  however,  may  be  somewhat  more,  contro- 
versial. 

Prior  to  July  1,  1984,  review  organizations  were 
funded  by  federal  grants  for  review  of  the  care 
of  Medicare  patients.  After  that  date,  however, 
it  was  decreed  that,  in  the  spirit  of  free  enter- 
prise, any  organization  that  wished  to  continue 
its  review  activities  would  have  to  bid  in  the 
common  marketplace  with  any  other  organiza- 
tion wishing  to  receive  federal  monies  for  the 
same  activity  in  the  same  location.  This  meant 
that,  in  many  areas  countrywide,  not-for-profit 
physician-run  review  organizations  were  bidding 
for  the  right  to  do  what  is  still  essentially  “peer 
review”  against  well-organized,  for-profit  com- 
panies specifically  founded  to  perform  review, 
both  public  and  private. 

Delaware  was  lucky.  Whether  because  of  its 
strong  reputation  or  because  the  numbers  were 


not  sufficient  to  make  competition  worthwhile, 
DELRO  had  no  counterbidders.  This  is  not  to 
say,  however,  that  DELRO  could  write  its  own 
ticket.  I have  been  approached  several  times 
recently  by  physicians  aghast  at  the  apparent 
abdication  by  DELRO  of  local  control  of  what  it 
could  and  could  not  choose  to  do  with  regard 
to  the  federal  program.  One  of  the  purposes  of 
this  communique  is  to  disabuse  anyone  of  the 
notion  that  DELRO  had  a great  deal  to  say  about 
the  implementation  of  the  federal  program. 

As  part  of  the  PRO  bid,  DELRO  was  required 
by  the  Health  Care  Financing  Administration 
(HCFA)  to  set  objectives  for  complying  with 
various  parts  of  the  new  law.  Among  the  re- 
quirements was  one  to  “reduce  admissions  for 
procedures  that  could  be  performed  effectively 
and  with  adequate  assurance  of  patient  safety 
in  an  ambulatory  surgical  setting  or  on  an  out- 
patient basis.”  DELRO’s  response  to  this  was 
an  objective  intended  to  “reduce  by  35%  the 
number  of  admissions  for  procedures  that  appear 
on  the  DELRO  Uncomplicated  Procedures  List 
by  July  1,  1986.” 

The  logical  question  arises:  Where  did 

DELRO  come  up  with  such  a number?  I must 
admit  that  many  of  the  figures  you  see  were 
arrived  at  with  some  difficulty.  The  problem 
is  that  Delaware’s  doctors  are  not  only  honest 
but  they  are  on  the  whole  quite  good  physicians. 
Inappropriate  admissions  infrequently  occur  in 
Delaware,  partly  through  DELRO’s  educational 
efforts  in  the  past.  These  efforts  have  reduced 
the  inappropriate  admissions  so  far  that  many 
of  the  original  numbers  for  reduction  that  we 
offered  the  government  in  our  bid  were  unac- 
ceptably small.  It  was,  therefore,  necessary  to 
“suggest”  new  numbers. 

The  problem  grows  when  the  section  of  the 
law  dealing  with  “quality  of  care”  objectives  is 
examined.  One  government  requirement,  for 
instance,  is  to  “reduce  avoidable  deaths.”  In 
order  to  reduce  the  number  of  these,  one  must 
first  identify  avoidable  deaths.  DELRO  was  un- 
able to  do  so  for  the  base  year  but  was  still 
forced  to  come  up  with  a number  that  it  pro- 
posed to  reduce.  Another  requirement  was  to 
“reduce  unnecessary  surgery  or  other  invasive 
procedures.”  While  one  may  argue  whether  or 
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not  surgery  in  many  cases  is  strictly  “necessary,” 
DELRO  is  not  only  required  to  make  such  a 
determination,  but  also  to  then  inform  the  patient 
when  the  surgery  was  determined  to  be  unneces- 
sary. 

The  last  example  I will  give,  although  cer- 
tainly not  the  last  requirement,  was  part  of  the 
“required  review  activities.”  It  was  to  “Review, 
prior  to  hospital  admission  . . . every  elective 
(my  italics)  case  proposed  for  five  procedure- 
related  DRGs  or  DRG  groups  . . .”  As  you  know, 
four  diagnoses  chosen  were  anemia,  diabetes, 
chronic  obstructive  pulmonary  disease  (COPD), 
and  pneumonia.  These  were  difficult  but  not 
haphazard  choices.  While  in  almost  every  way 
we  Delaware  doctors  have  a good  “appropriate 
admissions”  record,  statewide  audits  have  shown 
that  in  admissions  with  these  single  diagnoses 
and  no  complicating  circumstances,  a certain  per- 
centage were  inappropriate;  that  is,  from  all 
indications  on  the  hospital  chart,  the  patient 
could  have  been  handled  as  an  outpatient.  With 
respect  to  pneumonia,  for  instance,  4%  of  ad- 
missions were  found  to  be  inappropriate.  That 
is,  the  patient  had  no  fever,  leukocytosis,  res- 
piratory distress,  or  other  complicating  factor 
such  as  immune  suppression.  Once  admitted, 
these  patients  were  almost  invariably  treated 
with  oral,  not  intravenous,  antibiotics,  if  given 
antibiotics  at  all.  Thus,  neither  a seriousness  of 
illness  nor  an  intensity  of  service  need  for  these 
admissions  could  be  proven.  It  is  these  types 
of  admissions,  in  many  cases  “convenience”  ad- 
missions, that  are  the  target  for  reduction.  It  is 
perhaps  unfortunate  that  so-called  “social”  ad- 
missions are  no  longer  acceptable.  Nevertheless, 
they  are  too  expensive  for  the  government  to 
tolerate. 

One  of  the  biggest  objections  of  critics  of  the 
present  system  is  that  DELRO  is  an  organization 
that  operates  on  a 9 to  5,  weekdays  only  basis. 
One  of  the  diagnoses  that  was  designated  for 
preadmission  review  was  pneumonia,  often  not 
an  elective  but  rather  an  emergent  condition, 
particularly  in  the  elderly,  and  therefore,  not 
convenient  for  9 to  5 surveillance.  This  was, 
I admit,  an  awkward  and  tactical  error. 
Our  efforts  to  explain  have  been  somewhat  lame. 
Pneumonia  is  an  isolated  diagnosis.  In  DELRO’s 


past  experience,  most  of  the  unnecessary  ad- 
missions for  pneumonia  occurred  during  the  day, 
particularly  on  “convenience”  days,  ie,  prior  to 
weekends  and  holidays.  Patients  were  mostly 
admitted  directly  from  the  physician’s  office  and 
not  from  an  emergency  room.  It  is  these  types 
of  admissions  that  will  be  denied  when  prere- 
viewed if  they  do  not  meet  seriousness  of  illness/ 
intensity  of  service  criteria.  Admissions  at  odd 
hours,  whether  from  office  or  emergency  room, 
must  be  assumed  to  be  “true”  emergencies. 
These  admissions  will  all  be  reviewed  at  dis- 
charge, so  a check  will  still  be  made  to  see  that 
they  were  appropriate. 

Make  no  mistake:  The  objectives  described 
above,  and  others  that  I have  not  discussed,  had 
to  be  in  the  PRO  contract.  Further,  if  the  objec- 
tives as  stated  are  not  met,  and  at  the  intervals 
promised,  the  government  may,  under  the  law, 
withdraw  the  contraot  from  DELRO  and  confer 
it  on  another  organization.  You  should  know 
that  that  organization  is  the  local  fiscal  inter- 
mediary for  the  payment  of  the  hospital  portion 
of  the  Medicare  bill,  which  in  our  state  is  Blue 
Cross/Blue  Shield  of  Delaware.  It  should  also 
be  understood  that  the  present  administration 
in  Washington  would  rather  give  the  contract  to 
the  local  fiscal  intermediary  than  to  a physician- 
run  PRO.  Thus,  we  the  physicians  are  in  the  posi- 
tion of  fighting  a last-stand  battle  for  the  right 
to  review  the  care  of  our  patients.  Once  one 
takes  the  small  step  of  agreeing  that  such  review 
of  quality  of  care  and  utilization  is  necessary, 
that  it  is  right  to  insist  that  a hospital  chart  de- 
scribe and  justify  the  care  given  to  the  patient, 
then  one  should  have  no  trouble  in  agreeing  that 
physicians  can  and  should  be  willing  to  do  the 
reviewing. 

It  seems  to  me  to  be  of  little  use  to  complain 
about  the  regimentation  of  our  lives  and  the 
gradual  erosion  of  the  traditional  physician-pa- 
tient relationship — the  ability  of  the  physician 
to  do  what  he  pleases  and  when  to  his  patients. 
But  while  not  entirely  palatable,  the  new  sys- 
tem is  not  entirely  without  merit.  Good  phy- 
sicians will  always  be  good  physicians;  as  long 
as  a peer  review  organization  exists  that  is  run 
by  physicians,  a venue  exists  whereby  seem- 
ingly arbitrary  decisions  can  be  appealed  and 
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discussed,  and,  if  warranted,  reversed.  Poor 
physicians,  on  the  other  hand,  may  not  remain 
poor  physicians;  DELRO’s  philosophy  has  al- 
ways been  that  an  attempt  to  change  for  the 
better  a poor  practice  pattern  answers  the  needs 
of  the  physician  and  his  patients  more  satis- 
factorily than  immediate  punitive  action.  In  this 
light,  I suggest  that  for  a physician  to  write  in 
a hospital  chart  that  a decision  is  being  made 
or  a patient  discharged  because  of  government, 
DRG,  or  DELRO  regulations,  does  not  make  that 
admission  any  more  appropriate,  the  decision 
any  more  accurate,  or  the  discharge  any  more 
timely.  It  may  show  the  physician  to  be  a poorer 
one,  and  may  be  harmful  to  the  patient  in  the 
end. 

DELRO  does  not  seek  the  enmity  of  any  phy- 
sician. We  are  colleagues,  and  share  your  frus- 
trations. There  are  more  than  700  members  of 
DELRO,  roughly  equivalent  to  the  membership 
of  the  Medical  Society  of  Delaware.*  Yet,  I 


estimate  that  only  10%  of  those  members  actively 
participate  in  DELRO’s  activities,  either  federal 
or  private.  Some  do  not  have  time.  Others  are 
reluctant  to  review  for  the  record  the  activities 
of  their  colleagues.  And  yet  we  all  give  lip  ser- 
vice to  the  principle  of  “peer  review.” 

Not  only  should  we  be  willing  to  analyze 
constructively  and  possibly  to  criticize  the  ac- 
tions of  our  peers,  but  we  should  in  turn  be 
willing  to  accept  such  analysis  and  criticism 
as  is  offered.  It  is  not  necessarily  wrong  to  make 
mistakes — we  all  do  that — if  one  is  willing  to 
recognize  and  learn  from  them.  It  is  wrong  to 
refuse  to  acknowledge  that  a mistake  has  been 
made.  I feel  that  DELRO  represents  Delaware 
physicians’  last — 'and  at  present  best — chance 
to  constructively  participate  in  the  review  pro- 
cess. I urge  you  to  offer  us  your  help  and  advice, 
and  I assure  you  that  it  will  be  willingly  accepted 
and  considered. 

*The  Medical  Society  of  Delaware  membership  is  presently  990.  Ed. 
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E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


MANAGEMENT  OF  RHEUMATIC  DISORDERS,  J.M. 
H.  Moll,  Raven  Press,  New  York,  1984.  105  pp. 
Illus.  Price  $22.50. 

This  textbook,  which  deals  with  therapeusis 
of  rheumatic  disorders,  is  written  by  a preemi- 
nent British  rheumatologist  who  has  made  enor- 
mous personal  contributions  to  our  understand- 
ing of  the  diagnosis  and  management  of  many 
rheumatic  disorders.  The  British  more  than  any 
other  nationality  have  provided  us  with  excellent 
clinical  rheumatologists.  Perhaps  the  need  in 
Great  Britain  for  clinical  rheumatology  is  greater 
than  elsewhere  owing  to  the  naturally  wet  and 
cold  climate.  In  any  event.  Dr.  Moll,  in  his  pref- 
ace, states  an  intention  for  this  book  to  be 
useful  to  those  clinicians  whose  domains  overlap 
with  rheumatology  such  as  orthopedic  surgeons, 
rehabilitationists  and  clinical  investigators.  In 
the  text,  he  tends  to  distill  international  ap- 
proaches to  the  treatment  of  rheumatic  disorders 
and  to  interpret  them  through  the  perspective  of 
his  own  large  personal  experience. 

The  text  is  well  written,  generously  referenced 
and  handsomely  illustrated.  Initial  chapters  deal 
with  the  historic  aspects  of  treating  rheumatic 
disease;  and  general  principles  of  management 
are  highlighted  as  is  the  basis  for  all  therapy, 
a good  doctor-patient  relationship.  The  remain- 


der of  the  book  details  the  drug  therapy  of  vari- 
ous rheumatic  disorders.  There  is  a well  illus- 
trated and  interesting  chapter  on  local  injection 
therapy  that  I found  quite  well  written.  Radia- 
tion therapy,  which  is  not  widely  practiced  in 
this  country,  is  covered.  There  is  a brief  chapter 
on  orthopedics  and  a longer  one  on  rehabilita- 
tion. 

Two  welcome  chapters  in  a textbook  of  this 
type  include  a general  summary  and  conclusion 
chapter  that  briefly  reviews  summaries  of  the 
accepted  approach  in  different  types  of  arthritis, 
basically  a summary  of  the  rest  of  the  book.  In 
addition,  there  is  an  excellent  chapter  reviewing 
unorthodox  or  unproven  remedies  in  the  man- 
agement of  arthritis.  These  include  such  varied 
approaches  as  acupuncture,  copper  bracelets, 
flower  healing,  various  home  remedies,  macro- 
biotic diets,  naturopathy,  Swedish  massage,  and 
last  but  not  least,  urine  therapy.  No  one  has 
ever  asked  me  about  the  last  form  of  heterodox 
management. 

In  general,  I found  this  an  interesting  and  use- 
ful text  for  myself,  but  it  would  probably  add 
very  little  to  a standard  major  text  of  rheuma- 
tology. 

James  H.  Newman,  M.D. 
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A PRACTICAL  HANDBOOK  OF  JOINT  FLUID 
ANALYSIS,  by  Robert  A.  Gatter,  M.D.,  Lea  & 
Febiger,  Philadelphia,  1984.  105  pp.  Illus.  Price 
$22.50. 

This  as  a slim,  well  illustrated  monograph  that 
requires  only  a short  book  review.  It  essentially 
is  an  in-depth  discussion  regarding  the  import- 
ance of  joint  fluid  aspiration,  the  techniques  in- 
volved, and  the  analysis  of  joint  fluid.  It  enlarges 
on  existing  reference  material  in  standard  text- 
books of  rheumatology. 

I strongly  recommend  it  to  any  physioian  doing 
joint  fluid  analysis  in  his  office,  and  I strongly 
recommend  it  for  the  medical  residents’  libraries 
in  Wilmington  hospitals  as  a quick  reference  for 
looking  at  joint  fluid  in  the  middle  of  the  night. 

James  H.  Newman,  M.D. 
ft  ft  ft 

PARACELSUS:  AN  INTRODUCTION  TO  PHILO- 
SOPHICAL MEDICINE  IN  THE  ERA  OF  RENAIS- 
SANCE, by  Walter  Pagel,  M.D.,  Karger  Publishers, 
New  York,  1982.  404  pp.  Illus.  Price  $83.25. 

THE  SMILING  SPLEEN:  PARACELSIANISM  IN 
STORM  AND  STRESS,  by  Walter  Pagel,  M.D., 

Karger  Publishers,  New  York,  1984.  214  pp. 
Illus.  Price  $91.75. 

If  Bombast  of  Hohenheim  (1494-1541) — the 
only  really  verifiable  family  name  of  Paracelsus, 
though  he  was  able  at  times  to  sign  himself  as 
Philippus  Aureolus  Theophrastus  Bombastus  von 
Hohenheim — were  alive  today,  he  probably 
would  not  be  licensed  to  practice  medicine  in 
any  state  or  nation  of  the  civilized  world.  He 
would,  if  practicing,  be  a defendant  in  many 
malpractice  suits,  and  he  would  be  diagnosed 
without  much  hesitation  by  contemporary  psy- 
chiatrists as  showing  a borderline  personality  dis- 
order. Yet,  this  erratic,  unevenly  schooled  and 
always  controversial  figure  in  the  fermenting 
Europe  of  the  16th  century  became  ( largely  after 
his  death)  a powerful  figure  in  the  transforma- 
tion of  medical  thought  from  speculative  phil- 
osophy to  rational  empiricism. 

Walter  Pagel  (1898-1983),  a distinguished 
medical  historian,  spent  many  years  tracing  the 
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mixture  of  ancient  lore  and  foreshadowing  of 
modern  insights  in  the  writings  of  this  brilliant 
troublemaker.  As  a lay  preacher,  miner,  alchem- 
ist, military  surgeon  in  the  many  wars  of  16th 
century  Europe — and  even  professor  of  medicine 
(at  Basle)  without  a demonstrable  degree — 
Paracelsus  roamed  about,  observing  and  com- 
menting, and  eventually  committing  himself  to 
print  in  grandiose  and  frequently  self-conflicting 
pronouncements.  He  was  not  always  regarded 
with  favor  by  his  contemporaries  and  left  a 
number  of  towns  under  something  of  a cloud, 
but  evidently  he  thought  well  of  himself:  the 
self-imposed  nickname  Paracelsus  is  thought  to 
mean  “equal  to  or  above  Celsus,”  the  famous 
second-century  critic  of  Christianity.  When  he 
had  time,  Paracelsus  took  issue  with  his  con- 
temporary Martin  Luther,  apparently  thinking 
him  too  staid  a critic  of  the  Establishment.  Pa- 
gels’  characterization  of  this  vivid  Renaissance 
personality  manages  to  combine  impeccable 
scholarship  with  a quite  human  view  of  a highly 
energetic  and  contentious  man. 

To  see  Paracelsus  in  a twentieth-century  frame- 
work requires  a bit  of  perspective.  It  is  to  be 
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remembered  that  the  educated  portion  of  the 
population  of  sixteenth-century  Europe  was  quite 
minor:  not  only  the  peasant  masses,  but  many 
rulers  and  officials  of  state  were  virtually  illiter- 
ate. Medicine  was  neither  a recognized  scientific 
discipline  nor  a skilled  profession;  insofar  as  it 
had  any  common  identity  among  its  widely 
varied  practitioners,  it  was  one  of  the  many 
branches  of  speculative  philosophy,  along  with 
religion,  alchemy,  astrology,  and  the  rest.  Ves- 
alius’  studies  of  human  anatomy  were  not  pub- 
lished until  about  the  time  of  Paracelsus’  death, 
and  Harvey’s  discovery  of  the  circulation  of 
blood  was  almost  100  years  later.  Medical 
“knowledge”  consisted  largely  of  quotations  from 
and  commentaries  on  the  writings  of  the  ancients, 
elegantly  expressed  in  Latin.  Paracelsus  was 
probably  widely  exposed  to  classical  education, 
but  it  is  not  clear  that  he  took  any  formal  degrees 
during  his  travels  in  what  are  now  Germany, 
Switzerland,  France,  Austria,  and  Italy.  He  ap- 
parently had  a good  understanding  of  the  medi- 
cal traditions  of  his  time,  and  used  this  as  a 
target  for  his  own  disputes,  based  on  personal 
observation.  Many  scholars  have  had  problems 
in  disentangling  the  profusion  of  religious,  philo- 
sophical, chemical,  and  physical  speculations  he 
produced,  perhaps  partly  because  he  wrote 
mostly  in  the  German  vernacular  of  the  time, 
rather  than  the  classical  Latin  of  orthodox  schol- 
arship. 

The  original  Paracelsus  was  published  in  the 
1950s;  even  at  that  time,  Pagel  promised  a sequel 
about  Paracelsus'  successors  in  the  seventeenth 
century;  he  completed  this  just  before  he  died 
in  1983.  As  noted  above,  Paracelsus’  writing 


achieved  most  prominence  after  his  death  in 
1541  and  drew  a school  of  “Paracelsians”  who 
published  extensively  in  the  seventeenth  century, 
attacking  the  ancient  “humoral”  theories  and 
trying  to  establish  a more  rational  anatomical 
and  chemical  basis  for  the  understanding  of 
medicine.  There  were  those  to  whom  Para- 
celsus’ word  was  unassailable,  others  who  felt  the 
need  to  attack  every  concept;  the  most  famous 
Paracelsian,  Van  Helmont,  began  as  a devoted 
follower  and  became  a severe  critic.  No  matter. 
The  important  thing  is  that  medicine  began  to 
question  itself;  after  the  slumber  of  the  Middle 
Ages,  it  began  to  clear  the  way  for  the  explosions 
of  knowledge  that  have  happened  since,  and  that 
we  hope  will  continue  to  happen.  The  actual 
details  of  medical  theory  expressed  at  that 
time  are  as  unimportant  as  the  literature 
about  diabetes  before  the  discovery  of  insulin, 
or  about  mongolism  before  the  discovery  of  Tri- 
somy-23; the  important  thing  is  the  recognition 
that  our  present  knowledge  is  useful  only  until 
we  can  acquire  better  knowledge.  (The  title 
The  Smiling  Spleen  could  be  misunderstood:  The 
concept  of  the  spleen  as  the  seat  of  laughter  was 
not  a Paracelsian  concept,  and,  in  fact,  was  at- 
tacked along  with  other  “humoral”  theories.) 

Both  books  are  elegantly  printed  and  bound, 
on  high  quality  paper.  There  are  a few  sur- 
prisingly simple  typographical  errors,  but  none 
that  affect  the  sense  of  the  text.  These  books 
are  expensive,  but  well  worth  their  cost  to  the 
medical  library  or  to  any  serious  student  of 
medical  history. 

Robert  W.  Buckley,  M.D. 


Vincent  A.  Schiavi 
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An  association  between  hyponatremia  and  beer 
drinking  was  first  suggested  by  Demanet  in 
1971. 1 A patient  with  “beer  drinkers’  hypona- 
tremia” is  presented,  and  a possible  mechanism 
to  explain  the  syndrome  is  offered. 

Case  Report 

A 52-year-old  woman  was  admitted  with  a 
history  of  chronic  alcoholism.  She  admitted  to 
drinking  “fairly  heavily”  for  the  last  30  years. 
Her  usual  daily  intake  consisted  of  60  to  72  oz 
of  beer,  with  the  unusual  feature  of  placing  ice 
cubes  in  the  beer.  Approximately  one  week 
prior  to  admission  she  developed  epistaxis.  An 
otolaryngologist  performed  posterior  nasal  pack- 
ing and  prescribed  tetracycline.  She  did  well  for 
the  next  24  hours,  after  which  she  was  found 
unconscious  by  her  family,  without  evidence  of 
seizure  activity.  She  was  transferred  to  the 
hospital  emergency  room. 

Past  medical  history  included  a hysterectomy 
and  a fractured  humerus.  There  was  no  history' 
of  diabetes,  hypertension,  liver  or  kidney  dis- 
ease. Her  prior  surgeries  had  been  uncompli- 
cated with  no  evidence  of  a hermorrhagic  dia- 
thesis. The  only  medications  she  was  taking  at 
the  time  were  tetracycline  250  mg  and  chlordia- 
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zepoxide  (Librium,  Roche)  as  needed  for  anx- 
iety. 

She  admitted  to  smoking  one  pack  of  cigarettes 
daily.  She  was  not  married  and  lived  with  her 
mother.  Although  currently  unemployed,  she 
had  worked  at  one  time  as  a waitress. 

Physical  examination  revealed  a fragile,  mal- 
nourished white  female  appearing  her  stated  age. 
Her  blood  pressure  was  130/70;  temperature, 
37°C;  pulse  rate,  80;  respirations,  16.  Postural 
hypotension  was  not  present.  In  the  emergency 
room,  the  patient  was  confused  and  had  difficulty 
following  instructions.  Her  skin  was  warm  and 
dry  with  poor  turgor  and  slightly  dry  mucous 
membranes.  Ecchymoses  were  noted  on  her  eye- 
lids and  all  extremities,  but  petechiae  were  not 
noted. 

Significant  physical  findings  were  as  follows. 
There  was  a packing  in  the  left  naris.  There 
was  bilateral  blepharitis.  Cardiac  examination 
was  within  normal  limits  and  the  lungs  were 
clear.  The  liver  was  palpable  2 to  3 cm  below 
the  right  costal  margin  and  percussed  to  10  cm; 
the  spleen  was  not  palpable.  Rectal  examina- 
tion revealed  guaiac  positive  stool.  Neurologic 
examination  revealed  decreased  sensation  to  pin- 
prick in  the  distal  extremities. 

Initial  laboratory  values  included  a low  sodium 
of  112  mEq/L,  low  potassium  of  3.2  mEq/L, 
low  chloride  of  75  mEq/L,  and  C02  of  25 
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mEq/L.  BUN  was  2 mg/dL  and  creatinine  was 
0.1  mg/dL.  Hemoglobin  was  12.1  g/dL,  hema- 
tocrit 36 %,  and  white  blood  count  was  4600/ 
mm3.  A blood  alcohol  level  was  negative.  The 
prothrombin  time  and  the  PTT  were  both  within 
normal  limits.  Magnesium  was  normal  at  1.7 
mEq/L.  Urine  pH  was  6,  specific  gravity  was 
1.010.  Serum  calcium  was  low  (7.4  mg/dL) 
as  was  serum  phosphate  (2.0  mg/dL)  and  al- 
bumin (3.3  g/dL).  Uric  acid  was  2.4  mg/dL; 
SGOT  was  49  Iu/L  (normal  30).  Serum  T4 
was  normal.  Serum  cortisol  was  27.1  mcg/dL. 
After  injection  of  25  units  of  Cortrosyn,  it  rose 
to  45.2  mcg/dL,  a normal  response.  Serum  os- 
molality was  226  mOsm/kg  H20.  Urine  osmo- 
lality was  396  mOsm/kg  H20;  urine  sodium  111 
mEq/L;  potassium,  40  mEq/L;  and  chloride, 
157  mEq/L.  These  values  were  obtained  ap- 
proximately two  hours  after  250  mL  of  normal 
saline  had  been  administered  intravenously. 

Hospital  Course 

The  patient  was  treated  with  1 L normal  sa- 
line administered  over  24  hours  and  was  initially 
restricted  to  1000  mL  fluid  daily.  Over  the  next 


few  days,  her  serum  sodium  rose  gradually  to 
135  mEq/L.  Other  electrolytes  when  stabilized 
were:  potassium,  3.9  mEq/L;  chloride  99  mEq/ 
L;  and  C02,  28  mEq/L.  BUN  remained  at  2 
mg/dL,  creatinine  rose  to  0.4  mg/dL,  and  hemo- 
globin fell  to  9.7  g/dL.  Serum  osmolality  in- 
creased to  264  mOsm/kg  H20  and  urine  osmo- 
lality fell  gradually  to  199  mOsm/kg  H20.  The 
patient’s  intake  and  output  were  recorded  dur- 
ing the  five-day  period  and  showed  a positive 
fluid  balance  of  8 L.  On  the  sixth  hospital  day, 
she  had  a diuresis  of  5.5  L;  thus,  the  net  six-dav 
fluid  balance  was  2500  mL  excess  intake  over 
output.  The  24-hour  creatinine  clearance  was 
68  mL/min  (normal  88-128  mL/min).  On  the 
thirteenth  hospital  day,  a water  loading  test 
was  conducted  by  standard  protocol.2  The  initial 
ADH  level  obtained  was  0.6  IU  ( normal  0 to  3.6 
IU).  The  water  loading  test  revealed  normal 
urinary  diluting  capacity.  (Table  1) 

The  patient  was  followed  for  three  months 
after  discharge  from  the  hospital,  during  which 
time  she  did  not  drink  any  alcohol.  Serum 
sodium  averaged  135  mEq/L. 


TABLE  1 


WATER 

LOADING 

TEST2 

VALUES 

Baseline 

1 

H O 
2 

U R S 
3 

4 

5 

Urine  Osmolality 

413 

228 

58 

53 

101 

170 

(m  osm/kg  H20) 
Urine  Sodium 

77 

40 

9 

10 

25 

50 

(meq/L) 

Urine  Potassium 

20 

14 

5 

4 

7 

9 

(meq/L) 
Urine  Chloride 

85 

52 

12 

12 

26 

44 

(meq/L) 

Serum  Osmolality 
(m  osm/kg  HsO) 
Urine  Volumes 

267 

0 

140 

300 

240 

150 

262 

60 

(ml) 

An  oral  water  load  of  20  mg/kg  body  weight  (800  ml  for  this  40  kg  patient)  was  given  over 
15-20  minutes  and  urine  was  collected  hourly  via  catheter  for  five  hours  with  the  patient  re- 
cumbent. In  normal  individuals  >80%  of  the  water  is  excreted  by  the  fifth  hour,  and  the 
urine  osmolality  falls  below  100  mOsm/kg  H20.  Patients  with  SIADH  usually  excrete  <40% 
of  the  water  load  in  five  hours,  and  fail  to  dilute  urine  maximally. 
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Discussion 

Since  Gwinup  reported  a patient  with  beer 
drinker’s  hyponatremia  in  1972, 3 there  has  been 
much  speculation  relating  to  the  pathogenesis 
of  this  entity.4  Gwinup’s  patient  had  multiple 
admissions  after  beer  drinking  binges  in  which 
the  serum  sodium  was  depressed  to  the  levels 
of  106,  111,  and  122  mEq/L. 

The  patient  was  studied  over  a 35-day  period. 
Initially,  he  was  maintained  on  a general  diet 
with  no  fluid  or  salt  restriction.  After  a baseline 
period,  ten  16-ounce  cans  of  beer  (4800  mL) 
containing  4.6%  alcohol  by  volume  and  16  mg  of 
sodium  were  consumed  over  16  hours  eveiy  day 
for  seven  days.  During  this  period,  the  patient’s 
serum  sodium  fell  to  123  mEq/L,  and  serum 
osmolality  to  253  mOsm/kg  LLO,  while  the 
urine  was  inappropriately  concentrated  (>800 
mOsm/kg  FLO).  Following  a control  period  of 
one  week,  during  which  there  was  a return  to 
baseline  electrolvtes  and  osmolality,  ten  16-ounce 
beakers  of  water  were  taken  daily  over  the  next 
seven  days.  There  was  an  early  slight  decrease 
in  serum  sodium,  which  rapidly  returned  to 
normal,  but  with  dilute  urine  ( <300  mOsm/ 
kg  FLO).  After  another  control  period,  a quan- 
tity of  alcohol  equal  to  that  contained  in  the 
beer  was  given  daily  as  50%  ethanol.  The  in- 
gestion of  alcohol  alone  produced  little  change 
in  serum  electrolytes  and  no  marked  change  in 
urine  osmolality.  A fourth  experiment  with  in- 
gestion of  ethanol  and  water  equivalent  to  that 
in  the  first  experiment  was  attempted,  but  the 
experiment  was  discontinued  because  the  patient 
would  not  cooperate. 

Gwinup  stated  that  the  combination  of  hypo- 
tonic serum  and  concentrated  urine  is  often  re- 
garded as  presumptive  evidence  for  inappropri- 
ate secretion  of  antidiuretic  hormone.  He  con- 
cluded that  the  beer  either  unmasked  or  pro- 
duced the  syndrome  of  inappropriate  ADH. 

Gwinup  compared  this  patient  to  the  com- 
pulsive water  drinker  in  whom  ADH  secretion 
was  thought  to  play  a permissive  role  described 
by  Hobson  and  English.5  The  latter  authors 
pointed  out  that,  in  an  experimental  study  of 
compulsive  water  drinkers,  hyponatremic  intoxi- 
cation following  excessive  water  intake  did  not  oc- 


cur unless  exogenous  vasopressin  was  adminis- 
tered.6 Gwinup’s  results  are  consistent  with  this, 
in  that  his  patient  did  not  show  a sustained  drop 
in  serum  sodium  while  ingesting  water  instead  of 
beer,  and  urine  osmolalitv  dropped  with  water 
ingestion. 

Demanet  et  al  described  coma  due  to  water 
intoxication  in  a series  of  seven  beer  drinkers, 
all  of  whom  consumed  five  or  more  liters  of 
beer  daily.1  The  hyponatremia  was  ascribed  to 
the  low  sodium  content  of  beer  plus  an  excessive 
fluid  load;  in  some  of  his  patients  evidence  sug- 
gested excessive  ADH  secretion.  All  of  his  pa- 
tients had  underlying  diseases  that  might  lead 
to  excess  ADH  secretion. 

Hilden  et  al  described  a series  of  five  patients 
whose  average  beer  consumption  was  5 L/d 
with  intake  of  little  other  nourishment.7  They 
all  had  low  serum  osmolality,  but  were  other- 
wise healthy.  Hilden  concluded  that  the  hypo- 
natremia was  due  to  the  low  sodium  content 
of  beer  combined  with  the  lack  of  ordinary  food. 
Sodium  intake  was  estimated  to  be  10  mEq/d 
or  less,  whereas  fluid  consumption  was  5 L/d. 
Hilden  calculated  that  the  fluid  load  would  ex- 
ceed the  diluting  capacity'  of  the  kidneys,  as 
50  mOsm/kg  H20  is  considered  to  be  the  lowest 
urine  osmolality  possible,  and  these  patients 
would  have  to  achieve  a urine  osmolality  of  30 
mOsm/kg  H.O. 

Excessive  beer  consumption  must  always  be 
considered  an  etiology  for  hyponatremia.  In 
patients  with  concentrated  urine,  the  syndrome 
of  inappropriate  ADH  may  be  present.810 
Whether  alcohol  or  the  contents  of  some  types 
of  beer  specifically  affect  ADH  or  acts  per- 
missivelv  on  the  renal  tubule  requires  further 
study. 

Schrier  and  Leaf  suggested  two  vasopressin 
pathways:  osmotic  and  nonosmotic.11  The  os- 
motic pathway  involves  osmoreceptor  cells  in 
the  anterior  hypothalamus.  These  cells  appear 
to  reside  outside  the  blood  brain  barrier.  A \% 
to  2%  change  toward  hyperosmolality  alters  vaso- 
pressin release  from  this  center.  Several  authors 
believe  that  the  osmotic  pathway  is  controlled 
by  an  osmostat  system  that  may  be  reset  by 
various  physiologic  stimuli.1213  The  nonosmotic 
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pathway  consists  of  low  pressure  baroreceptors 
in  the  left  atrium,  and  high  pressure  barorecep- 
tors in  the  carotid  sinus  and  aortic  arch.  This 
system  responds  to  extracellular  volume  deple- 
tion and/or  hypotension.  Adrenal  insufficiency, 
cardiac  failure,  and  hypoxia  are  additional  stim- 
uli. 

Severe  volume  depletion  ( 10%  volume  loss ) 
is  known  to  stimulate  the  nonosmotic  pathway 
so  that  it  may  predominate  over  osmotic  sup- 
pression of  ADH.11’14  In  our  patient  it  may  be 
that  the  combination  of  blood  loss,  pain,  and 
stress  stimulated  ADH  production  so  that  volume 
was  conserved  at  the  expense  of  osmolality.  Her 
serum  osmolality  may  have  already  been  slightly 
low  before  the  epistaxis  because  of  chronic  low 
salt  and  high  water  intake.  Thus,  the  initial 
stimulus  of  blood  loss  combined  with  the  effect 
of  beer  on  the  physiology  of  renal  water  excre- 
tion produced  the  clinical  picture  and  laboratory 
abnormalities  seen  in  our  patient.  It  is  suggested 


that  when  beer  drinker’s  hyponatremia  is  sus- 
pected from  history,  an  ADH  level  be  drawn  on 
admission,  which  we  did  not  do. 
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studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor’  (cefaclor,  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0.18,  0.20,  0.21,  and  0.16  mcg/ml  at  two. 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour.  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment.  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 .5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  al 
Other  effects  considered  related  to  therapy  inc  jl 
eosmophilia  (1  in  50  patients)  and  genital  pruritui 
(less  than  1 in  100  patients). 

Causal  Relationship  Uncertain  - Transitory  ab*  JJ1 
clinical  laboratory  test  results  have  been  reported: 
were  of  uncertain  etiology,  they  are  listed  below : 
alerting  information  for  the  physician. 

Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  | 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leuk 
predominantly  lymphocytosis  occurring  in  infants 
children  (1  in  40). 

Renal  - Slight  elevations  in  BUN  or  serum  crea 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  £ 


Note  Ceclor’  (cefaclor,  Lilly)  is  contraindicated  •{& 
with  known  allergy  to  the  cephalosporins  and  she  M 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treig 
prevention  of  streptococcal  infections,  including  ill 
of  rheumatic  fever.  See  prescribing  information 
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Impaired  Physician 
Program 


195th  Annual 
Meeting  of  the  MSD 


AAO  Annual 
Meeting 


Hinckley  to  Speak 
in  Wilmington 


Recognition  and 
Prevention  of  SIDS 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302)  654- 
1001.  The  anonymity  of  the  caller  is  assured. 

CLINICAL  MEETINGS  AND  NOTICES 

The  195th  ANNUAL  MEETING  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE 
will  be  held  in  Wilmington  November  16-17,  1984.  The  House  of  Delegates  Annual 
Meeting  will  be  held  on  November  16  at  the  Delaware  Academy  of  Medicine.  On 
November  17,  the  Prayer  Breakfast,  Scientific  Session,  Spouses’  Program,  Exihitbs, 
and  Dinner  Dance  will  be  held  at  the  Hotel  du  Pont.  Participants  in  the  Scientific 
Sessions  will  be  eligible  for  five  Category  I credit  hours.  Contact:  The  Medical  Society 
of  Delaware,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone:  (302) 
658-7596. 

The  1984  ANNUAL  MEETING  OF  THE  AMERICAN  ACADEMY  OF  OPHTHAL- 
MOLOGY will  be  held  November  11-15,  1984,  in  Atlanta,  Georgia.  The  latest  findings 
in  new  surgical  procedures,  drug  therapies,  current  trends  in  ophthalmology  and  treat- 
ment of  eye  disease  will  be  explored  in  the  480  scientific  papers  scheduled  for  presen- 
tation. Contact:  Penny  Merrill,  American  Academy  of  Ophthalmology,  P.O.  Box  7424, 
San  Francisco,  California  94120-7424.  Telephone:  (415)  921-4700. 

Jack  Hinckley,  whose  son  John  Jr.  shot  President  Reagan,  will  speak  at  a Mental  Health 
Association  luncheon,  SOMEONE  YOU  LOVE  scheduled  for  November  14,  1984, 
at  the  Radisson  Hotel.  Mr.  Hinckley  will  discuss  his  personal  tragedy  and  his  search 
for  answers.  The  luncheon  is  $12  per  person  or  $100  for  tables  of  ten.  Contact: 
Mental  Health  Association  in  Delaware,  1813  N.  Franklin  Street,  Wilmington,  Delaware 
19802.  Telephone:  (302)  656-8308. 

The  Medical  College  of  Virginia  is  sponsoring  a seminar  entitled  UPDATE:  SUDDEN 
INFANT  DEATH  SYNDROME-RECOGNITION  AND  PREVENTION  on  Novem- 
ber 16,  1984,  in  Richmond,  Virginia.  Major  topics  of  discussion  will  be  Physiological 
Abnormalities  in  Infantile  Apnea,  Theophyllin  and  Apnea  in  Prematurity,  Coping  with 
Monitors,  and  the  Ethical  Issues  Involving  SIDS.  The  program  meets  the  criteria 
for  seven  prescribed  hours  by  the  American  Academy  of  Family  Physicians.  Registra- 
tion fee  is  $95.  Contact:  Beth  Winn,  Continuing  Medical  Education,  Box  48-MCV 
Station,  Richmond,  Virginia  23298.  Telephone:  (804)  786-0494. 


Impeccable 
apparel  for  all  occasions 
in  our  unique  country  setting 


Rockland  & Kirk  Roads  Montchanin,  Delaware 

9:00  to  4:30  Sat.  1 0:00  to  4:00 

302-656-2651 
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In  Brief 


Lecture  on  Colon  The  American  Cancer  Society,  Delaware  Division,  Inc.,  is  sponsoring  a lecture  by 
and  Rectal  Cancer  Warren  E.  Enker,  M.D.,  chief  of  rectal  and  colon  surgery  at  Memorial  Sloan-Kettering 
Cancer  Center,  on  November  29,  1984,  at  the  Delaware  Academy  of  Medicine.  The 
program  will  provide  information  on  the  disease,  diagnosis,  and  management  of  COLO- 
RECTAL CANCER.  There  is  no  registration  fee  for  the  day-long  program,  but  there 
is  a nominal  fee  for  lunch.  Participants  will  be  eligible  for  six  CME  credits.  Contact: 
Kay  Wooten  or  Peg  Mears,  American  Cancer  Society,  Delaware  Division,  Inc.,  1708 
Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone:  (302)  654-6267. 


Seminar  on  The  Coordinating  Council  for  the  Handicapped  Child  of  Delaware,  Inc.,  and  the 
Prevention  of  Division  of  Public  Health  will  hold  its  Annual  Fall  Seminar,  GROWING  UP  WHOLE— 
Childhood  Injuries  PREVENTING  CHILDHOOD  ILLNESSES,  November  30,  1984,  at  the  Alfred  I. 

duPont  Institute.  Topics  to  be  discussed  at  the  program  are  Vehicular  and  Pedestrian 
Injuries,  Child  Abuse  and  Injury,  and  Sports  Injuries.  Registration  fee  is  $10  and 
includes  lunch.  Contact:  The  Coordinating  Council  for  the  Handicapped  Child  of 
Delaware,  Inc.,  2705  Baynard  Boulevard,  Wilmington,  Delaware  19802.  Telephone: 
(302)  654-6987. 


Cardiology  in  Williamsburg,  Virginia,  will  be  the  site  for  CORONARY,  HYPERTENSIVE,  VALVU- 
Williamsburg  LAR,  AND  MYOCARDIAL  HEART  DISEASES:  THE  MULTIDISCIPLINARY  AP- 
PROACH, December  2-5,  1984.  The  program,  sponsored  by  the  American  College 
of  Cardiology,  will  feature  discussion  of  cardiovascular  disease  from  morphologic, 
functional,  and  therapeutic  standpoints.  The  program  is  designed  for  the  cardiologist, 
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THE  DELAWARE  CHAPTER  ARTHRITIS  FOUNDATION*  RHEUMATOLOGY  NEWS 


JUVENILE  ARTHRITIS 


Pediatric  rheumatology  is  beginning  to  emerge 
as  a distinct  subspecialty  because  of  our  im- 
proved understanding  of  the  unique  expressions 
of  inflammatory  and  immune  mediated  disease 
in  children.  As  our  understanding  of  the  basic 
pathophysiology  and  its  rational  therapy  im- 
prove, we  know  more  about  the  natural  history 
of  such  disease  and,  therefore,  can  better  counsel 
children  and  their  parents. 

The  term  juvenile  rheumatoid  arthritis  is  no 
longer  appropriate  to  describe  arthritic  disease 
in  children  since  it  covers  a collection  of  hetero- 
geneous and  distinct  clinical  syndromes.  For 
this  reason  we  now  refer  to  arthritis  in  child- 
hood as  juvenile  chronic  polyarthritis  (JCP)  or 
more  simply,  as  juvenile  arthritis. 

Juvenile  rheumatoid  arthritis  creates  a seman- 
tic link  to  the  adult  disease,  which  is  not  neces- 
sarily true  in  terms  of  the  clinical  course.  What 
formerly  was  referred  to  as  juvenile  rheuma- 
toid arthritis  encompasses  three  relatively  dis- 
tinct clinical  syndromes.  The  pauci-articular 
syndrome  occurs  most  commonly  in  girls  be- 
tween one  and  four  years  old,  and  appears  to 
restricts  itself  to  fewer  than  four  mjor  joints. 
It  has  more  than  even  chance  of  remission  prior 
to  adolescence  with  no  consequent  joint  dam- 
age. Perhaps  the  most  important  clinical  aspect 
of  this  subgroup  is  its  potential  for  subclinical 
iridocyclitis,  which  could  lead  to  serious  eye 
damage  if  left  untreated.  These  children  should 
be  monitored  three  to  four  -times  a year  through- 
out their  adolescence  by  an  ophthalmologist 
familiar  with  this  problem.  At  least  50%  of  these 
children  will  be  ANA  positive. 

The  most  common  syndrome  between  age  four 
and  ten  is  the  systemic  onset  disease,  also  re- 
ferred to  as  Still’s  disease.  As  opposed  to  the 
pauci-articular  variant,  in  which  there  are  few 
if  any  systemic  manifestations  of  inflammation, 
the  systemic  onset  disease  has  little  arthritis  but 

Editorial  Subcommittee  of  the  Medical  and  Scientific  Committee, 
The  Delaware  Chapter  Arthritis  Foundation. 


predominant  systemic  symptoms  including  sig- 
nificant fever,  rash,  serositis,  lymph  adenopathy, 
hepatosplenomegaly,  leukamoid  reaction,  ane- 
mia, and  thrombocytosis. 

Between  the  ages  of  ten  and  16,  juvenile  arth- 
ritis most  closely  approximates  adult  rheumatoid 
arthritis,  and  may  then  be  associated  with  rheu- 
matoid factor  positivity  in  blood  as  well  as 
subcutaneous  nodules.  This  subgroup  has  the 
greatest  chance  of  progressive  erosive  deform- 
ing disease. 

The  ability  to  do  histocompatibility-locus  typ- 
ing and  the  significance  of  the  HLA-B27  antigen 
in  regard  to  the  development  of  spondyloarth- 
ropathy has  led  investigators  to  identify  yet  an- 
other subgroup  of  arthritic  children.  These  are 
usually  boys  aged  eight  to  16  who  present  with 
pauci-articular  disease.  They  are  generally  HLA- 
B27  positive  and  often  go  on  to  develop  anky- 
losing spondylitis,  Reiter’s  syndrome,  or  one  of 
the  variant  spondyloarthropathies. 

Of  course,  the  differential  diagnosis  of  joint 
pain  in  children  includes  a good  many  more 
than  these  four  distinct  clinical  syndromes,  and 
there  is  some  overlap.  One  must  never  forget 
infectious  arthritis  including  atypical  infections 
such  as  Lyme  disease  and  mycobacteria,  under- 
lying leukemia  and  neoplasm,  immuno-globulin 
deficiencies,  complement  deficiencies,  lupus,  de- 
velopmental and  mechanical  orthopedic  prob- 
lems, and  endocrine  abnormalities. 

Fortunately,  better  classification  of  childhood 
rheumatic  syndromes  has  led  to  more  rational 
therapy.  Our  use  of  physical  therapy,  education, 
remittive  agents,  corticosteroids,  and  selected 
nonsteroidal  anti-inflammatory  drugs,  as  well  as 
the  more  appropriate  use  of  aspirin  therapy  has 
contributed  much  to  the  treatment  of  children 
with  arthritis. 

Rheumatic  disease  in  children  will  be  covered 
at  the  next  Rheumatology  Update  in  March 
1985. 
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IEPATITIS  D 


Hepatitis  D or  Delta  Hepatitis  is  a new  virus 
infection  that  causes  acute,  fulminant,  or  chronic 
Hepatitis  in  settings  of  parental  exposure,  intimate 
contact  and  epidemics.  It  is  somewhat  parasitic 
in  nature,  as  Hepatitis  B Surface  Antigen  must  be 
present  for  replication  of  Delta  with  its  unique,  small 
RNA  genome. 


Dr.  Mario  Rizzetto  of  Turin,  Italy,  and  his  colleagues, 
first  discovered  Delta  Hepatitis  in  1977  when 
examining  the  serum  of  Hepatitis  B Surface  Antigen 
carriers  who  had  chronic  Hepatitis.  Delta  proved  to 
be  unrelated  to  any  known  component  of  Hepatitis  B 
virus,  and  could  only  be  found  in  hosts  with  circulat- 
ing Hepatitis  B Surface  Antigen. 

Gammaglobulin  preparations  dating  back  to  1944 
have  been  examined  and  tested  in  the  United 
States,  and  they  have  shown  that  Delta  Hepatitis 
occurred  even  then.  Current  studies  indicate  that 
greater  than  30%  of  Delta  Hepatitis  cases  result  in 
fulminant  Hepatitis  and  that  probably  10%  to  40% 
of  what  was  once  considered  "fulminant  Hepatitis 


LOCAL  OWNERSHIP 
—PERSONAL  PRIDE 


INC. 


One  Pike  Creek  Center 
Linden  Hill  Road 
Wilmington,  DE  19808 
(302)  994-5764 


Medlab  is  the  Fourth  Laboratory 
in  the  United  States  to  Test  for 
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B"  represented  Delta  Hepatitis.  If  Delta  follows 
the  same  evolution  as  Hepatitis  B Surface  Antic  r 
the  results  could  be  devastating  for  drug  addict: 
hemophiliacs,  homosexuals,  health  care  workei 
and  multiply  transfused  individuals. 

Medlab  is  one  of  four  clinical  reference  laborij 
tones  in  the  United  States  to  offer  and  perform 
Abbott's  new  qualitative  and/or  semiquantitativc 
radioimmunoassay  for  the  detection  of  antibody  c 
Delta  Antigen  in  human  serum  or  plasma.  And,  £ 
would  be  pleased  to  provide  you  with  additions 
information  about  this  new  test  for  Hepatitis  D 
(Delta  Hepatitis),  or  any  of  our  existing  Hepatitis 
tests  and  profiles. 
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WHAT  KIND  OF  EDITORIAL  PAGE? 


The  fact  has  been  brought  up  during  this  past 
year  while  I have  been  writing  editorials  or 
President’s  Pages,  that  subjects  have  been  pro- 
vocative, and  that  they  have  been  less  than 
scientific.  It  is  true  that  my  presentations  were 
certainly  not  academic  or  scientific  in  nature,  nor 
were  they  intended  to  be.  It  is  my  position  that 
I have  existed  at  the  whim  of  the  members  of 
the  Society  as  requested  by  the  House  of  Dele- 
gates and  the  “Body  Politic,”  and  that  their  con- 
cerns are  of  primary  and  paramount  nature  and 
that  I should  pay  attention.  It  is  my  impression 
that  the  scientific  aspect  of  medicine  is  well- 
covered  in  the  medical  articles  that  we  publish, 
and  in  the  hundreds  of  journals  and  lay  maga- 
zines, and  conferences.  It  is  also  my  experience 
that  medicine  has  been  assaulted,  right,  left, 
frontwards  and  backwards,  in  all  directions  and 
incessantly,  with  increasing  fervor  and  increasing 
dedication  by  those  forces  outside  of  medicine 
and  that  those  forces  care  little  as  to  how  medi- 
cine is  carried  on  so  long  as  costs  are  contained. 
It  has  been  my  goal  that  those  who  are  inter- 
ested, and  even  those  who  are  less  than  inter- 
ested, should  be  informed  as  completely  as  pos- 
sible of  the  status  of  American  medicine  today. 
Will  its  excellence  be  maintained  or  will  its  ex- 
cellence be  demeaned,  or  curtailed  by  govern- 
ment and/or  industry’s  cost-effective  approaches? 
Simply  put,  my  goal  has  been  to  ensure  that  the 
medical  profession  has  been  better  informed. 
On  that  basis,  as  part  of  this  President’s  Page 
I am  including  the  following  letter  from  Lester 
Sinness,  Ph.D.,  wherein  he  places  the  blame,  at 
least  in  part,  on  the  patient. 


THE  IRRESPONSIBILITY  OF  THE 
CITIZEN-PATIENT 

by  Lester  S.  Sinness,  PhD. 
(Community  leader  with 
special  interest  in  health 
matters.) 

“In  the  current,  turbulent  debate  on  mush- 
rooming health  costs,  I believe  too  little  atten- 
tion is  paid  to  the  primary  cause  of  the  problem: 
the  patient  himself. 

“The  citizen-patient  in  the  modem  welfare 
state  is  being  increasingly  led  to  believe  that  he 
is  entitled,  as  a fundamental  human  right,  to  the 
best  of  all  possible  medical  care,  regardless  of 
cost.  His  demands  are  basically  insatiable,  and, 
as  a voter,  he  elects  politicians  who  promise  the 
most  benefits  of  every  conceivable  kind.  He  is 
only  vaguely  aware  that  he  and  other  taxpayers 
must  ultimately  pick  up  the  bill. 

“At  the  same  time,  the  average  citizen  con- 
siders that  he  is  entitled  to  eat,  drink,  and  smoke 
as  much  as  he  pleases,  to  avoid  exercise  and 
generally  neglect  his  well-being,  and  that  any 
attempt  by  others  to  change  his  life  style  con- 
stitutes a crass  violation  of  privacy.  But,  of 
course,  it  is  the  sacred  duty  of  society  to  take 
care  of  him  when  he  cracks  up. 

“Although  entrance  questionnaires  filled  out  by 
patients  are  notoriously  unreliable,  it  is  estimated 
that  more  than  half  of  the  hospital  admissions 
in  the  United  States  are  due  to  alcohol  (includ- 
ing drunken  driving),  tobacco,  and  drugs.  It 
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seems  obvious  that  by  far  the  most  important 
target  for  cost  reduction  in  the  nation’s  enormous 
health  bill  (350  billion  dollars  per  year)  resides 
in  improved  life  style  and  preventive  mainten- 
ance of  the  human  body.  And  yet  less  than  2% 
of  the  curriculum  of  the  Harvard  Medical  School, 
for  example,  is  directed  at  health  maintenance 
and  life  style. 

“To  put  a cap  on  our  open-ended  medical  costs 
and  ultimately  to  achieve  reductions  in  these 
costs  will  be  quite  difficult,  because  the  thinking 
apparatus  of  our  average  adult  citizen  is  badly, 
and  perhaps  permanently,  polarized.  Education 
of  the  young  is  the  key  to  the  solution,  starting 
with  the  primary  grades  and  continuing  through 
medical  school  for  our  doctors.  Only  by  this 
route  can  we  hope  eventually  to  instill  a sense 
of  personal  health  and  economic  responsibility 
in  the  minds  of  future  citizen-patients. 

“Although  most  doctors  are  not  political  ani- 
mals, they  are  well  qualified  to  supply  the  data  and 
stimuli  for  initiating  the  educational  programs 
required.  It  is  highly  questionable  whether  the 
irresponsible  citizen-patient,  if  left  to  his  own 


devices,  will  initiate  such  problems  or  perse- 
vere in  them. 

“In  the  absence  of  appropriate  educational  ef- 
forts we  can,  as  one  wit  has  observed,  confidently 
look  forward  to  a future  clone  of  Ralph  Nader 
bringing  a class  action  suit  on  behalf  of  the 
citizenry  against  the  medical  profession  for  fail- 
ure to  achieve  immortality  for  mankind.  This, 
of  course,  will  be  the  ultimate  malpractice  suit.” 

I must  say  that  I concur  with  a great  pro- 
portion of  these  comments.  I leave  it  to  you, 
the  reader,  to  give  it  its  proper  place. 

And  finally,  I have  enjoyed  my  participation 
in  this  Journal,  and  hope  I have  at  least  stimu- 
lated some  thoughts  and  conversations  over  the  i 
past  year. 
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ACUTE  RHEUMATOID  PLEURISY  WITH  EFFUSION 
AND  DEMONSTRATION  OF  A RHEUMATOID 
NODULE  IN  THE  PLEURA 


Pleuropulmonary  manifestations  of  rheumatoid 
arthritis  include  (1)  pleurisy  with  or  without 
effusion,  (2)  pulmonary  nodules  microscopically 
similar  to  subcutaneous  nodules,  (3)  diffuse  in- 
terstitial pneumonitis  and  fibrosis,  (4)  pulmonary 
arteritis  with  pulmonary  hypertension,  (5)  ob- 
literative bronchiolitis,  and  ( 6 ) rheumatoid  pneu- 
moconiosis (Caplan’s  Syndrome).  Rheumatoid 
pleural  effusion  usually  occurs  in  middle-aged 
men  with  subcutaneous  nodules.  Although  rheu- 
matoid effusions  can  be  bilateral,  most  are  uni- 
lateral with  right-sided  predominance.1  Pleural 
effusions  may  antedate  joint  symptoms  but  more 
often  are  recognized  coincident  with  or  years 
after  the  development  of  the  arthritis  and  are 
generally  associated  with  high  serum  titres  of 
rheumatoid  factor.1-3  This  report  describes  sev- 
eral unusual  clinical  features  of  a patient  with 
rheumatoid  pi eural  effusion. 

Case  Report 

A 30-year-old  male  was  admitted  to  the  hos- 
pital with  a seven-day  history  of  bilateral  pleu- 
ritic chest  pain,  fever,  and  acute  polyarticular 
arthritis.  He  denied  cough,  sputum,  or  signifi- 
cant shortness  of  breath,  and  there  was  no  past 
history  of  cardiac  disease. 

He  described  episodic  joint  pain  over  the  six 
months  prior  to  admission,  but  had  no  evidence 

Dr.  Chabalko  is  an  assistant  in  the  Section  of  Pulmonary  Dis- 
ease. Department  of  Medicine,  The  Medical  Center  of  Delaware. 


John  J.  Chabalko,  M.D. 

of  synovitis  by  clinical  examination.  Serum  for 
rheumatoid  factor  was  reactive  at  1:320  four 
months  prior  to  hospitalization. 

Physical  examination  revealed  the  patient  to 
be  acutely  ill.  His  temperature  was  37.9°C; 
his  respiratory  rate  was  22  per  minute.  Exami- 
nation of  the  chest  revealed  dullness  to  percus- 
sion and  diminished  breath  sounds  at  the  right 
base.  Many  of  his  joints  were  erythematous, 
swollen,  and  tender,  with  limited  motion  due  to 
pain.  There  were  no  subcutaneous  nodules.  The 
remainder  of  the  physical  examination  was  non- 
contributory. 

Rheumatoid  factor  was  1:1280;  antinuclear 
antibody  was  less  than  1:20.  The  peripheral 
white  cell  count  was  13,200  with  a left  shift. 
Eiythrocyte  sedimentation  rate  was  34  mm/h. 
Cultures  of  blood  and  urine  showed  no  growth. 
Intermediate  strength  PPD  was  nonreactive  at 
48  hours.  Electrocardiogram  and  echocardio- 
gram were  both  unremarkable. 

The  chest  x-ray  revealed  a right-sided  pleural 
effusion  that  shifted  completely  to  the  right 
lateral  pleural  space  with  the  patient  in  the  right 
lateral  decubitus  position.  The  lung  fields  and 
heart  were  otherwise  unremarkable. 

Right  thoracentesis  with  closed  needle  biopsy 
of  the  parietal  pleura  was  performed.  Approxi- 
mately 450  cc  of  yellow,  cloudy  fluid  was  re- 
moved. Analysis  of  the  pleural  fluid  showed 
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a WBC  of  44,000  with  many  disintegrating  cells 
and  amorphous  material.  The  protein  was  6.5 
g/dl;  the  glucose,  12  mg/dl;  the  LDH,  2300 
IU/L;  and  the  pH  7.12.  The  pleural  biopsy 
revealed  a rheumatoid  ( necrobiotic ) nodule. 
(Figure  1)  Special  stains,  smears,  and  cultures 
were  negative  for  bacteria,  mycobacteria,  and 
fungi.  Cytology  showed  no  malignant  cells. 

A diagnosis  of  acute  rheumatoid  pleurisy  with 
effusion  in  association  with  classical  rheumatoid 
arthritis  was  made. 

Discussion 

The  diagnosis  of  rheumatoid  pleural  effusion 
may  be  difficult.  A presumptive  diagnosis  is 
often  made  by  exclusion  of  infectious  or  neoplas- 


FIGURE  1 


Rheumatoid  nodule  consisting  of  a central  region 
of  fibrinoid  necrosis  (dark  arrow)  surrounded 
by  a palisade  of  epithelioid  cells  (clear  arrow) 
with  an  associated  area  of  thickened  fibrotic 
pleura. 


tic  disease  in  a patient  with  rheumatoid  arthritis.  | 
Characteristic  pleural  fluid  findings  further 
strengthen  the  association  in  many  patients,1-2'4 
but  overlap  with  other  causes  of  effusion  such 
as  infection  and  neoplasm  can  occur.5  If  a 
rheumatoid  nodule  can  be  demonstrated  in  the 
pleura,  then  the  diagnosis  of  rheumatoid  pleu- 
risy can  be  made  with  certainty.0'7 

Rheumatoid  pleural  effusion  is  a sterile  exu-  | 
date  usually  discovered  as  an  incidental  finding  | 
in  a patient  with  known  rheumatoid  arthritis.8 
Less  frequently,  acute  pleurisy  in  association 
with  increased  activity  of  joint  disease  may  occur 
as  with  this  patient.1'3 

The  glucose  content  of  rheumatoid  pleural 
fluid  is  often  markedly  depressed  and  the  LDH 
content  markedly  elevated  when  compared  to 
serum  values.1-3  Acidosis  of  the  pleural  fluid 
(pH  less  than  7.30)  in  the  absence  of  systemic 
acidosis  has  recently  been  described.5  The  exact 
mechanisms  of  these  biochemical  alterations  in 
rheumatoid  pleural  effusion  are  not  known;  in- 
creased metabolic  activity  by  the  pleural  mem- 
brane is  a possible  explanation.5  Another  ex- 
planation for  the  reduced  glucose  content  is 
impaired  glucose  transfer  between  serum  and 
pleural  fluid  across  the  pleural  membrane.2 

The  white  blood  oount  in  the  pleural  fluid 
is  in  the  range  of  1500  to  5000/mm3  with  a 
lymphocyte  predominance.2  In  the  acute  de- 
velopment of  effusion,  as  likely  occurred  in  this 
patient,  the  white  blood  count  may  be  higher 
and  polymorphonuclear  cells  may  predomi- 
nate.4’9 

Cytologic  examination  of  pleural  fluid  is  use- 
ful in  evaluating  for  malignant  disease.  Analysis 
of  rheumatoid  factor,  complement  levels,  and 
immune  complexes  in  pleural  fluid  have  been 
described,  but  are  not  particularly  helpful  in 
differential  diagnosis  as  overlap  with  other  causes 
of  effusion  has  been  noted.3 

Pleural  biopsy  may  be  very  helpful  in  estab- 
lishing the  diagnosis  of  rheumatoid  pleuritis  as 
the  etiology  of  effusion  when  a characteristic 
rheumatoid  nodule  is  seen  as  in  this  case.6’10 
Unfortunately,  nonspecific  inflammation  is  de- 
scribed more  frequently  with  closed  needle  bi- 
opsy, and  even  open  pleurectomy  may  be  non- 
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diagnostic.4  Pleural  biopsy  is  helpful  in  evalu- 
ating for  the  presence  of  tuberculosis  or  malig- 
nancy and  should  be  performed  in  the  patient 
with  an  atypical  presentation. 

This  patient  is  interesting  in  several  respects. 
The  development  of  a symptomatic  rheumatoid 
pleural  effusion  in  a young  person  with  a short 
duration  of  joint  symptoms  and  without  subcu- 
taneous nodules  is  atypical.  Demonstration  of 
a rheumatoid  nodule  on  closed  needle  biopsy 
of  the  parietal  pleura  is  an  unusual  finding  but 
was  very  helpful  in  this  patient  in  the  differen- 
tial diagnosis  of  acute,  febrile  pleurisy  with  ef- 
fusion. 

Summary 

Establishing  the  causal  relationship  between 
rheumatoid  arthritis  and  pleural  effusion  in  an 
individual  patient  may  be  difficult,  especially  in 
the  atvpical  case.  A pleural  effusion  with  low 
glucose,  high  LDH,  and  a low  pH,  while  char- 
acteristic of  a rheumatoid  effusion,  is  also  found 
in  empyema  and  malignancy.5  The  demonstra- 
tion of  a rheumatoid  nodule  on  pleural  biopsy, 
although  diagnostic  of  rheumatoid  pleuritis,  is  an 


unusual  finding;  thus  the  diagnosis  of  rheuma- 
toid pleural  effusion  is  often  made  by  the  ex- 
clusion of  infectious  and  neoplastic  causes  and 
by  the  patient’s  subsequent  clinical  course.  The 
histology  in  this  patient  allows  a definitive  diag- 
nosis of  acute  rheumatoid  pleuritis  with  effusion, 
and  further  substantiates  the  variability  of  the 
presentation  of  rheumatoid  pleural  disease. 
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This  misread  EKG  delayed  the 
patient’s  admission  & treatment — and 
cost  the  doctor  a malpractice  claim. 


The  doctor  who  read  this  EKG 
diagnosed  the  patient’s  nausea  as 
being  due  to  gastroenteritis  and 
sent  her  home.  Six  hours  after 
being  admitted  the  next  day,  the 
patient  expired  of  an  acute  MI. 

The  result:  A malpractice  claim 
against  the  physician. 

Recent  national  evidence,  and  in- 
formation from  our  own  claims 
files,  suggests  that  Mis  are  fre- 
quently misdiagnosed.  The  EKG 
above,  for  example,  strongly  indi- 
cates an  acute  MI. 

We  know  that  insurance  coverage 
alone  won’t  solve  the  malpractice 
problem.  It  will  also  take  reasonable 


patient  expectations.  And  even 
greater  diligence  by  physicians. 
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or  emerging  trends  and  warn  policy- 
holders, through  timely  publica- 
tions, medical/legal  seminars  and 
other  educational  presentations. 
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into  coverage  from  Pennsylvania 
Casualty  Company. 

See  your  insurance  agent/broker, 
or  contact  us  at  the  address  below. 
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The  face  behind 
insurance  protection  for 
Delaware  physicians 


Anne  Bader  is  your  Delaware  connection 
to  the  M-service  insurance  programs  of 
the  Medical  Society  of  Delaware  Insurance 
Services,  Inc. , which  include  comprehen- 
sive professional  liability  protection  from 
the  PHICO  Group-famous  for  its  flexibil- 
ity in  the  development  of  risk  management 
programs  for  practicing  physicians  all 
across  the  United  States. 

Put  her  20  years  of  fast,  personal  ser- 
vice to  the  Delaware  medical  community 
to  work  with  you  in  designing  a program 
that  meets  your  needs,  with  features  like: 
• Flexibility.  You  get  a package  that 
combines  individual  physicians  coverage 
with  several  available  options.  There  are 
no  territorial  restrictions  on  coverage, 
especially  important  to  physicians  in 


multi-state  practice.  And,  there  are  no 
surcharges  or  assessments  beyond  your 
usual  premium. 

• Dividend  Plan.  You  get  competitive 
premiums,  plus  a dividend  plan  for  Medi- 
cal Society  of  Delaware  members  whereby 
you  share  in  investment  income  generated 
by  premiums  and  financial  savings  from 
“good  loss”  experience. 

• Settlement.  You  get  peace  of  mind, 
knowing  that  an  important  part  of  the 
Phico  philosophy  includes  “the  denial 
and  defense  of  unfounded  claims.” 

For  fast,  personal  service,  call  Anne 
Bader-the  face  behind  insurance  protec- 
tion for  Delaware  physicians.  Put  her  to 
work  for  you,  today. 
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Start  a practice  near  the  hospital 
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looking  for  an  economical  way  to  start  a 
practice,  and  would  like  to  open  an  office 
near  the  new  Christiana  hospital  . . . The 
Omega  Medical  Center  is  just  what  you've 
been  looking  for. 

A unique  time-sharing  plan  makes 
fully  administered  office  facilities  avail- 
able to  you  on  an  hourly  or  daily  basis. 


The  monthly  fee  includes  administra- 
tion, housekeeping,  and  receptionist 
services  as  well  as  fully  equipped  offices 
and  examining  rooms.  The  on-site 
laboratory,  X-ray  facility  and  mini  oper- 
ating room  offer  added  convenience 
for  you  and  your  patients.  Call  today 
for  full  details  and  a free  brochure. . . 
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LIPID  EMULSIONS  IN  THE  NEWBORN  INFANT 


Michael  L.  Spear,  M.D. 


Introduction 

Lipid  emulsions  have  become  a necessary 
component  of  parenteral  nutrition  for  the  criti- 
cally ill  newborn  infant  who  cannot  tolerate 
enteral  feeding.  These  solutions  for  intravenous 
provision  of  calories  have  been  used  for  the 
last  12  years.  Along  with  dextrose  and  amino 
acid  solutions,  they  help  provide  the  proper 
ratio  of  nitrogen  and  non-nitrogen  calories.  The 
metabolism,  transport,  and  side  effects  of  lipids 
have  been  extensively  investigated.  Before  lipid 
emulsions  were  available,  essential  fatty  acid 
deficiency  frequently  developed  in  infants  re- 
ceiving only  dextrose  and  amino  acid  solutions.1’2 
Since  lipid  emulsions  have  become  such  an  in- 
tegral part  of  parenteral  nutrition,  the  American 
Academy  of  Pediatrics  has  established  guide- 
lines for  their  use  in  newborn  infants.3 

Types  of  Lipid  Emulsions 

Two  lipid  emulsions  are  currently  being  used 
infants:  Liposyn  (Abbott)  and  Intralipid  (Cut- 
ter). (Table  1)  There  are  three  main  differences 
between  these  infusions.  The  oil  in  Liposyn  is 
safflower,  and  soybean  is  the  oil  in  Intralipid. 
Liposyn  contains  77%  linoleic  acid;  Intralipid, 
54%.  Finally,  Liposyn  contains  0.1%  linolenic 
acid;  Intralipid,  8%.  In  premature  infants,  this 
last  difference  may  be  extremely  important. 
Linolenic  acid  may  be  an  essential  fatty  acid 
in  premature  infants;  therefore,  Intralipid  is  pre- 
ferred for  use  in  this  group  of  patients. 

Dr.  Spear  is  a provisional  in  the  Department  of  Pediatrics, 
Division  of  Neonatology.  The  Medical  Center  of  Delaware. 


Metabolism  and  Transport 

Clearance  of  Intralipid  has  been  extensively 
investigated.4  9 Infants  have  slower  clearance 
rates  than  adults,  and  the  clearance  in  prema- 
ture and  small  for  gestational  age  infants  is 
particularly  delayed.10"12  In  1972,  Gustafsen  per- 
formed the  initial  clinical  stud}'  looking  at  intra- 
venous injection  of  fat  emulsions.6  Using  Intra- 
lipid 20%,  42  infants  with  birth  weights  less  than 
2500  g were  studied.  Seventeen  infants  received 
0.5  g/kg  in  five  minutes.  Consistent  differences 
between  small  for  gestational  age  (SGA)  and  ap- 


TABLE  1 

LIPOSYN  10% 

INTRALIPID  10% 

OIL 

SAFFLOWER 

SOYBEAN 

FATTY  ACID  CONTENT 

LINOLEIC 

77% 

54% 

OLEIC 

13% 

26% 

PALMITIC 

7% 

9% 

LINOLENIC 

0.1% 

8% 

STEARIC 

2.5% 

— 

EGG  YOLK 

PHOSPHOLIPIDS 

1.2% 

1.2% 

GLYCERIN 

2.5% 

2.25% 

CALORIES/ML 

1.1 

1.1 
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propriate  for  gestational  age  (AGA)  premature 
infants  were  shown.  However,  the  lipid  doses 
used  were  not  comparable  to  those  in  current 
clinical  practice. 

Andrew  et  al  infused  a 10%  fat  emulsion  over 
four  hours  in  27  infants  from  28  to  40  weeks  ges- 
tation during  the  first  two  days  of  life.10  She 
demonstrated  that  infants  greater  than  33  weeks 
gestation  had  lower  peak  free  fatty  acid  (FFA) 
and  triglyceride  (TG)  levels,  compared  to  in- 
fants less  than  33  weeks.  In  addition,  all  SGA 
infants  had  higher  peak  free  fatty  acid  and  tri- 
glyceride levels,  compared  to  AGA  infants  of 
any  gestational  age. 

The  difference  in  clearance  rates  may  be  re- 
lated to  the  pathway  for  lipid  metabolism.  The 
clearance  of  lipid  emulsions  from  the  blood- 
stream is  similar  to  that  of  endogenously  pro- 
duced chylomicrons.  Lipoprotein  lipase  is  the 
rate-limiting  enzyme  for  chylomicron  breakdown. 
The  enzyme  is  located  in  both  hepatocytes  and 
capillary  endothelial  cells.  During  lipid  infusions 
hepatic  lipase  may  provide  up  to  50%  of  enzy- 
matic activity.13  However,  only  endothelial  lip- 
ase can  be  increased  by  concurrent  heparin  ad- 
ministration. When  heparin  (1  U/ml)  is  added 
to  intravenous  solutions,  it  releases  lipoprotein 
lipase  from  the  endothelial  cell  wall. 

Hamosh  et  al  investigated  the  effect  of  con- 
tinuous heparin  infusions  in  infants  receiving 
lipid  over  four  hours.14  After  all  infants  ( n=22) 
initially  received  a heparin  bolus,  one  group  of 
infants  (n=12)  received  a continuous  heparin 
infusion  (1  U/ml)  and  another  group  (n=10) 
received  no  continuous  heparin.  The  continuous 
heparin  group  had  higher  post-heparin  lipolytic 
activity,  as  evidenced  by  lower  triglyceride 
levels  and  higher  free  fatty  acid  levels.  Since 
heparin  is  routinely  added  to  intravenous  solu- 
tions given  to  newborn  infants,  this  is  an  im- 
portant aspect  of  lipid  metabolism.  Chylomi- 
crons are  broken  down  to  free  fatty  acids  and 
glycerol.  The  free  fatty  acids  formed  from 
lipase  activity  are  carried  intravascularly  bound 
to  serum  albumin.  Since  albumin  is  the  main 
carrier  for  free  fatty  acids  in  the  bloodstream, 
monitoring  of  the  molar  ratio  of  free  fatty  acids 
to  albumin  has  been  used  to  assess  an  infant’s 
clearing  ability.  These  free  fatty  acid  molecules 


are  either  oxidized  to  produce  ATP  in  liver,  heart, 
or  muscle,  or  stored  in  adipose  tissue. 

Several  researchers  have  shown  that  the  higher 
peak  free  fatty  acids  and  triglyceride  levels  seen 
in  premature  and  SGA  infants  may  be  due  to 
impaired  clearance  of  the  breakdown  product 
of  lipid  metabolism  or  different  amounts  of  lipo- 
protein lipase.  Hamosh  et  al  have  demonstrated 
different  levels  of  lipoprotein  lipase  in  prema- 
ture infants  receiving  Intralipid.  Twenty-one 
infants  received  1,  2,  and  3 g/kg  of  10%  lipids 
over  15  hours  on  three  consecutive  days.15  The 
groups  did  not  differ  in  birth  weight,  gestational 
age,  or  postnatal  age.  Fourteen  infants  had 
progressive  increases  in  lipoprotein  lipase  with 
each  increase  in  lipid  dose,  while  seven  infants 
did  not.  This  different  capability  for  induction 
of  enzymatic  activity  is  certainly  a major  factor 
in  determining  how  an  infant  will  clear  lipid 
infusions. 

Indications  and  Dosage 

Lipid  emulsions  are  indicated  in  any  clinical 
situation  where  an  infant  cannot  receive  suffi- 
cient enteral  calories.  These  situations  include: 
premature  infants  requiring  prolonged  mechani- 
cal ventilation,  severely  asphyxiated  term  and 
preterm  infants,  infants  requiring  surgery,  and 
infants  with  necrotizing  enterocolitis  or  over- 
whelming sepsis.  To  provide  the  proper  ratio 
of  nitrogen  to  non-nitrogen  calories,  parenteral 
nutrition  should  include  dextrose  and  amino  acid 
solutions.  Provision  of  dextrose  and  amino  acids 
without  concurrent  lipid  administration  has  led 
to  free  fatty  acid  deficiency  in  premature  infants 
receiving  only  parenteral  nutrition.  Recent  recom- 
mendations by  the  American  Academy  of  Pedi- 
atrics suggest  doses  of  1-3  g/kg/d,  infused  over 
a period  as  close  to  24  hours  as  possible.3  How- 
ever, there  is  some  recent  work  that  suggests 
a lipid-free  period  may  be  needed  for  clearing 
of  free  fatty  acids  and  cholesterol.16 

Side  Effects 

There  are  several  side  effects  of  lipid  infu- 
sions in  infants.  Pereira  et  al  have  shown  that 
four-hour  lipid  infusions  of  1 g/kg  reduces  oxy- 
genation in  mechanically  ventilated  premature 
infants.17  However,  since  these  infusions  were 
more  rapid  than  currently  recommended,  this 
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data  may  not  reflect  the  effects  of  the  current 
clinical  method  of  lipid  infusion.  Freidman  et  al 
demonstrated  lipoid  particles  in  alveolar  macro- 
phages following  a lipid  bolus.18  Since  free  fatty 
acids  compete  with  bilirubin  for  albumin-bind- 
ing sites,  lipid  infusions  may  increase  unbound 
bilirubin.  Theoretically,  this  may  place  the  pre- 
mature infant  at  risk  for  bilirubin  entry  into  the 
brain,  causing  the  syndrome  kernicterus.  Spear  et 
al  have  recently  investigated  the  effect  of  lipids 
on  bilirubin  binding  in  20  premature  infants  re- 
ceiving 1,  2,  and  3 g/kg  of  10%  lipids.19  In  infants 
more  than  30  weeks  gestation,  lipids  did  not  ele- 
vate unbound  bilirubin  at  anv  dose.  In  infants  less 
than  30  weeks  gestation,  doses  of  2 and  3 g/kg  may 
have  placed  the  infant  at  risk  for  decreased  bili- 
rubin binding.  Monitoring  of  the  free  fatty  acid 
to  albumin  molar  ratio  may  provide  guidelines 
for  determining  the  appropriate  lipid  dose. 

Conclusions 

Lipid  emulsions  can  provide  the  essential  fatty 
acids  necessary  for  optimal  growth  in  the  pre- 
mature and  otherwise  compromised  infant.  Doses 
between  1-3  g/kg  can  be  used  in  newborn 
infants  requiring  prolonged  parenteral  nutrition. 
However,  the  low  doses  recommended  by  the 
American  Academy  of  Pediatrics  should  be  used 
in  infants  at  risk  for  lipid  emulsion’s  side  effect 
(for  example,  decreased  bilirubin  binding).  As 
previously  noted,  the  molar  ratio  of  free  fatty 
acid  to  albumin  may  aid  in  adjusting  the  lipid 
dose.  A ratio  below  4:1  has  been  shown  to  be 
safe  for  any  premature  infant  receiving  slow  lipid 
infusion  (over  15-24  hours).19  If  lipids  are  used 


at  the  appropriate  rate  and  dosage,  they  can  be 
used  safelv  and  with  the  greatest  benefit. 
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Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


INACCURATE  MEDICARE  PROFILE 

Ignatius  J.  Tikellis,  M.D.,  wrote  the  following 
letter  to  the  Manager  of  Provider  Relations, 
Medicare  Part  B,  which  is  administered  for 
Delaware  physicians  by  Pennsylvania  Blue 
Shield.  Copies  were  sent  to  Delaware’s  three 
Congressmen. 

RE:  Medicare  Profile  Selects 
Report  No.  CTER0040-002 

TO:  Manager,  Provider  Relations 
Medicare  Part  B 
Pennsylvania  Blue  Shield 
P.O.  Box  65 

Camp  Hill,  Pennsylvania  17011 

I recently  received  at  my  request  a copy  of 
my  fee  profile  for  Medicare  reimbursement.  I 
was,  to  say  the  least,  astounded  by  what  I con- 
sider gross  inaccuracies,  both  in  procedure  filings 
under  CPT-4  coding  and  in  the  allowable 
amounts. 

It  seems  incomprehensible  to  me  that  I would 
be  reimbursed  the  same  amount,  whether  the 
service  was  Brief,  Limited,  or  Intermediate. 
Clearly,  the  reason  for  using  such  terms  for 
reimbursement  purposes  was  to  compensate  dif- 
ferently for  differing  amounts  of  time  spent  with 
patients.  I have  spoken  to  other  Delaware  phy- 
sicians providing  similar  services,  and  they,  too, 
seemed  to  have  been  profiled  in  a similar  man- 
ner. These  are  inequities  created  by  misinfor- 
mation or  computer  error.  They  cannot  be  on 
the  bases  of  previous  filings  or  actual  charges 
because  I have  on  file,  going  back  to  the  incep- 
tion of  Medicare,  what  I have  filed  and  charged. 
These  filings  and  charges  would  also  be  on 


record  at  Blue  Cross  and  Blue  Shield  of  Dela- 
ware, who  up  to  four  vears  ago  acted  as  the 
intermediarv  for  physician  reimbursement  in  Del- 
aware. 

There  is  no  question  in  my  mind  that  such 
inaccuracies  resulting  in  such  inequities  have 
caused  many  physicians,  particularly  in  the  pri- 
mary care  field  not  to  become  “participating 
physicians”  in  the  Medicare  program.  Although 
these  inequities  may  not  all  be  related  com- 
pletely to  your  systems,  until  they  are  corrected 
along  with  other  reimbursement  inequities,  phy- 
sician participation  in  accepting  assignment  will 
continue  to  be  in  the  minority. 

I am  anxious  to  hear  from  you  if  there  is  any 
way  to  correct  my  profile  by  providing  the  past 
information  I indicated  I have,  or  is  on  file 
elsewhere.  Your  prompt  attention  to  this  mat- 
ter will  be  greatly  appreciated. 

Sincerely, 

Ignatius  J.  Tikellis,  M.D. 

Editor’s  Note— Other  Delaware  physicians  may  wish  to  emulate 
Dr.  Tikellis’  communique. 

% U£  % 


THE  PERTUSSIS  CONTROVERSY 
PART  TWO-THE  SOLUTION 

After  reviewing  the  bases  for  controversy  in 
the  administration  of  DPT  vaccine  ( detailed 
in  the  October  Delaware  Medical  Journal)  it 
should  be  clear  that  the  obvious  solution  to  the 
problem  is  a better  and  safer  vaccine.  Unfor- 
tunately, that  is  easier  said  than  done. 
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The  present  pertussis  vaccine  is  a suspension 
of  whole  killed  organisms,  including  elements 
such  as  endotoxin.  There  are  many  antigenic 
components  of  Bordetella  Pertussis  and  it  is  not 
yet  known  which  ones  are  necessary  to  induce 
immunity.  Two  elements  in  the  bacteria  that 
appear  to  play  an  important  and  favorable  role 
are  leukocytosis  promoting  factor  (LPF)  and 
filamentous  hemagglutinating  antigen  (FHA), 
which  are  not  easy  to  identify  or  purify. 

Lederle  Laboratories,  which  is  presently  pro- 
viding us  with  whole  cell  vaccine,  has  committed 
itself  to  the  development  and  manufacture  of 
an  improved  product.  Their  intent  is  to  follow 
the  example  of  the  Japanese  by  producing  an 
“acellular  vaccine,”  the  basis  of  which  will  mainly 
be  artificially  “boosted”  LPF  and  FHA.  The 
problem  is  that  in  order  to  “detoxify”  the  LPF, 
formaldehyde  is  used  that  at  the  same  time  lowers 
the  biological  activity  of  the  finished  product. 

Wyeth  Laboratories  has  attempted  to  make 
arrangements  with  a Japanese  pharmaceutical 
firm  (TAKEDA)  to  purchase  concentrates  of 
acellular  pertussis  vaccine,  combine  it  with  their 
own  diphtheria  and  tetanus  toxoid,  and  repack- 
age it  under  their  own  label.  Because  of  liability 
concerns,  however,  the  Japanese  manufacturers 
have  been  reluctant  to  supply  this  country  with 
their  acellular  vaccdne. 

The  Massachusetts  Public  Health  Biological 
Laboratories  is  also  working  in  the  development 
of  an  acellular  vaccine  that  involves  the  isola- 
tion of  an  outer  membrane  protein  complex 
treated  with  mild  “detergents”  to  remove  the 
endotoxin  activity,  but  this  vaccine  apparently 
contains  very  small  amounts  of  immunologically 
active  LPF. 

Other  concerns  working  on  the  production  of 
a safer  pertussis  vaccine  are:  Connaught  Labora- 
tories, Wellcome  Research  Laboratories,  Sclavo 
Laboratories,  and  the  Michigan  Department  of 
Public  Health.  There  are  also  several  labora- 
tories in  this  country  and  in  Europe  that  are 
actively  involved  in  the  use  of  molecular  biology 
for  cloning  pertussis  antigens. 

The  experience  of  Great  Britain  in  which  a 
major  pertussis  epidemic  occurred  within  four 
years  of  the  decline  in  their  use  of  DPT  vaccine 
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indicates  that  it  would  not  be  wise  for  us  to 
stop  using  the  only  vaccine  available  to  us, 
despite  the  rather  infrequent  side  effects. 

As  you  can  see,  science  is  not  sitting  idle  in 
this  controversy.  We  physicians  need  to  be 
aware  of  the  drawbacks  of  the  present  vaccine, 
but  since  we  have  at  least  two  to  five  years  to 
wait  for  a safer  one,  the  American  Academy  of 
Pediatrics  recommends  the  use  of  the  present 
vaccine  while  urging  physicians  to  be  very 
cautious  in  screening  infant  candidates  for  DPT 
immunization  by  looking  carefully  for  possible 
contraindications. 

Maurice  Liebesman,  M.D. 

Dr.  Liebesman  is  chairman  of  the  Delaware  chapter  of  the 
American  Academy  of  Pediatrics. 

IS  IS  « 

CAN  PHYSICIANS  (RE)  LEARN  COMPASSION? 

As  physicians,  we  enter  an  extraordinary  social 
contract.  We  sometimes  forget  it  because  it  has 
become  ingrained  in  our  behavior  as  clinicians, 
but  just  consider  what  happens  when  you  meet 
a new  patient.  Within  minutes,  the  patient  con- 
fides in  you  facts  of  personal  historical  impor- 
tance that  he  wouldn’t  tell  anyone  else  on  earth — 
including  sometimes  his  closest  family.  Within 
another  few  minutes  you  are  granted  physical 
access  to  the  patient  with  an  intimacy  and  a po- 
tential for  embarrassment  unique  in  human  re- 


lationships. The  patient  offers  you  vulnerability, 
accepting  medication  from  you,  physical  abuse, 
even  the  ultimate  subservience,  the  unconscious- 
ness of  general  anesthesia,  and  physical  altera- 
tion of  the  body  through  surgery.  Much  of  this 
has  no  analog  in  social  behavior,  and  yet  for  your 
role  in  it  you  are  granted  an  extraordinary  degree 
of  respect  and  financial  reward. 

In  return,  the  patient  expects  that  your  pri- 
mary orientation  be  toward  his  or  her  needs.  Of 
all  the  things  you  might  be  thinking  about  at  the 
time,  the  one  of  which  the  patient  wants  you 
conscious  is  what’s  wrong  with  him  or  her,  and 
what  can  be  done  about  it.  Second,  the  patient 
expeots  competence.  You  have  to  know  what 
you’re  doing,  and  knowing  what  you  do  in  1984 
is  different  from  knowing  it  in  1964,  and  it  will 
be  further  different  each  year  from  now  on. 
Third,  the  patient  expeots  availability,  not  only 
singly — that  is,  that  you  or  your  substitute  is 
there — but  corporately,  that  we  are  there.  The 
public  wants  physicians  wherever  there  are  pa- 
tients. This  is  going  to  provide  a very  interest- 
ing challenge  in  the  coming  years.  Finally,  the 
patient  expects  confidentiality  and  compassion. 

Yet  paradoxically,  competing  with  your  orien- 
tation to  patients’  needs  is  the  pressure  towards 
self-fulfillment  that  is  so  prevalent  now  in  our 
society.  Yet  in  your  work,  it  is  not  your  identity 
but  the  patients’  which  has  to  be  central.  A sec- 
ond paradox  is  that  medicine  has  also  been 
judged  an  item  of  commerce  in  which  competi- 
tion, pricing,  and  labor  relations  are  now  key 
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issues.  A third  paradox  comes  in  the  call  for 
primary  care  and  general  physicians  at  the  same 
time  science  is  pressing  us  toward  greater  spe- 
cialization and  subtler  refinement  of  knowledge. 
Thus  there  is  a gap  between  what  society  needs 
and  what  you  as  a doctor  might  want  to  do. 

Another  special  challenge  lies  in  the  ethical 
concerns  of  the  physician’s  work.  I believe  phy- 
sicians face  ethical  problems  with  a frequency 
and  a poignancy  which  have  no  analog  in  any 
other  profession.  They  must  deal  with  the  pres- 
ervation of  life  or  its  lapse:  with  abortion,  with 
the  care  of  handicapped  newborns,  with  the  care 
of  the  terminally  ill,  with  the  lurking  doubts  of 
the  controlled  clinical  trial. 

Cost  is  another  area  doctors  need  to  be  con- 
scious of.  Spending  for  medical  care  has  now 
gone  over  $300  billion;  it  is  obvious  that  such 
money  cannot  be  spent  without  deliberate  exami- 


nation and  choice,  and  much  of  that  must  come 
from  you. 

The  final  special  feature  of  the  work  is  con- 
tinuing education.  Only  about  15%  of  the 
drugs  in  use  in  hospitals  today  were  in  use  when 
I was  graduated  30  years  ago.  Merely  learning 
the  safe  use  of  new  therapies  and  technologies 
can  be  taken  as  a symbol  of  all  the  studying 
each  new  doctor  must  do  to  remain  current  in 
the  work.  The  Chinese  have  a very  interesting 
wav  of  recognizing  this.  On  class  day  in  China 
no  degree  is  conferred.  Their  view  is  that  the 
learning  of  medicine  is  just  one  point  along  the 
continuum. 

I want  finally  to  say  a few  words  about  com- 
passion in  the  physician.  If  patients  expect  it 
of  their  doctors  and  if  medical  students  are 
naturally  inclined  toward  it,  why  should  anyone 
have  to  talk  about  it?  I believe  we  have  to  do 
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so  because,  ironically,  modern  medicine  operates 
to  orient  you  away  from  your  compassionate  in- 
stinct. I would  like  to  point  to  some  of  the  fea- 
tures which  have  this  effect  and  perhaps  help 
you  to  recognize,  confront,  and  overcome  their 
pernicious  influence. 

The  first  of  these  disorienting  influences  is  the 
disciplinary  focus  of  the  subject  teaching  in 
medical  school.  Students  choose  an  elective  by 
its  content — hematology,  oncology,  radiology. 
They  choose  a subject  and  not  a group  of  pa- 
tients. Similarly,  most  textbooks  of  medicine 
are  not  about  patients  but  about  diseases.  Thus 
the  student’s  thinking  is  almost  unconsciously 
channeled  to  the  content  of  the  field,  not  to  the 
sick  person. 

The  second  factor  working  against  a doctor’s 
compassionate  instinots  is  the  disciplinary  focus 
of  medical  educators.  In  order  to  open  a little 
bit  of  the  window  of  medical  science,  each  of  us 
accepts  specialization  in  some  area  of  knowledge. 
I’m  afraid  this  is  inevitable  but  it  means  that 
one  of  the  models  we  necessarily  show  students 
is  a narrow  concentration  on  a particular  area 
of  medical  science. 

A third  disorienting  influence  is  the  develop- 
ment of  acute  intensive  care  technology.  In  the 
past  when  a physician  and  a patient  met,  it  was 
largely  a verbal  interaction.  The  patient  could 
talk  and  tell  you  what  was  the  matter  and  you 
could  ask  questions  and  together  you  worked 
toward  a desired  goal.  New  physicians  will  find 
that  many  of  their  patients  will  not  be  in  that 
relationship  at  all.  They  will  be  at  the  other  end 
of  an  acute  care  technology  addressed  to  saving 
life.  There  will  be  tubes  and  catheters  and 
tracheostomies  and  incapacitating  drugs;  many 
of  the  patients  will  not  be  able  to  talk  at  all.  Yet 
the  urgency  of  their  disordered  physiology  takes 
precedence  over  the  personal  side  at  the  moment. 
Most  patients  will  not  understand  what  is  going 
on  at  the  moment,  and  they  certainly  will  not  be 
able  to  express  their  deeper  concerns.  The  phy- 
sician must  make  a conscious  effort  to  retain  a 
focus  on  the  person  without  verbal  cueing  from 
the  patient. 

A fourth  worrisome  influence  is  bureaucrati- 
zation— DRG  legislation,  Medicare  requirements, 
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procedure  audits.  All  these  are  group  rules. 
What’s  the  average  length  of  stay  for  patients 
with  myocardial  infarction?  How  many  enzymes 
ought  to  be  ordered  for  a patient  having  a her- 
niorrhaphy? How  many  nurses  ought  to  be 
available  for  20  patients  with  pneumonia?  None 
of  these  is  an  individual  rule.  That  is  under- 
standable: you  can’t  write  rules  for  each  patient. 
But  the  doctor’s  function  is  to  care  for  an  in- 
dividual at  a given  moment.  I think  the  conflict 
is  obvious. 

Finally,  there  is  the  ugly  adversary  atmosphere 
of  malpractice  insurance  and  legislation.  It  is 
worth  recalling  that  this  is  a recent  develop- 
ment. Until  the  early  1950s  it  was  generally 
assumed  that  the  doctor  had  done  his  or  her 
best.  If  a bad  result  occurred,  by  and  large 
it  was  attributed  to  innocent  error.  Malpractice 
actions  were  infrequent  and  ordinarily  based  on 
extreme  error.  Beginning  in  the  late  50s,  and 
now  rapidly,  there  has  been  a critical  change. 
The  assumption  now  is  that  a good  result  will 
occur.  When  it  does  not,  one  tends  to  look 
around  and  see  why  not.  The  examination  of 
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error  and  culpability  is  sadly  imperfect,  and  this 
plus  lucrative  legal  involvement  leads  to  an  ad- 
versary situation.  The  result  is  that  many  phy- 
sicians are  almost  apprehensive  when  a new  pa- 
tient appears;  such  anxiety  militates  against  com- 
passion. 

A general  awareness  of  the  anti-personal  as- 
sault on  medical  excellence  was  illustrated  by 
the  editor  of  Science,  who  some  years  ago  wrote: 
“The  essence  of  the  practice  of  medicine  is  in 
the  interaction  between  patient  and  physician. 
In  spite  of  the  tools  that  have  been  invented 
or  will  be  devised,  medicine  will  remain  an 
inexact  science.  The  best  physicians  are  highly 
motivated,  highly  intuitive.  There  is  no  substi- 
tute for  the  conscience  of  the  physician.  If  con- 
science and  motivation  are  lost,  little  will  be  left. 
Current  developments  are  placing  at  hazard 
these  key  factors.”  I think  it  is  both  extraor- 
dinary and  exciting  that  Science  has  used  its 
pages  to  comment  on  this  aspect  of  the  physi- 
cian’s role. 

I have  pointed  to  the  problems  and  empha- 
sized the  worries  about  our  profession  because 
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I have  enormous  confidence  that  we  can  make 
real  contributions  to  their  solution.  Medicine 
is  one  of  the  most  extraordinary  social  contracts 
that  has  ever  been  forged.  It  offers  us  a life  of 
continuing  paradox  that  exercises  our  under- 
standing every  day;  a milieu  of  ethical  challenge 
that  taxes  our  conscience  endlessly;  a career  of 
continuing  education  that  requires  us  to  strive 
always  to  meld  competence  and  compassion; 
and  a prospect  of  boundless  intellectual  excite- 
ment that  crowns  our  efforts  with  infinite  reward. 

Daniel  Federman,  M.D. 

Dr.  Federman  is  a Professor  of  Medicine  and  Dean  for 
Students  and  Alumni,  Harvard  University,  Cambridge,  Massa- 
chusetts; and  a past  president  of  the  American  College  of  Phy- 
sicians. 

Reprinted  by  permission  from  the  CME  Bulletin,  July  1984. 
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TRENDS 

Trends  are  a very  important  part  of  medical 
research.  Biological  trends  in  collected  data, 


sometimes  even  if  not  significant,  can  form  the 
basis  of  our  understanding  of  nature  and  science. 
Medical  trends  are  just  as  important,  for  they 
eventually  form  the  basis  of  our  patient  care.  It 
is  in  our  constant  searching  for  further  medical 
knowledge  that  we  run  across  pieces  of  fabric 
that  seem  to  make  sense — pathways  through  the 
labyrinth  of  science. 

But  as  physicians,  and  especially  researchers, 
get  further  and  further  enmeshed  in  the  collec- 
tion of  data  and  the  determination  of  its  rele- 
vance to  medicine  and  patient  care,  it  becomes 
more  and  more  obvious  that  much  of  what  we 
base  our  medical  knowledge  on  is  nothing  more 
than  a “trend”  in  the  data  as  observed,  collected, 
and  interpreted  by  one  or  a number  of  research- 
ers. In  this  day  of  media  “hype”  and  instant 
discovery,  a researcher  no  longer  has  to  labor  for 
years  unnoticed  by  anybody  except  his  col- 
leagues. Based  upon  preliminary  data  collection, 
the  researcher  can,  and  often  does,  announce 
his  discoveries  to  the  lay  public.  Many  times 
these  announcements  carry  with  them  the  finality 
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of  a major  advancement  in  medical  knowledge. 
Often,  of  course,  this  is  not  the  case. 

It  seems  to  me,  from  my  reading  of  the  litera- 
ture, that  many  of  the  recent  advancements  in 
scientific  understanding  would  most  appropri- 
ately belong  in  the  “Journal  of  Irreprodncible 
Results.”  Those  of  vou  who  have  never  read 
this  journal  ought  to.  In  many  ways  it  is  the 
most  appropriate  journal  on  scientific  research 
available. 

Trends  are  important  but  they  should  be  con- 
sidered just  that.  Many  are  usually  of  a non- 
statistical  nature  involving  a very  small  number 
of  subjects  over  a verv  short  period  of  time.  In 
manv  cases,  the  gross  generalizations  that  are 
made  based  upon  this  data  do  nothing  more  than 
confuse  the  scientific  picture  and  totally  mystify 
the  lay  public. 

Trends  that  are  “trendy”  probably  bother  me 
more  than  anything  else  in  this  area.  In  many 
cases,  people  are  attempting  to  explain  and  ad- 
vocate specific  treatment  regimens  based  upon 
their  own  interpretation  of  data,  not  upon  scien- 
tific fact.  Syndromes  are  being  “understood” 
and  treatment  advocated  from  the  perspective  of 
the  researcher,  not  the  research.  For  an  example 
of  this,  you  need  look  no  further  than  the  stan- 
dard research  project:  the  classic  research  ques- 
tion is  asked,  the  hypothesis  made,  the  data  col- 
lected in  methodological  fashion,  results  accumu- 
lated, and  finally  an  interpretation  made.  If  the 
motivation  of  the  researcher  is  to  make  some- 
thing of  the  data  (let’s  face  it,  most  researchers 
would  prefer  to  do  that,  if  at  all  possible)  then 
the  interpretation  of  the  data  will  be  biased 
dependent  upon  the  motivation  of  the  researcher. 
Of  the  research  articles  I’ve  recently  read,  at 
least  25%-30 % were  attempting  to  make  trends 
out  of  nonrelationships — sort  of  “forcing  a mar- 
riage.” The  singular  tool  used  in  most  research, 
and  especially  medical  research,  is  statistics;  and 
yet  I read  papers  which  either  ignore  statistics 
or  manipulate  them  to  show  “slightly  significant” 
correlations.  Since  everything  in  nature,  and 
especially  medicine,  is  “slightly  significant”  to 
one  degree  or  another,  what  does  this  add  to  the 
realm  of  medical  science? 

Let  me  cite  some  examples  that  support  this 
contention:  Recently  splashed  across  the  front 


page  of  the  May  26,  1984,  Detroit  Free  Press 
was  an  article  claiming  that  children  don’t  get 
enough  exercise  and  that  weight  lifting  may  be 
appropriate  for  small  pre-pubertal  youngsters. 
Such  generalizations  were  based  upon  a five- 
week  study  of  ten  individuals.  The  results  were 
said  to  be  “slightly  significant”  although  no 
great  changes  were  seen.  Hogwash! 

Then  there  is  premenstrual  syndrome,  touted 
as  “epidemic”  among  women.  Its  advocates 
characterize  the  syndrome  as  19  common  symp- 
toms divided  into  four  clusters  or  subgroups  of 
the  disease— PMT-A,  PMT-H,  PMT-C,  and 
PMT-D.  Of  course,  the  trends  which  appear  to 
be  present  in  premenstrual  syndrome  may  in- 
deed be  significant  findings.  However,  until  I 
see  something  more  than  an  arbitrary  subdivi- 
sion of  symptoms  upon  which  vastly  differing 
therapies  are  based,  I will  remain  a detractor. 
And,  when  the  treatment  advocated  happens  to 
be  nutritional  supplements  marketed  bv  one  of 
the  researchers,  I’m  sure  that  motivation  plays 
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a significant  role  in  the  interpretation  of  any 
data  that  comes  forth  on  this  subject. 

One  final  example  of  “creative”  data  I offer 
you  residents  who  worry  about  remembering 
certain  statistics  when  questioned  on  hospital 
rounds:  The  magic  answer  is  30%.  It  works 
like  a charm  as  the  correct  response  to  most 
questions,  ie,  “What  percent  of  women  who 
bleed  in  their  first  trimester  go  on  to  spontane- 
ous abortion?”  or  “What  percent  of  liver  func- 
tion must  be  lost  before  abnormalities  are  re- 
flected in  serum  liver  enzyme  levels?” 

If  there  is  one  thing  that  we  as  physicians 
need  to  know  and  need  to  teach,  it  is  how  to  look 
with  a skeptical  eye  at  the  medical  literature  in 
order  to  give  our  patients  at  least  half  a chance 
of  dealing  with  future  “advances”  in  medical 
knowledge. 

Trends  . . . Where  would  medical  research 
be  without  them? 

Douglas  B.  McKeag,  M.D. 

Dr.  McKeag  is  a member  of  the  Department  of  Family  Practice, 
College  of  Human  Medicine,  Michigan  State  University,  East 
Lansing,  Michigan. 

Reprinted  with  permission  from  the  July-August  1984  issue  of 
the  Society  of  Teachers  of  Family  Medicine  Newsletter. 
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WHO  CONSUMES  MEDICARE  DOLLARS? 

To  the  Editor: 

Who  is  really  consuming  Medicare  dollars? 
It  is  clear  where  the  blame  is  being  placed — the 
medical  profession — but  is  this  in  fact  true?  I 
submit  to  you  and  mv  fellow  colleagues  that  we 
stand  falsely  accused  and  must  do  all  we  can  to 
show  the  public,  our  patients,  where  the  truth 
lies.  To  make  mv  point,  I refer  you  to  two 
recent  articles:  the  first  in  July  9,  1984,  Barron’s 
entitled  “The  Odd  Couple:  EDS  and  GM,”  and 
the  second,  the  entire  July  1984  issue  of  Private 
Practice,  which  was  devoted  to  the  subject,  “Can 
Private  Medicine  Survive  the  Third-Party  In- 
vasion?” 

EDS  (Electronic  Data  Systems)  is  a billion- 
plus  dollar  computer  services  company  founded 
by  H.  Ross  Perot,  whose  entire  success  came 
from  passage  by  Congress  of  the  Medicare  Bill. 
To  quote  the  Barron’s  article,  “It  was  slow  going 
at  first.  Perot  and  his  fledgling  EDS  didn’t  take 
off  until  1966,  when  he  won  his  first  whopping 
contract.  EDS  would  help  Texas  Blue  Shield 
administer  the  Medicare  program  just  authorized 
by  Congress.  EDS  went  on  to  become  one  of 
the  national  health  care  plan’s  biggest  benefi- 
ciaries.” I thought  the  beneficiaries  of  Medi- 
care were  supposed  to  be  the  disabled  and  those 
over  65.  The  interesting  fact  is  that  EDS  and 
other  companies  like  it  ( in  fact,  the  entire  third 
party  payment  system ) doesn’t  contribute  to  and 
aren’t  needed  for  a doctor  to  diagnose  and  treat 
a patient.  The  simple  truth  is  that  doctoring 
has  been  going  on  successfully  for  centuries  with- 
out third  party  payment  systems. 

I am  not  advocating  the  total  abandonment 
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of  the  third  party  system  of  pavment  for  health 
services,  but  I am  asking  that  it  be  severelv 
scrutinized  bv  all  concerned  parties.  It  is  clear 
to  this  writer  that  the  system  is  out  of  control, 
and  although  it  is  not  needed  in  the  doctoring 
process,  it  is  clearly  calling  the  shots,  a rather 
classic  example  of  the  tail  wagging  the  dog.  One 
example  is  the  proposition  that  doctors  be  re- 
fused hospital  staff  privileges  for  all  cases  if 
they  elect  not  to  treat  Medicare  patients.  In  a 
free  society  this  is  an  outrageous  threat.  Would 
a trial  lawyer  like  to  be  refused  access  to  the 
courts  if  he  didn’t  accept  as  his  fee  in  every 
circumstance  a dollar  amount  set  bv  someone 
other  than  him  or  herself? 

I urge  all  members  of  the  Medical  Society  of 
Delaware  to  be  heard  in  this  election  vear;  the 
independent  health  delivery  system  that  has  be- 
come the  best  and  the  model  to  the  world  is  in 
trouble,  not  because  of  a failure  but  rather  be- 
cause we  have  been  too  successful.  It  is  ironic 
that  we  live  in  a society  that  promotes  and  wor- 
ships success,  but  then  sets  out  to  destroy  the 
winners.  (Are  you  as  pleased  with  your  phone 
service  today  as  you  were  four  years  ago?) 

Stephen  L.  Hershey,  M.D. 


ETHICS  IN  DRGS 

To  the  Editor: 

I recently  saw  a reprint  of  a Delaware  Medi- 
cal Journal  editorial  “Ethics  in  DRGs”  in  the 
AM  A News  (1984;  27:4)  that  addressed  a prob- 
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The  Guard  is 
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lem  that  everybody  is  encountering  in  practice 
under  the  new  regulations.  The  problem  in  this 
particular  editorial  involved  the  use  of  C-sec- 
tions  versus  vaginal  deliveries  and  the  interest 
of  the  patient  versus  the  hospital’s  financial  situ- 
ation. 

Increasingly,  we  notice  that  patients,  especially 
OB  patients,  are  having  sonograms  done  at 
monthly  intervals  for  many  and  sundry  reasons. 
Not  too  long  ago  my  daughter,  who  had  a pla- 
centa previa,  was  the  subject  for  a caesarean 
section.  The  baby  was  delivered  by  section  and 
my  daughter  did  well. 

Her  second  child  she  wished  to  have  by  vagi- 
nal delivery  as  there  was  no  contraindication. 
It  was  a hard  push  for  her,  but  she  won  out  and 
has  had  several  children  since.  All  were  de- 
livered vaginally. 

I do  not  know  what  is  going  to  happen,  but 
I see  that  more  and  more  of  the  hospitals  are 
being  taken  over  by  professional  people  who 
really  are  not  so  interested  in  the  care  of  pa- 
tients but  rather  in  the  financial  success  of  the 
endeavor. 

George  F.  McInnes,  M.D. 

Dr.  McInnes  is  a former  Director,  Department  of  Surgery, 
The  Wilmington  Medical  Center. 


r.  & ^ 

AIDS  TO  STOP  SMOKING 

To  the  Editor: 

Smoking  is  considered  a health  hazard  to  both 
the  smoker  and  the  nonsmoker  who  is  in  close 
proximity  to  the  smoke.  As  evidence  of  the 
health  hazards  associated  with  tobacco  smoking 
increases,  it  becomes  increasingly  important  for 
those  of  us  in  the  health  field  to  educate  our 
patients  about  the  dangerous  practice  of  smoking 
and  to  help  them  to  quit. 

Merrell  Dow  has  recently  introduced  a new 
product  called  “Nicorette”  to  help  the  addicted 
smoker  to  stop  smoking.  “Nicorette”  is  a nico- 
tine chewing  gum  that  can  be  used  as  an  adjunct 
to  smoking  cessation  programs.  Present  studies 
indicate  that  the  use  of  “Nicorette”  combined 
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with  behavior  modification  programs  can  help 
smokers  kick  the  habit. 

However,  there  is  also  evidence  that  behavior 
modification  programs  (such  as  Delaware  Lung 
Association’s  “Freedom  From  Smoking”  clinic 
program)  may  be  the  most  important  aspect  of 
a comprehensive  quit-smoking  program.  While 
“Nicorette”  may  be  a valuable  adjunct,  the  posi- 
tive input  from  behavior  modification  cannot  be 
overlooked. 

The  Delaware  Lung  Association  urges  you 
to  recommend  to  your  smoking  patients  that  they 
enroll  in  this  program  and  also  to  inform  them 
about  “Nicorette,”  which  requires  your  prescrip- 
tion.0 

Richard  F.  Brams,  M.D. 

Dr.  Brams  is  chairman,  Smoking  Committee,  Delaware  Lung 
Association. 

^Editor’s  Note— More  information  about  “Freedom  From  Smok- 
ing” or  the  “Nicorette”  program  is  available  from  the  Delaware 
Lung  Association,  1308  Delaware  Avenue,  Wilmington,  Delaware 
19806.  or  call  655-7258. 

The  Delaware  Cancer  Society  (FreshStart)  can  also  direct  you 
or  your  patients  to  other  stop  smoking  programs  such  as  the 
one  at  The  Medical  Center  of  Delaware’s  Department  of  Family 
Practice. 
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THE  VOLUNTEER  PHYSICIAN  PROGRAM  OF  THE 
LAKE  PLACID  OLYMPIC  TRAINING  CENTER 


John  E.  Hocutt,  Jit.,  M.D. 
Kevin  Moody,  A.T.C. 


The  United  States  Olympic  Committee  Sports 
Medicine  Division  has  devised  a program  to 
evaluate  medical  personnel  who  wish  to  work 
with  Olympic  athletes.  Each  year,  physicians 
and  trainers  are  selected  to  serve  a two-week, 
two-day  period  with  the  regular  sports  medicine 
staff.  The  two  extra  days  provide  a one-day 
transition  period  during  which  the  departing 
physician/trainer  can  orient  his/her  replace- 
ment. After  the  orientation,  he  or  she  is  left  to 
his  or  her  own  devices  and  the  help  of  the 
regular  staff.  The  local  chief  medical  officer 
retained  by  the  USOC  is  available  when  called 
or  when  help  is  needed.  The  volunteer  physi- 
cian is  expected  to  be  able  to  handle  nearly  all 
of  the  physician  duties  that  arise.  This  program 
is  also  designed  to  help  the  permanent  sports 
medicine  faculty  handle  the  increased  athletic 
loads  during  peak  periods  of  training  center 
usage,  ie,  the  summer  months. 

When  possible,  and  where  their  sports  experi- 
ences are  applicable,  northeastern  physicians  and 
athletic  trainers  selected  are  assigned  to  Lake 
Placid,  while  other  physicians  and  trainers  are 
assigned  to  the  Colorado  Springs  Olympic  Train- 
ing Center.  It  is  policy  that  selected  people  from 
all  over  the  United  States  may  be  assigned  to 
either  training  center.0 

Dr.  Hocutt  is  a clinical  instructor  in  family  medicine,  Jefferson 
Medical  College,  Philadelphia;  Medical  Director,  Delaware  Re- 
habilitation and  Sports  Medicine  Center,  Wilmington;  and  a 
member  of  the  National  Sports  Medicine  Committee  for  Luge. 

Mr.  Moody  is  a head  trainer,  US  Olympic  Training  Center, 
Lake  Placid,  New  York. 


While  present,  the  physician  and  trainer  are 
responsible  for  medical  care  and  medical  educa- 
tion of  athletes  in  training.  They  are  with  the 
athletes  while  they  train  and  compete.  They  are 
even  encouraged  to  try  the  athlete’s  sport  be- 
cause participation  in  the  sport  often  gives  the 
medical  personnel  a better  understanding  of  the 
physical  and  emotional  demands  placed  upon  the 
athlete.  In  addition,  the  medical  personnel  share 
accommodations  with  and  often  socialize  with 
the  Olympic  hopefuls.  A physician  and/or 
trainer  who  can  relate  well  with  these  potential 
patients  is  more  likely  to  be  consulted  for  advice 
both  before  and  after  an  injury  or  medioal  prob- 
lem arises. 

The  facilities  at  Lake  Placid  offer  a unique 
opportunity  for  the  Olympic  system  to  evaluate 
prospective  medical  professionals.  The  medical 
equipment  and  facilities  provided  are  the  basic 
tools  needed  to  care  for  patients.  Fancy,  ex- 
pensive, and  convenient  tools  and  supplies  are 
not  there  yet,  possibly  partially  by  design.  How- 
ever, the  uncertainty  of  long-range  goals  for  the 
new  center  in  Lake  Placid  also  contributes  to  the 
limited  development  of  medical  facilities.  Once 
the  Olympic  Committee,  the  town  of  Lake  Pla- 
cid, and  the  owners  of  the  building  where  the 
current  training  center  is  housed  come  to  a 
mutual  agreement,  the  Lake  Placid  Olympic 

•Physicians  who  are  interested  in  volunteering  for  the  program 
can  do  so  by  contacting  Kevin  Moody,  US  Olympic  Training 
Center.  122  Main  Street,  Lake  Placid,  New  York  12946,  or 
calling  him  at  C518)  523-2600. 
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Ski  jumper's  view  from  the  top 
of  the  70  meter  Olympic  ski  jump 
at  Intervale,  Lake  Placid.  The 
plastic  inrun  and  outrun  are 
clearly  visible. 


Training  Center  will  probably  be  further  de- 
veloped. The  future  facility  may  include  a gen- 
eral training  room,  exercise  physiology  labora- 
tory, biomechanics  laboratory,  x-ray  equipment, 
dental  examination  room,  and  vision  clinic. 

The  present  medical  system  at  the  Lake  Pla- 
cid Center  more  closely  approximates  that  avail- 
able in  foreign  countries  where  our  athletes  com- 
pete than  it  does  the  extensive  facilities  avail- 
able in  Colorado  Springs.  The  Olympic  Com- 
mittee is  careful  to  observe  how  the  volunteer 
medical  personnel  function  in  less  than  optimal 
and  familiar  surroundings.  They  also  take  oare- 
ful  note  of  how  well  the  volunteer  relates  to 
athletes  and  staff  and  how  well  the  athletes 
relate  to  the  volunteer  professional.  The  Com- 
mittee is  looking  for  individuals  who  can  come 
into  an  unfamiliar  situation  and  adapt  rapidly 
to  do  a good  job  in  managing  acute  problems. 
They  are  looking  for  individuals  who  can  work 
well  as  part  of  a medical  team  that  is  responsible 
for  a host  of  athletes  from  a variety  of  teams. 

One  should  not  interpret  the  above  to  mean 
the  Lake  Placid  Center  is  deficient  in  facilities. 
All  the  important  basic  tools  are  there.  The  staff 
is  well  trained,  and  the  best  in  medioal  back-up 
is  close  at  hand.  And,  as  this  new  Olympic 
Training  Center  receives  sufficient  financial  sup- 
port, it  will  become  a comprehensive  medical 
treatment  and  testing  facility. 


A physician  must  accept  and  complete  the 
two  weeks  at  the  training  center  in  order  to  be 
considered  for  future  competition  work.  The 
program  is  truly  designed  as  an  objective  evalu- 
ation period  to  build  a strong  base  of  qualified 
medioal  personnel  to  work  with  our  Olympic 
athletes  at  major  competitions  and  throughout 
our  country.  After  satisfactory  performance  at 
Lake  Placid,  the  volunteer  is  eligible  for  appoint- 
ment to  a USOC  National  Sports  Festival  and/or 
World  University  Games  Team.  Subsequently, 
he/she  is  eligible  for  a US  Pan  American  or 
Olympic  Team  appointment. 


Teams  rotate  in  and  out  of  the  training  center 
for  training  so  it  is  possible  to  see  several  teams 
and  sports  during  a two-week  stay.  The  time  is 
long  enough  to  evaluate  the  volunteers  and  to 
determine  if  the  physician  or  athletic  trainer  is 
truly  happy  donating  time  to  work  with  such 
elite  athletes.  The  time  is  short  enough  to  keep 
the  hardship  on  the  volunteers  to  a minimum 
Further,  the  volunteers  evaluate  the  USOC  pro- 
gram as  they  experienced  it  so  that  USOC  is 
continuously  aware  of  new  ideas  and  sugges- 
tions. 


Injuries  and  Medical  Problems 

During  the  two-week  interval  in  July  1983, 
several  teams  and  Olympic  hopefuls  were  pres- 
ent. Bobsled,  boxing,  canoe/kayaking,  team 
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handball,  luge,  and  ski  jumping  were  repre- 
sented. 

The  injuries  or  medical  problems  observed 
have  been  divided  into  three  categories:  medi- 
cal, soft  tissue,  and  orthopaedic. 

The  medical  problems  were  those  not  con- 
sidered to  be  directly  caused  by  training  or  com- 
petition injuries.  Infections,  epistaxis,  head- 
aches, menstrual  problems,  cataracts,  and  der- 
matitis are  examples  of  medical  problems  seen 
during  the  two  weeks  at  Lake  Placid. 

The  soft  tissue  injuries  included  sprains,  con- 
tusions, lacerations,  concussion,  tendinitis,  bur- 
sitis— all  problems  regularly  treated  by  emer- 
gency room  personnel,  family  physicians,  and 
orthopaedic  surgeons. 

The  orthopaedic  injuries  included  fractures, 
severe  ligament  tears,  and  dislocations.  Many 
of  these  injuries  warranted  the  consultation  of 
an  orthopaedic  surgeon,  at  least  for  advice,  and 
sometimes  for  follow-up  care. 

Of  the  89  patient  encounters  recorded  during 
the  two-week  period  reported  here,  33  were 
classified  as  medical  problems,  51  as  soft  tissue 
injuries,  and  five  as  primarily  orthopaedic  prob- 
lems. Table  1 shows  a breakdown  by  sport. 
Ninety-four  percent  (84  of  89)  of  the  recorded 
problems  could  be  handled  by  a family  physi- 


TABLE 1 

RECORDED  PATIENT  ENCOUNTERS 


US  Olympic 

Training 

Center,  Lake 
July  1983 

Placid,  New 

York, 

Sport 

Medical 

Soft  Tissue 

Orthopaedic 

Total 

Problems 

Injuries 

Injuries 

Bobsled 

1 

4 

1 

6 

Boxing 

19 

19 

1 

39 

Canoe/ 

Kayaking 

4 

14 

1 

19 

Team 

Handball 

1 

0 

1 

2 

Luge 

7 

7 

0 

14 

Ski  Jumping 

1 

7 

1 

9 

TOTALS:  33  (37%) 

51  (57%) 

5 (6%) 

89 

cian  with  a strong  background  in  soft  tissue  in- 
juries. An  orthopaedic  surgeon  would  need  ex- 
tensive medical  experience  to  effectively  deal 
with  the  37%  (33  of  89)  medical  problems  that 
arose  during  the  two-week  period. 

In  addition,  there  were  multiple  nonrecorded 
patient  encounters.  These  included  prophylac- 
tic injury  prevention  advice,  training  suggestions, 
advice  on  minor  medical  problems,  and  minor 
soft  tissue  injuries.  Routine  care  given  the  ath- 
letes, such  as  enforced  fluid  replacement,  re- 
moval of  foreign  bodies  from  eves,  and  taping 
are  not  included  in  the  above  tabulations. 

Summary 

A broad  general  medical  background  as  well 
as  knowledge  in  soft  tissue  and  orthopaedic  in- 
juries is  needed  to  perform  well  as  a volunteer 
physician  at  the  Lake  Placid  Olympic  Training 
Center.  In  addition,  the  interest  and  willingness 
to  relate  well  to  and  understand  the  elite  athlete 
are  vital  for  success  as  part  of  the  Olympic  medi- 
cal team. 

Editor’s  Note — According  to  Medical  World  News,  550  health 
professionals  manned  the  urgent  care  centers  at  the  1984  Summer 
Olympics  in  Los  Angeles  and  handled  a total  of  8,584  visits.  Of 
those  total  visits,  5,852  were  made  by  athletes,  with  the  balance 
being  made  by  Olympic  officials,  staff,  volunteers,  and  spectators. 
The  most  frequent  diagnosis,  sprains  of  the  knee,  leg,  ankle,  hip, 
or  thigh,  was  made  in  1,402  of  the  cases.  Patients  with  shoulder  or 
arm  sprain  or  lower  back  pain  made  355  visits,  and  203  patients 
were  diagnosed  with  acute  pharyngitis.  Physical  therapy  was  the 
prescribed  treatment  in  3,040  cases.  Only  12  patients  were  referred 
to  neighboring  hospitals. 
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Detect 


Iron 


Deficiency  Before 

Anemia 


One  of  the  most  common  causes  of  anemia  is  the 
depletion  of  iron  stores.  Iron  deficiency,  however, 
is  always  present  before  the  onset  of  anemia 
and  should  be  detected  in  its  earliest  stage  by 
measuring  serum  or  plasma  ferritin. 


Develops 


CHRONOLOGICAL  DEVELOPMENT  OF  IRON  DEFICIENCY 

EARLY 

INTERMEDIATE 

LATE 

STAGE 

STAGE 

STAGE 

FERRITIN 

DECREASED 

DECREASED 

DECREASED 

LEVELS 

LEVELS 

LEVELS 

BONE  MARROW 

DECREASED 

DECREASED 

DECREASED 

STAINING 

STAINING 

STAINING 

TOTAL  IRON 

BINDING  CAPACITY  (TIBC) 

NORMAL 

ELEVATED 

ELEVATED 

SERUM  IRON 

NORMAL 

DECREASED 

LEVELS 

DECREASED 

LEVELS 

ERYTHROCYTE 

NORMAL 

INCREASED 

INCREASED 

PROTOPORPHYRINS 

LEVELS 

LEVELS 

HEMOGLOBIN  + HEMATOCRIT 

NORMAL 

NORMAL 

LOW 

MEAN  CORPUSCULAR 
VOLUME  (MCV) 

NORMAL 

NORMAL 

LOW 

RBC MORPHOLOGY 

NORMAL 

NORMAL 

MICROCYTOSIS 

HYPOCHROMIA 

Of  course,  a low  hemoglobin  concentration  is  the 
most  definitive  indicator  of  anemia,  but  a significant 
reduction  in  circulating  hemoglobin  cannot  be 
detected  until  the  final  stage  of  iron  deficiency. . . 
anemia!  Likewise,  total  serum  iron-binding 
capacity  and  serum  iron  do  not  pick  up  the 

LOCAL  OWNERSHIP 
—PERSONAL  PRIDE 

iimnIIsiIi 

INC. 


earliest  stage  of  iron  depletion,  nor  do  they 
discriminate  between  depleted  iron  stores 
and  conditions  associated  with  defective 
reticuloendothelial  release  of  iron. 

Various  studies,  however,  have  shown  thatther 
is  a direct  relationship  between  ferritin  and  iron 
stores,  i.e.,  a concentration  of  1 ng/mL  of  serum 
ferritin  is  equivalent  to  about  8mg  of  storage  iror 
The  measurement  of  serum  or  plasma  ferritin,  £ 
quantitative,  noninvasive  indicator  of  iron  stores 
is,  therefore,  clinically  useful  in  determining  iron 
deficiency  before  anemia  develops. 

We  would  be  pleased  to  provide  you  with  additio 
information  about  ferritin  testing,  or  any  of  our 
other  laboratory  tests  and  profiles. 


One  Pike  Creek  Center 
Linden  Hill  Road 
Wilmington,  DE  19808 
(302)  994-5764 
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E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


MANAGING  MEDICINE,  edited  by  Jay  Stuart 
Wakefield,  major  contributor  Lawrence  L.  Weed, 
M.D.,  Kirkland,  Washington,  Medical  Communi- 
cations and  Services  Association,  1983.  250  pp. 
Price  $20.00. 

The  role  of  Dr.  Weed  in  promoting  better  health 
care  records  is  well  recognized.  Dr.  Weed  has 
strong  opinions  about  the  future  direction  health 
care  in  this  country  must  take,  and  this  publica- 
tion is  a semi-edited  transcript  of  Dr.  Weed’s 
opinions  as  he  has  expressed  them  in  talks  given 
over  an  extended  period  of  time.  The  editor 
has  tried  to  organize  these  opinions  into  chapters 
that  develop  his  thesis. 

Dr.  Weed’s  opinion  that  medical  records  are 
still  generally  terrible  is  easily  defended.  The 
complexity  of  patient  problems  is  not  a rational 
reason  for  failing  to  attempt  to  organize  the 
medical  record,  and  is  merely  another  argument 
in  support  of  Dr.  Weed’s  opinion  that  the  com- 
puter will  ultimately  be  necessary  for  not  only 
organizing  patient  records  but  planning  diag- 
nostic and  therapeutic  evaluation.  Dr.  Weed 
further  makes  an  observation  that  the  only  cer- 
tain continuity  of  patient-physician  contact  is 
through  the  patient,  and  strongly  advocates  that 
patients  retain  copies  of  their  own  medical 
records.  Obviously,  for  this  to  occur,  medical 
records  will  have  to  be  much  more  organized 
than  is  generally  the  case  at  present. 

With  controversial  and  sweeping  recommen- 
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dations  such  as  these,  one  would  expect  a book 
that  would  be  highlv  organized  and  offer  help- 
ful suggestions  for  carrying  out  these  recom- 
mendations. Unfortunately,  the  book  is  merely 
a rough  editing  of  opinions,  rather  than  a source 
book.  For  anyone  already  aware  of  Dr.  Weed’s 
opinions,  it  is  virtually  worthless.  The  only  re- 
deeming feature  is  a rather  lengthy  list  of  refer- 
ences at  the  back  of  the  work,  which  may  pro- 
vide a useful  starting  point  for  those  interested 
in  the  subject.  It  is  hard  for  this  reader  to  under- 
stand how  Dr.  Weed  could  allow  his  name  to  be 
associated  with  this  work. 

William  L.  Jaffee,  M.D. 


•A'  % 


COMPREHENSIVE  FINANCIAL  AND  TAX  PLAN- 
NING FOR  HIGH  INCOME  PROFESSIONALS,  by 

J.  Gary  Sheets,  J.  Gary  Sheets  and  Associates, 
Salt  Lake  City,  Utah,  1983.  361  pp.  Price  $14.95. 

This  book  is  for  everyone  who  wants  to  be 
more  knowledgable  in  managing  his/her  finan- 
cial affairs.  The  practice  of  medicine  leaves 
most  of  us  little  time  to  learn  these  matters, 
forcing  us  to  rely  on  other  professionals  for  ad- 
vice and,  sometimes,  the  actual  day  to  day  man- 
agement of  our  personal  financial  affairs.  A 
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careful  study  of  this  book  will  allow  the  reader 
to  become  familiar  with  many  aspects  of  per- 
sonal financial  planning  and  the  many  options 
available  in  money  management.  Armed  with 
this  information,  one  is  less  likely  to  be  talked 
into  various  costly  schemes  that  physicians  some- 
times fall  prey  to. 

Subjects  discussed  include  insurance,  invest- 
ment, tax  planning,  estate  planning,  and  the  pros 
and  cons  of  professional  incorporation.  These 
are  matters  that  we  need  to  know  about  and  that 
we  pay  other  professionals  high  fees  to  learn 
about.  The  author  is  careful  to  state  that  the 
book  is  not  a “do  it  yourself”  guide.  He  stresses 
that  we  will  always  need  the  services  of  attor- 
neys, accountants,  investment  and  insurance  ex- 
perts, etc.  The  information  in  this  book  pro- 
vides the  background  material  that  may  allow 
one  to  save  money  by  being  able  to  evaluate 
these  services  more  carefully  and  use  them  more 
efficiently. 

This  book  is  generally  written  in  clear,  non- 


technical language.  Most  of  the  technical  ma- 
terial was  simplified  nicely.  I found  the  dis- 
cussion on  trusts  and  estate  planning  somewhat 
more  difficult  than  the  other  subjects,  probably 
because  of  its  complexity.  Areas  that  one  is  not 
at  all  familiar  with  may  require  more  than  light 
reading.  I recommend  this  book  to  all  physi- 
cians, especially  those  early  in  their  careers.  The 
information  will  help  them  feel  more  confident 
in  planning  for  their  financial  futures  and  work- 
ing with  financial  planning  professionals. 

Lawrence  M.  Markman,  M.D. 
% % 

SPORTS  MEDICINE,  edited  by  Richard  H.  Strauss, 

M.D.,  Philadelphia,  W.B.  Saunders  Company, 
1984.  560  pp.  Price  $49.95. 

This  book  is  somewhat  different  from  the 
other  sports  medicine  books  on  the  market  in  that 


PHYSICIAN 

UNIVERSITY  OF  DELAWARE 

The  Student  Health  Service  has  an  opening  for  a FULL  TIME  PHYSICIAN  beginning 
July  1,  1985.  Will  deliver  primary  care  to  university  students  and  staff.  Re- 
quires Delaware  licensure  and  experience  in  primary  care  medicine;  experience 
in  non-operable  orthopedics  and  minor  surgery  preferred. 

Physician  to  join  a medical  and  support  staff  of  34  full  time  personnel,  to  include 
5 full  time  physicians,  4 part  time  physicians,  1 full  time  and  1 part  time  psy- 
chiatrist, and  12  full  time  registered  nurses.  The  Student  Health  Service  func- 
tions in  a modern  freestanding  ambulatory  care  center  with  its  own  laboratory, 
minor  surgery,  x-ray,  immunization  clinic,  and  14  bed  in-patient  unit.  Excellent 
salary  and  fringe  benefit  package. 

Submit  CV  and  references  to  either  C.  RAY  HUGGINS,  M.D.,  Director,  or  PAUL 
FERGUSON,  Assistant  Director,  Student  Health  Service,  Laurel  Hall,  University 
of  Delaware,  Newark,  DE  19716.  Telephone  302-451-2871.  Application  dead- 
line is  January  1,  1985. 

The  University  of  Delaware  is  an  equal  opportunity  employer  which  encourages 
applications  from  minority  candidates  and  women. 
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it  focuses  entirely  on  nontraumatic  medical  prob- 
lems in  sports  and  exercise.  The  editor,  Richard 
H.  Strauss,  M.D.,  the  team  physician  for  Ohio 
State  University,  has  amassed  a long  list  of  con- 
tributors. Sports  Medicine  is  intended  for  pri- 
mary physicians. 

The  first  section  of  the  book  deals  with  the 
cardiovascular  system  in  the  athlete.  It  discusses 
cardiac  evaluation,  physiologic  response  to  ex- 
ercise, exercise  testing,  exercise  prescriptions, 
and  the  benefits  and  risks  of  exercise.  Unfor- 
tunatelv,  these  subjects  are  covered  rather  super- 
ficially with  information  that  could  likely  be 
found  in  standard  textbooks  or  journals. 

The  second  section  discusses  disorders  of  vari- 
ous organ  systems.  Of  some  value  here  are  the 
discussions  of  hematuria,  proteinuria,  epilepsy 
and  exercise,  entrapment  neuropathies,  and  ex- 
ercise in  diabetics.  But  the  rest  of  the  section 
is  neither  beneficial  nor  memorable. 

The  third  section  is  more  interesting.  Topics 
such  as  counseling  parents  about  children  in 
sports,  sports  participation  for  the  child  with  a 
chronic  health  problem,  and  the  preseason  medi- 
cal examination,  are  very  well  done,  and  defi- 
nitely helpful  for  the  primary  physician.  This 
section  also  has  good  discussions  about  special 
problems  of  wompn  athletes,  and  sports  and 
recreation  for  the  aged  and  physically  disabled. 

The  fourth  section  does  a good  job  discussing 
environmental  problems,  such  as  heat  illness, 
cold  injuries,  altitude  problems,  and  underwater 
sports.  It  adequately  presents  pathophysiology, 
prevention,  and  treatment. 

The  final  section  deals  with  miscellaneous 
topics.  Nutrition,  training  techniques,  drugs  in 
sports,  traveling,  and  sports  psychology  are  cov- 
ered adequately. 

I consider  this  book  to  be  only  fair  because 
it  contains  too  much  material  readily  found  else- 
where. Parts  of  the  second,  third,  and  fifth 
sections  are  the  most  useful,  particularly  to  those 
primary  physicians  involved  with  elementary  and 
high  school  athletes.  Unfortunately,  Sports 
Medicine  contains  too  much  verbiage  to  make 
it  a complete  success. 

Raymond  R.  Strocko,  M.D. 
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ARTHROSCOPY:  DIAGNOSTIC  AND  SURGICAL 
PRACTICE,  by  S.  Ward  Casscells,  M.D.,  Lea  & 
Febiger,  Philadelphia,  1984.  192  pp.  Illus.  Price 
$40.00. 

I had  the  privilege  of  spending  a month  with 
Dr.  Casscells  and  was  oriented  to  the  inside  of 
the  knee  through  his  arthroscope.  I would  have 
understood  far  less  of  what  I saw  had  I not 
read  this  book.  I referred  to  the  anatomical 
illustrations  and  photographs  over  and  over  to 
comprehend  what  I had  seen  through  the  scope. 

Part  one  discusses  diagnostic  arthroscopy,  knee 
joint  anatomy,  articular  cartilage,  meniscus,  and 
cruciate  ligaments.  Dr.  Casscells  is  well  known 
for  his  video  recordings  of  arthroscopic  examina- 
tions, and  the  second  chapter  discusses  this  in 
detail.  The  color  photographs  of  the  various 
lesions  are  true  to  the  arthroscope. 

Part  two  discusses  arthroscopic  surgery  of  car- 
tilage, synovium,  and  loose  bodies.  The  tech- 


niques of  arthroscopic  meniscal  repair  and  ex- 
cision are  extensively  covered.  As  a nonsurgeon, 
I was  impressed  by  the  clinical  photographs  of 
hyperextension  and  patellar  hypermobility  ad- 
jacent to  radiographs,  arthroscopic  views,  and 
corrective  techniques.  The  limits  and  possibili- 
ties of  arthroscopy  and  its  proper  use  in  diag- 
nosis and  treatment  are  explored. 

I found  it  exciting  to  read  the  first  definitive 
text  on  technique  still  to  find  its  place  in  medi- 
cine and  surgery  written  by  a member  of  our 
community.  I found  this  book  readable  and 
useful  at  my  level  of  sophistication.  I am  sure 
practicing  orthopedic  surgeons  will  find  it  equally 
instructive.  I am  sure  all  arthroscopists  will  want 
their  own  copy  of  the  book,  and  for  those  who 
do  not  regularly  perform  arthroscopies,  I recom- 
mend the  book  as  very  informative  reading. 

Greg  Kujala,  M.D. 

Dr.  Kujala  was  recently  a resident  in  the  Department  of  Medi- 
cine, The  Wilmington  Medical  Center,  and  is  now  a fellow  in 
Rheumatology,  University  of  Virginia,  Charlottesville,  Virginia. 
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IMPRESSIONS  OF  HEALTH  AND  MEDICINE  IN  TIBET 


O.  J.  Pollak,  M.D.,  Ph.1). 


Geography  and  epidemiology  are  inseparable. 
The  longevity  of  a population;  the  incidence  and 
prevalence  of  certain  diseases,  and  their  severity, 
degree,  course,  complications,  and  sequelae  may 
be  correlated  with  geographic,  climatic,  ecologic, 
economic,  and  sanitary  conditions.  Studying  life 
styles  and  diets  in  different  parts  of  the  world 
offers  opportunities  for  preventing  diseases. 

In  May  1984  I journeyed  to  Tibet  seeking 
answers  to  the  puzzle  of  the  absence  of  athero- 
sclerosis in  Tibet  despite  the  high  prevalence  of 
hvpertension.  The  first  thing  I learned  was 
that  Tibetan  medicine  and  medicine  in  Tibet  are 
not  the  same.  Two  types  of  medicine  are  prac- 
ticed: one,  the  traditional  Tibetan  medicine;  and 
the  other,  the  western  type.  In  contrast  to  most 
other  Chinese  provinces,  the  two  types  are  sep- 
arated by  a wide  gap  in  Tibet. 

Tibetan  medicine  has  a 2,000  year  history. 
Its  founder,  Yutok  ^ontan  Gonpo,  intioduced  a 
discipline,  which  prevails  to  this  day,  that  com- 
bines herbal  cures  and  Buddhist  practices.  Four 
medical  treatises,  or  tantras,  of  1,400  pages,  stem 

Dr.  Poliak  is  Consulting  PatholoRist.  Division  of  Public  Health 
Laboratory,  Department  of  Health  and  Social  Services;  and  Medi- 
cal  Director,  Laboratory  Technicians  Program,  Delaware  Tech- 
nical and  Community  College. 


from  the  eighth  century.  ( The  Indian  term  tantra 
means  threat,  symbolizing  succession  of  masters, 
disciplines,  secret  doctrines,  and  rites.)  In  the 
tantras  are  listed  84,000  diseases,  subdivided  into 
1,000  categories.  The  pharmacopeias  list  2,000 
mixtures  of  herbs  and  precious  minerals.  All 
are  still  considered  valid,  though  hundreds  of 
subsequent  commentaries  have  supplemented  the 
original  tantras. 

The  Tibetan  Medical  College,  located  in  the 
center  of  Lhasa,  a city  of  60,000  inhabitants, 
has  only  30  beds.  Its  projected  expansion  to 
200  beds  in  1985,  however,  is  proof  that  tradi- 
tional medicine  is  not  about  to  be  displaced  by 
Western  medicine,  a process  that  is  rapidly  pro- 
gressing throughout  most  of  the  Peoples  Repub- 
lic of  China.  Although  most  patients  are  ex- 
amined and  treated  as  outpatients,  the  hospital’s 
daily  census  reaches  800.  Many  of  the  patients 
present  for  acupuncture.  The  potential  pool  of 
patients  consists  of  300,000  “members”  of  the 
institution,  coming  from  a wide  area  of  the 
autonomous  region  of  Xizang,  known  to  us  as 
Tibet. 

The  hospital  staff  includes  215  doctors  who 
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have  had  four  years  of  formal  education  and 
from  nine  to  15  years  of  additional  training  dur- 
ing which  they  learned  herbal  medicine  and 
astrology.  The  college  has  three  goals:  teaching, 
research,  and  treatment.  At  present,  it  has  60 
students  and  six  teachers — five  doctors  and  one 
pharmacist.  The  latter  plays  a major  role. 

The  first  medical  practitioners  were  monks  and 
laymen  trained  at  Montsi  Kay,  the  Peak  House, 
opposite  the  Potala  palace  in  Lhasa.  In  ancient 
times,  medical  instruction  was  given  exclusively 
in  pharmacies.  The  tradition  continues  in  parts 
of  Tibet  outside  of  Lhasa. 

The  college  takes  pride  in  its  two  research 
institutes.  At  one,  studies  concentrate  on  gastric 
disorders  prevalent  in  Tibet.  At  the  other,  re- 
search is  devoted  to  astrology.  The  astrological 
almanac  has  to  be  revised  annually  to  determine 
the  proper  date  on  which  medicinal  plants  are 
to  be  harvested  and  processed,  and  also,  to  de- 
termine the  most  favorable  weather  and  date 
on  which  a specific  treatment  should  be  pre- 
scribed for  a particular  disease.  The  patient’s 
horoscope  must  be  correlated  with  all  the  other 
data,  cosmic  diagrams,  mandalas,  secret  for- 
mulas, mantras,  and  ritual  gestures,  mudras. 

Diagnosis  is  based  on  physical  examination, 
with  emphasis  on  temperature,  blood  pressure 
and  pulse,  and  on  carefully  palpating  blood 
vessels  of  the  neck  and  the  extremities.  The  sole 
laboratory  procedure,  a urinalysis,  does  not  pres- 
ently include  microscopic  examination  of  the 
sediment,  although  the  chief  physician  expressed 
the  hope  of  obtaining  a microscope  “in  the  near 
future.” 

That  lack  of  laboratory  facilities  precludes  ac- 
curate diagnosis  may  be  best  illustrated  by  re- 
lating a personal  experience.  At  Xigaze  I was 
consulted  as  a physician  by  our  bus  driver,  a 
well-built,  muscular  45-year-old  man.  He  was 
Han — the  Hans,  numbering  about  five  million, 
are  one  of  the  55  minorities  officially  recognized 
by  the  Peoples  Republic  of  China — but  had  lived 
in  Tibet  for  40  years.  The  man  had  an  undiag- 
nosed disease:  For  five  years  he  had  had  red 
urine.  Allegedly,  his  urinary  tract  was  found 
to  be  intact  by  a radiologist  in  Shanghai.  Also 
allegedly,  an  Amerioan  physician-tourist  sug- 
gested that  the  man  may  have  had  a parasitic  in- 


fection. ( Schistosoma  haematobium?)  He  had 
consulted  many  physicians  in  Lhasa,  none  of 
whom  could  diagnose  his  problem.  To  me,  a 
five  year  survival  with  uncontrolled  hematuria 
or  hemoglobinuria  seemed  unlikely.  The  man’s 
fingernails,  lips,  and  conjunctivae  had  normal 
coloring.  The  “bloody  urine”  and  bouts  of  in- 
testinal cramps  with  diarrhea  were  the  man’s 
only  complaints.  My  few  questions  and  answers 
led  to  elimination  of  all  known  causes  of  hema- 
turia such  as  hemoglobinuria,  mvoglobinuria, 
and  myohemoglobinuria,  except  one.  He  had 
been  a truck  driver  and  bus  driver  for  more 
than  20  years  and  as  such  had  handled  storage 
batteries  and  leaded  gasoline.  My  suspicion  of 
porphyrinuria  due  to  lingering  chronic  saturnism 
was  enforced  by  a look  at  his  discolored  gums. 

Treatment  at  the  Tibetan  College  Hospital  is 
entirely  medical.  For  surgery,  patients  are  re- 
ferred to  a western-type  hospital.  Herbs,  fungi, 
and  spices,  often  mixed  with  powdered  precious 
or  semiprecious  gems,  antlers,  or  ram’s  horns,  are 
dispensed  as  powders,  extracts,  or  decocta,  some 
for  oral  use  and  some  for  intravenous  infusion. 
The  college  pharmacy  produces  10,000  kg  of 
drugs  annually. 

Foods  play  a major  role.  For  example,  pome- 
granates are  prescribed  for  stomach  ailments 
and  tremella  ( a yellow  fungus  of  gelatinous  ap- 
pearance) for  lung  diseases.  Blood  letting,  hot 
steam  baths  (there  are  thermal  springs  near 
Lhasa),  prayers,  rites,  and  offerings  are  just  as 
important  as  medicines.  One  to  three  statues  of 
Medicine  Buddhas  can  be  found  in  any  monas- 
tery. 

Exorcism  is  still  practiced  by  the  Lopas,  a tribe 
of  only  5,000  who  live  in  isolation  in  the  south- 
east corner  of  Tibet.  Acupuncture  is  practiced 
extensively.  Cauterization  of  blood  vessels  to 
both  sides  of  the  cervical  spine  and  to  both  sides 
of  the  neck  is  used  in  treating  hypertension  in 
its  early  stages,  supposedly  with  great  success. 
Another  success  claimed  is  the  treatment  of  men- 
tal disorders,  especially  of  depression,  with  herbs. 

Hypertension  is  the  dominant  disease  in  Tibet, 
cerebral  hemorrhage  is  the  leading  cause  of 
death.  Blood  pressure  of  180/100  mm  Hg  is 
considered  normal,  and  250/200  mm  Hg  is  not 
unusual.  The  high  prevalence  and  frequency 
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of  severe  hypertension  are  ascribed  to  the  wide- 
spread consumption  of  yak  daily  products  and 
of  salted  tea  rather  than  to  the  altitude.  (In  the 
Western  hemisphere,  hypertension  is  most  prev- 
alent in  the  Bahama  Islands;  Nassau  is  only  12 
feet  above  sea  level.  Bahamian  natives  subsist 
on  saltwater  fish.  Mexico  Citv,  at  an  altitude  of 
7,575  feet,  has  no  more  hypertension  than  Dela- 
ware. ) 

Tibetans  drink  up  to  50  cups  of  tea  a day. 
Along  roads  one  sees  open,  tent-like  tea  houses 
with  men  drinking  tea  and  sitting  on  benches 
at  both  sides  of  long  tables.  The  tea  is  made 
by  boiling  brick  tea  until  it  is  very  dark  and 
thick,  pouring  it  into  a churn,  adding  yak  butter 
and  salt,  and  churning  until  the  ingredients 
blend. 

Salt  is  added  as  a preservative  to  yak  milk,  yak 
milk  curds,  yak  yogurt,  yak  butter,  and  yak 
cheese.  All  these  products  are  consumed  through- 
out Tibet.  Yak  meat  is  lean,  as  is  the  meat  of 
goats  and  sheep,  but  is  not  plentiful.  Potatoes 
are  rarely  eaten.  The  staples  in  order  of  use  are 
barley,  rice,  and  corn.  Various  minorities  have  ad- 
ditional favorite  foods.  The  Menas  like  buckwheat 
cakes  and  pancakes  with  thick  pepper  sauce. 
Lapas  eat  roasted  meat  and  yak  milk  curds. 
Denpas  eat  com,  chicken,  slow  rice,  and  millet. 
Sherpas  prefer  gongzu,  a corn  porridge,  and 
steamed  potatoes.  All  Tibetans  eat  green  vege- 
tables, peas,  snow  peas,  cabbage,  rhubarb,  string- 
beans,  beans,  turnips,  and  tofu  (soybean  curds). 
They  grow  persimmons,  pomegranates,  pepper, 
peppermint,  tea,  and  tobacco.  Bananas  and  other 
fruit  trees  have  been  introduced  only  in  the  last 
two  decades.  Tibetans  drink  yak  tea,  barley 
wine,  and  barley  beer. 

Yak  products  are  not  just  used  as  food.  Pil- 
grims, of  whom  there  are  large  numbers,  carry 
oans  or  flasks  with  melted  butter  to  use  as  oil 
in  lamps,  which  are  cups  with  floating  candles. 
Kneaded,  colored  yak  butter  is  used  by  the 
monks  to  make  durable  images  of  Buddha  and 
to  form  ceremonial  conical  cakes  called  tsamba, 
made  of  roasted  gingke  (barley)  flour  and  yak 
butter.  Indeed,  the  penetrating  rancid  odor  of 
butyric  acid  permeates  the  air  of  windowless 
compartments,  of  the  prayer  halls  and  the  kitch- 


ens in  Buddhist  temples,  and  of  the  streets  lead- 
ing to  temples  and  shrines. 

In  the  absence  of  statistics  one  has  to  rely  on 
personal  observations,  conjecture,  and  a few  tid- 
bits of  information.  Ischemic  heart  disease  and 
atherosclerosis  are  practically  unknown  in  Tibet. 
What  about  the  “risk  faotors”  of  those  conditions? 
Obesity'  does  not  exist,  neither  does  a high  caloric 
diet.  Diabetes  mellitus  is  rare  ( not  that  I myself 
consider  it  to  be  a risk).  The  presence  of  hy- 
perestrogenemia  seems  unlikely.  Nicotine?  Young 
and  middle-aged  Tibetans  are  chain  smokers. 
However,  nicotine  is  not  an  atherogenic  risk 
factor,  but  rather  a thrombogenic  factor,  espe- 
cially in  synergism  with  hypercholesterolemia  or 
hyperestrogenemia.  Arterial  thrombi  form  on 
atherosclerotic  lesions,  or  within  a constricted 
lumen,  neither  of  which  alterations  occur  in 
Tibet. 

Certainly,  the  Tibetan  diet  is  rich  in  cholesterol 
and  saturated  fatty  acids,  and  salt  and  calcium 
from  dairy  products.  The  role  of  saturated  fatty 
acids  in  atherosclerosis  lies  in  their  facilitating 


FIGURE  1 


Mother  and  child  standing  on  the  "highway," 
Lhasa-Xigaze,  with  yak  in  background. 
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the  transport  of  cholesterol  from  the  intestinal 
lumen  into  lymph  and  blood.  For  this,  choles- 
terol must  be  available  in  the  gut.  One  may  as- 
sume that  the  high  phytosterol,  specifically,  beta- 
sitosterol,  content  of  dietary  grains  and  vege- 
tables blocks  the  resorption  of  cholesterol.  And 
hypertension?  If  hypertension  is  an  atherogenic 
risk  at  all  it  apparently  acts  as  such  only  in 
conjunction  with  other  risk  factors. 

Stomach  ailments  are  verv  common  in  Tibet. 
Other  frequent  ailments  are  bronchitis,  rheuma- 
tism, and  arthritis.  Tuberculosis  is  widespread. 
Leprosv  occurs  sporadically  in  some  remote 
valleys  in  the  south.  The  lack  of  sanitation  pro- 
vokes questions  about  diseases  of  the  digestive 
tract.  The  common  occurrence  of  enterocolitis 
is  denied;  however,  as  a pathologist  glancing  at 
the  quantity  of  accrued  excreta  on  the  slanting 
shoots  of  the  latrines,  I concluded  that  diarrhea 
is  by  no  means  rare.  It  is  probably  not  con- 
sidered abnormal  in  Tibet.  Curiously,  there  are 
no  flies.  Summer  diarrhea  of  infants  is  frequent. 

All  the  childhood  diseases  occur  in  high  num- 


bers, matching  the  high  numbers  of  unwashed 
children  in  the  streets.  (Minorities  are  exempt 
from  the  government’s  “one  child  per  couple” 
ruling. ) 

Among  neoplasms,  gastric  carcinoma  is  in  the 
lead,  followed  by  hepatic  and  pulmonary  cancer. 
The  latter  is  supposedly  less  frequent  in  Tibet 
despite  high  smoking  habits  than  in  other  parts 
of  the  Peoples  Republic  of  China.  Stomach  and 
liver  cancer  are  ascribed  to  excessive  drinking 
of  barley  wine  and  barlev  beer.  Carlic,  scallions, 
and  radishes  are  not  only  used  in  cooking,  but 
are  eaten  raw  in  incredibly  large  quantities  from 
dawn  to  dusk.  There  are  some  who  believe  that 
garlic  prevents  atherosclerosis.  More  likelv,  this 
may  apply  to  tofu. 

One  wonders  why  in  a harsh  climate,  lacking 
sanitation,  subsiding  on  a “yak  diet,”  Tibetans 
live  to  be  60  vears  old.  Could  it  be  that  the 
Angel  of  Death  keeps  postponing  the  moment 
at  which  to  plant  his  kiss  on  lips  scented  with 
garlic,  scallions,  and  rancid  butter? 
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How  to  have  an  office  near  the 
hospital  with  no  start-up  costs... 


If  you  are  thinking  of  expanding  your 
practice  or  limiting  it  to  just  a part  of  each 
week,  here's  a great  way  to  maintain  an 
office  near  the  new  Christiana  Hospital 
with  extremely  low  overhead  and  no 
start-up  costs. 

A unique  time-sharing  plan  makes 
fully  administered  office  facilities  availa- 
ble to  you  on  an  hourly  or  daily  basis. 


The  monthly  fee  includes  administra- 
tion, housekeeping,  and  receptionist 
services  as  well  as  fully  equipped  offices 
and  examining  rooms.  The  on-site 
laboratory,  X-ray  facility  and  mini 
operating  room  offer  added  conven- 
ience for  you  and  your  patients.  Call 
today  for  full  details  and  a free  brochure. . . 
368-5100. 


OMEGA  MEDICAL  CENTER 


15  OMEGA  DRIVE,  NEWARK,  DE  19713 


My  Friends 

Ibll  Me... 
Sound 

Financial  Planning; 
is  Harder  to  Find 

than 

the  Cure  for 
the  Common  Cold 


DON’T  LISTEN  TO  A FRIEND.  LISTEN  TO  A SPECIAL!" 

CALL  US:  (302)  731-7330. 


Wilmington  Financial  Group,  Inc. 

Specialists  in  financial  planning  for  doctors. 

Suite  201,  Topkis  Building,  100  Chapman  Road,  Newark,  Delaware  19702 


In  Brief 


Impaired  Physician 
Program 


Colleagues 
In  the  News 


Congenital  Heart 
Disease  Seminar 


Cardiology 
in  Colorado 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302)  654- 
1001.  The  anonymity  of  the  caller  is  assured. 


Richard  F.  Gordon,  M.D.,  of  Wilmington,  has  been  elected  as  a Fellow  to  the 
American  College  of  Physicians.  Dr.  Gordon  was  among  290  new  Fellows 
elected  nationwide.  He  will  be  formally  inducted  at  the  ACP’s  annual  scientific 

j 

meeting  in  Washington,  D.C.,  in  March  1985. 

Dean  L.  Winslow,  M.D.,  of  Wilmington,  has  been  elected  to  Fellowship  in  the 
60,000-member  American  College  of  Physicians.  Election  to  Fellowship  in  the 
ACP  signifies  that  a physician  has  been  recognized  by  his  colleagues  as  having 
attained  a level  of  medical  scholarship  and  achievement  in  internal  medicine. 

C.  Lalor  Burdick,  Ph.D.,  director  of  the  Lalor  Foundation  and  a member  of 
the  Delaware  Academy  of  Medicine,  received  the  Marshall  Medal  of  the  Society 
for  the  Study  of  Fertility  at  the  University  of  Reading,  England,  this  year.  This 
is  the  highest  award  of  the  Society  and  was  in  recognition  of  the  Lalor  Founda- 
tion’s major  contribution  to  research  in  reproduction  in  the  past  24  years. 


CLINICAL  MEETINGS  AND  NOTICES 


The  American  College  of  Cardiology  is  sponsoring  a program,  CONGENITAL  HEART 
DISEASE,  scheduled  for  January  9-11,  1985,  in  Bethesda,  Maryland.  The  object  of 
this  program  is  to  demonstrate  the  anatomy  and  architecture  of  the  normal  heart,  and 
to  demonstrate  the  various  types  of  congenital  heart  disease  by  showing  actual 
specimens  conveying  a three-dimensional  conception.  This  is  associated  with 
the  demonstration  of  angiocardiograms,  echocardiograms,  and  other  clinical  means 
used  in  making  a diagnosis  of  the  lesion.  This  will  be  followed  by  an  exposi- 
tion of  the  surgical  procedures  employed  in  correcting  the  anomaly.  Participants  will 
be  eligible  for  21  Category  I credits.  Registration  fee  is  $375  for  ACC  members  and 
$435  for  nonmembers.  Contact:  American  College  of  Cardiology,  Learning  Center 
Program  Registrar,  9111  Old  Georgetown  Road,  Bethesda,  Maryland  20814.  Tele- 
phone: (301)  897-5400,  ext.  241. 


Snowmass,  Colorado,  will  be  the  setting  for  the  16th  ANNUAL  CARDIOVASCULAR 
CONFERENCE,  sponsored  by  the  American  College  of  Cardiology.  The  program, 
scheduled  for  January  14-18,  1985,  is  concerned  with  the  most  recent  advances  in 
cardiovascular  review  and  updating  of  medical/surgical  treatment,  as  well  as  associated 
diagnostic  evaluations,  in  the  rapidly  changing  field  of  cardiology.  This  program 
meets  the  criteria  for  20  Category  I credit  hours.  Registration  fee  is  $295  for  ACC 
members  and  $375  for  nonmembers.  Contact:  American  College  of  Cardiology,  Extra- 
mural Programs  Department,  9111  Old  Georgetown  Road,  Bethesda,  Maryland  20814. 
Telephone:  (301)  897-5400. 
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In  Brief 


Pericardiology  The  American  College  of  Cardiology  is  sponsoring  a program,  PERICARDIOLOGY 
Seminar  1985-THE  PERICARDIUM:  ITS  DISEASES  AND  ASSOCIATIONS  WITH  MYO- 
CARDIAL DISEASES,  January  16-18,  1985,  in  Bethesda,  Maryland.  This  pro- 
gram is  designed  to  review  the  spectrum  of  pericardial  disorders,  including 
newer  forms  (additional  etiologies  and  results  in  medical  progress).  Basic  concepts 
of  pericardial  disease  are  revised  in  light  of  recent  advances  and  are  related  directly 
to  the  pathophysiology  of  cardiac  compression  syndromes,  myocardiopathies  and 
cardiac  failure,  and  bedside  diagnosis  and  management.  This  program  meets  the 
criteria  for  21  Category  I credit  hours.  Registration  fee  is  $375  for  ACC  members 
and  $435  for  nonmembers.  Contact:  American  College  of  Cardiology,  Learning 
Center,  Registrar,  9111  Old  Georgetown  Road,  Bethesda,  Maryland  20814.  Tele- 
phone: (301)  897-5400,  ext.  241. 


American  Society  The  inaugural  meeting  of  the  AMERICAN  SOCIETY  FOR  RECONSTRUCTIVE 
for  Reconstructive  MICROSURGERY  will  take  place  in  Las  Vegas,  January  18-19,  1985.  It  will  im- 
Microsurgery  mediately  precede  the  annual  meeting  of  the  American  Society  for  Surgery  of  the 
Hand.  Topics  to  be  discussed  include  thumb  reconstruction,  osseous  tissue  transfer, 
and  facial  reanimation.  Registration  fee  is  $350  for  active  members  and  guests,  $200 
for  associate  and  corresponding  members,  and  $200  for  residents.  Contact:  Berish 
Strauch,  M.D.,  President,  The  American  Society  for  Reconstructive  Microsurgery,  3331 
Bainbridge  Avenue,  Bronx,  New  York  10467.  Telephone:  (212)  920-5551. 


take  it 
from  one 
who  knows 


about  stashing  it  away! 

AN  IRA  HELPS 

SECURE  YOUR  FUTURE  . . . 


ARTISANS’  has  the  IRAs  you  need  to  insure  a 
comfortable,  worry-free  retirement.  Save  up  to 
$2,000  per-wage-earner  or  $2,500  per-wage-earner 
and  non-working  spouse  yearly.  Your  contributions  and 
interest  earnings  accumulate  tax-free  until  withdrawn. 

Plan  ahead  for  a brighter  future.  Call  Artisans'  today. 

partisans' 

k SAVINGS  BANK 

" Your  Family  Financial  Center" 

9th  & Tatnall  Sts.  • Concord  Mall  • Midway,  Polly  Drummond  & Graylyn  Shopping  Centers  • Dover 
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LIKOFF  CARDIOVASCULAR  INSTITUTE 

of  Hahnemann  Medical  College  and  Hospital 

230  N.  Broad  Street,  Philadelphia,  Pa.  19102 
(215)  448-8063 

CARDIOLOGY  UPDATE  . . . 

IS  DESIGNED  FOR  THE  PHYSICIAN  AND  PROVIDES  AN  INTENSIVE 
SURVEY  OF  THE  CURRENT  STATUS  OF  CLINICAL  CARDIOLOGY  . . . 

WEDNESDAY,  DECEMBER  5,  1984 

20  minute  lectures  — Questions  and  Answers  (1  0 minutes) 

HYPERTENSION 

Moderator:  David  T.  Lowenthal,  M.D. 

CASE  PRESENTATION 
Stanley  Spitzer,  M.D. 

SHOULD  MILD  HYPERTENSION  BE  TREATED? 

Sheldon  R.  Bender,  M.D. 

WHAT  IS  THE  STEP-CARE  MANAGEMENT? 

David  T.  Lowenthal,  M.D. 

MANAGING  HYPERTENSIVE  EMERGENCIES 
Stuart  Snyder,  M.D. 

MANAGING  RESISTANT  HYPERTENSION:  WHAT  ARE  THE 
BENEFITS  OF  ANTIHYPERTENSIVE  THERAPY? 

David  T.  Lowenthal,  M.D. 

PANEL  DISCUSSION 

3:00  P.M.— 2nd  FLOOR  NEW  COLLEGE  BUILDING 
HAHNEMANN  UNIVERSITY 

• NO  REGISTRATION  FEE  • NO  ADVANCE  REGISTRATION  REQUIRED 

CME  Category  I Credits  Certified 
— Wine  and  Cheese  Served  Following  Conference  — 


the 

Best  Hand. 


In  Brief 


Surgery  Seminar  The  University  of  California,  San  Diego,  School  of  Medicine,  is  sponsoring  the 
EIGHTH  ANNUAL  SAN  DIEGO  POSTGRADUATE  ASSEMBLY  IN  SURGERY, 
January  21-25,  1985,  in  San  Diego,  California.  Participants  will  be  eligible  for  ap- 
proximately 28  hours  of  AM  A credit.  Contact:  Office  of  Continuing  Medical  Educa- 
tion, M-017,  UC  San  Diego  School  of  Medicine,  La  Jolla,  California  92093.  Tele- 
phone: (619)  452-3940. 


Advances  in  A program  designed  to  review  advances  in  technical  aspects  of  cardiac  catheteriza- 
Cardiac  tion,  ADVANCES  IN  CARDIAC  CATHETERIZATION  IN  ADULTS,  will  be  held 
Catheterization  January  28-30,  1985,  in  Bethesda,  Maryland.  The  program,  sponsored  by  the  Ameri- 
can College  of  Cardiology,  will  review  new  procedures  including  PTCA,  intracoronary 
thrombolysis,  endomyocardial  biopsy,  catheter  ablation  of  conducting  pathways,  intra- 
cardiac defibrillation,  and  cardiac  pacing.  In  addition,  newer  imaging  processing 
techniques  for  cardiac  images  will  be  explored,  including  digital  subtraction  and  CT 
of  the  heart.  Participants  will  be  eligible  for  21  Category  I credits.  Registration 
fee  is  $375  for  ACC  members  and  $435  for  nonmembers.  Contact:  American  College 
of  Cardiology,  Learning  Center  Program  Registrar,  9111  Old  Georgetown  Road, 
Bethesda,  Maryland  20814.  Telephone:  (301)  897-5400. 


Cardiology  The  Utah  Heart  Association  along  with  Heart  Associations  all  over  the  Western 
and  Hawaii  region  will  present  a CME  accredited  scientific  session  on  cardiology  aboard  the  S.S. 

Constitution  while  cruising  around  the  Hawaiian  Islands.  The  scientific  sessions, 
February  2-9,  1985,  will  focus  on  such  topics  as  Surgery  Approach  to  Coronary  Artery 
Disease,  Intracoronary  Streptokinase  and  Balloon  Angioplasty  in  the  Treatment  of 
Acute  Myocardial  Infarction,  A Practical  Approach  to  Supraventricular  Tachycardia, 
The  Evaluation  of  Cardiovascular  Functional  Capacity  in  the  Exercise  Laboratory, 
New  Treatment  Approaches  in  the  Post  Myocardial  Infarct  Patient,  and  Preventive 
Cardiology.  Contact:  Utah  Heart  Association,  645  East  400  South,  Salt  Lake  City, 
Utah  84102.  Telephone:  (801)  322-5601. 


Pulmonary  The  Division  of  Pulmonary  Medicine  and  the  Office  of  Continuing  Medical  Education 
Diseases  at  the  Medical  College  of  Virginia  are  sponsoring  a conference,  UPDATE  ON  PUL- 
Update  MONARY  DISEASES,  February  4-6,  1985,  in  Wintergreen,  Virginia.  Major  topics 
of  discussion  will  include  Management  of  Chronic  Obstructive  Pulmonary  Disease, 
Evolving  Diagnostic  Techniques  in  Pulmonary  Embolism,  Exercise  Testing,  and  New 
Advances  in  Treatment  of  Cancer.  Participants  will  be  eligible  for  12  credit  hours  in 
Category  I of  the  Physician’s  Recognition  Award  of  the  AMA,  and  12  Prescribed 
hours  by  the  American  Academy  of  Family  Physicians.  Registration  fee  is  $250  for 
physicians  and  $135  for  physicians  in  training  and  all  other  health  care  professionals. 
Contact:  Beth  Winn,  Continuing  Medical  Education,  Box  48-MCV  Station,  Richmond, 
Virginia  23298.  Telephone:  (804)  786-0494. 


Vincent  A.  Schiavi 

Fee  Only 

Financial  Planning  Services 

The  objective  Analysis  of  Financial  Opportunities 

(302)  656-4472 

No  Charge  for  Initial  Consultation 

Member:  Institute  of  Certified  Financial  Planners 
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In  Brief 


Clinical 

Cardiology 

Seminar 


The  University  of  Florida  College  of  Medicine,  Gainesville,  and  the  American  College 
of  Cardiology  will  sponsor  the  Fourth  Annual  PERSPECTIVES  ON  NEW  DIAG- 
NOSTIC AND  THERAPEUTIC  TECHNIQUES  IN  CLINICAL  CARDIOLOGY, 
February  4-6,  1985,  at  Walt  Disney  World,  Lake  Buena  Vista,  Florida.  The  goal  of 
this  program  is  to  present  new  diagnostic  and  therapeutic  techniques  being  used  in 
clinical  cardiology  and  then  critically  evaluate  their  role  in  patient  care  in  order  to 
place  them  in  the  proper  perspective  for  the  practicing  physician.  Participants  will 
be  eligible  for  13  Category  I credits.  Registration  fee  is  $240  for  ACC  members  and 
$370  for  nonmembers.  Contact:  American  College  of  Cardiology,  Extramural  Pro- 
grams Department,  9111  Old  Georgetown  Road,  Bethesda,  Maryland  20814.  Tele- 
phone: (301)  897-5400,  ext.  230. 


Diagnostic 
Imaging  in 
Jamaica 


The  Department  of  Radiology  at  the  University  of  Texas  Health  Science  Center  at 
Dallas  is  sponsoring  a seminar  entitled  DIAGNOSTIC  IMAGING— CT,  MRI,  AND 
ULTRASOUND.  The  seminar  will  be  held  in  Montego  Bay,  Jamaica,  February  4-9, 
1985.  Practical  clinical  problems  will  be  addressed  in  lectures  and  daily  workshops 
on  the  latest  in  abdominal  and  neuroradiological  imaging.  Also  included  will  be 
topics  on  applied  ultrasound  in  interventional  radiology.  Participants  will  be  eligible 
for  20  AMA  Category  I credits.  Registration  fee  is  $350  for  physicians  and  $200 
for  residents  and  fellows.  Contact:  Dolly  Christensen,  Director  of  Radiology  Post- 
graduate Education,  5323  Harry  Hines  Blvd.,  Dallas,  Texas  75235.  Telephone:  (214) 
688-2502  or  688-2166. 


Full  Service  Nuclear  Medicine 
Laboratory 


Computerized  Imaging  - Therapy 

DELAWARE  NUCLEAR  MEDICINE 


Nuclear  Cardiology 

Thallium  and  Radionuclide  Ventriculography 
Thyroid  Evaluation  and  Treatment 


330  Christiana  Medical  Center 
Newark,  DE  19702 
1302)  368-3000 
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In  Brief 


Cosmetic  Surgery 
Symposium 


Martial  Arts 
for  Doctors 


Ultraviolet  Light 
and  the  Eye 


Christiana  Hospital 
Open  House 


Health  Care 
for  the  Elderly 


Rhinoplasty 

Seminar 


The  NINETEENTH  ANNUAL  SYMPOSIUM  ON  COSMETIC  SURGERY  will  be 
held  February  7-9,  1985,  in  Miami.  A variety  of  papers  and  demonstrations  on 
rhinoplasty  will  be  presented.  The  lectures  and  demonstrations  will  include  primary 
and  secondary  rhinoplasty,  complications,  problem  cases,  associated  facial  deformities, 
and  more.  February  7th  will  be  devoted  to  aesthetic  surgical  demonstrations  by  the 
host  faculty.  Registration  fee  is  $500  for  members  of  the  American  Society  of  Plastic 
and  Reconstructive  Surgeons,  Plastic  Surgery  Education  Foundation,  and  the  American 
Society  for  Aesthetic  Plastic  Surgery;  $600  for  nonmembers;  and  $250  for  residents. 
Contact:  Thelma  MacGregor,  Cosmetic  Surgery  Symposia,  Cedars  Medical  Center, 
1400  NW  12  Avenue,  Miami,  Florida  33136. 


The  PHYSICIANS’  MARTIAL  ARTS  ASSOCIATION  (PMAA) , a national  organization 
founded  by  Millard  Seto,  M.D.,  in  1973,  is  being  reactivated.  The  organization  is 
open  to  any  doctor  (M.D.,  D.O.,  D.D.S.,  D.M.D.)  of  any  rank  in  all  types  and  styles 
of  martial  arts.  PMAA  was  founded  to  promote  the  cause  of  martial  arts  medicine, 
to  make  qualified  physicians  available  to  all  martial  arts  organizations  as  medical  ad- 
visors, to  put  physicians  with  an  interest  in  the  martial  arts  in  contact  with  each  other, 
to  conduct  courses  for  instructors  in  the  martial  arts  that  provide  basic  knowledge 
in  how  to  recognize  and  handle  martial  arts  injuries,  and  to  utilize  skills  as  physicians 
to  promote  the  martial  arts  and  their  basic  precepts  of  honor,  humility,  courtesy,  and 
respect.  Physicians  who  are  interested  in  obtaining  more  information  or  joining 
PMAA  can  contact  the  organization  at  P.O.  Box  2175,  Honolulu,  Hawaii  96805. 


The  Medical  Center  of  Delaware  and  Iolab  Corporation  are  sponsoring  a program 
entitled  ULTRAVIOLET  LIGHT  AND  TOXICITY  TO  THE  EYE,  January  18,  1985, 
at  the  Hotel  DuPont  in  Wilmington.  The  latest  findings  in  ultraviolet  toxicity  to  the 
lens  and  retina  will  be  discussed  by  a nationally-renowned  panel.  Also,  the  use  of 
ultraviolet-blocking  agents  in  intraocular  lenses,  contact  lenses,  and  ordinary  spectacles 
will  be  discussed.  Participants  will  be  eligible  for  six  Category  I credit  hours.  Con- 
tact: Robert  Abel,  Jr.,  M.D.,  1100  North  Grant  Avenue,  Wilmington,  Delaware  19805- 
2695.  Telephone:  (302)  655-3351. 


As  The  Medical  Center  of  Delaware’s  Christiana  Hospital  nears  completion,  the  public 
is  invited  to  tour  the  new  facilities  during  several  open  houses.  Saturday,  November 
17,  1984,  and  Sunday,  November  18,  1984,  from  10  a.m.  to  4 p.m.,  the  public  will 
be  able  to  visit  the  new  Christiana  Hospital.  The  Christiana  Hospital  is  located  at 
Ogletown-Stanton  (Route  4)  and  New  Churchman’s  Roads,  off  1-95  at  Exit  4N. 


The  Medical  Society  of  Delaware  and  Family  Service  of  Delaware  are  sponsoring  a 
seminar  entitled  ISSUES  IN  HEALTH  CARE  FOR  THE  ELDERLY,  December  6, 
1984,  at  8 p.m.  The  speaker  will  be  Eric  Pfeiffer,  M.D.  The  program  will  be  held 
at  the  Academy  of  Medicine,  1925  Lovering  Avenue,  Wilmington.  Physicians  at- 
tending this  program  will  be  eligible  for  1 credit  hour.  Although  there  is  no  charge 
for  this  seminar,  please  make  reservations  with  the  Medical  Society  of  Delaware,  1925 
Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone:  (302)  658-7596. 


The  American  Academy  of  Facial  Plastic  and  Reconstructive  Surgery  is  sponsoring 
a course  in  RHINOPLASTY  December  9-13,  1984,  in  Key  Biscayne,  Florida.  The 
seminar  will  explore  the  unsettled  areas  of  rhinoplastic  surgery.  The  format  of  panel 
discussions  and  cross  participation  is  designed  to  amplify,  challenge,  and  clarify  this 
demanding  operation.  There  will  be  at  least  two  demonstrations  daily.  Participants 
will  be  eligible  for  35  CME  credits.  Registration  fee  is  $695  for  AAFPRS  members, 
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In  Brief 


NIH  Conference 
On  Cholesterol 
and  Heart  Disease 


Geriatric  Medicine 
Symposium 


Cardiac  Pacing 

Seminar 


Progress  in 
Cardiovascular 
Disease 


Lecture  on  Colon 
and  Rectal  Cancer 


A consensus  Development  Conference  on  the  LOWERING  OF  BLOOD  CHOLES- 
TEROL TO  PREVENT  HEART  DISEASE  will  be  held  at  the  National  Institutes  of 
Health,  December  10-12,  1984.  Elevated  blood  cholesterol  is  one  of  the  major  risk 
factors  for  the  development  of  coronary  heart  disease.  The  recently  concluded  Lipid 
Research  Clinics  Coronary  Primary  Prevention  Trial  demonstrated  that  reducing  blood 
cholesterol  levels  reduced  the  risk  of  developing  coronary  heart  disease.  A Consensus 
Panel  will  study  the  scientific  evidence  presented  by  medical  experts  and  formulate  a 
draft  statement  in  response  to  a number  of  key  questions  such  as:  Is  the  relationship 
between  blood  cholesterol  levels  and  coronary  heart  disease  causal?  Will  reduction 
of  cholesterol  levels  prevent  coronary  heart  disease?  At  what  level  of  blood  cholesterol 
should  treatment  be  started  and  what  is  appropriate  treatment?  Should  the  popula- 
tion at  large  attempt  to  reduce  their  cholesterol  levels?  What  are  appropriate  direc- 
tions for  research  to  explore?  Contact:  Ms.  Peggy  Connolly,  Prospect  Associates, 
Suite  401,  2115  East  Jefferson  Street,  Rockville,  Maryland  20852.  Telephone:  (301) 
468-6555. 


The  University  of  California,  San  Diego  School  of  Medicine  is  sponsoring  a conference, 
RECENT  ADVANCES  IN  GERIATRIC  MEDICINE:  DEMENTIA  IN  THE 
ELDERLY,  January  31-February  2,  1985,  in  San  Diego.  Physicians  will  be  eligible 
for  up  to  13  credit  hours.  Registration  fee  is  $210  for  physicians  and  $140  for 
residents  and  students.  Contact:  Office  of  Continuing  Medical  Education,  UC  San 
Diego  School  of  Medicine,  M-107,  La  Jolla,  California  92093.  Telephone:  (619) 
452-3940. 


The  American  College  of  Cardiology  will  conduct  a program,  CARDIAC  PACING, 
December  5-7,  1984,  in  New  York  City.  The  program  will  show  the  clinician  principles 
and  practices  of  cardiac  pacing  for  the  lifetime  care  of  the  patient.  Controversial  issues 
will  be  considered,  such  as  who  should  be  paced  and  how  they  should  be  paced, 
reliability,  safety  and  longevity,  programmability,  new  electrodes,  single  and  dual 
chamber  pacing,  power  sources,  and  future  goals.  Special  emphasis  will  be  placed 
on  understanding  the  increasingly  complex  programmable  and  dual  chamber  pulse 
generators  and  will  include  demonstration  programming  and  electrocardiography  read- 
ing sessions.  Participants  will  be  eligible  for  22  Category  I credit  hours.  Registration 
fee  is  $380  for  ACC  members  and  $445  for  nonmembers.  Contact:  American  College 
of  Cardiology,  9111  Old  Georgetown  Road,  Bethesda,  Maryland  20814.  Telephone: 
(301)  897-5400. 


The  American  College  of  Cardiology  will  conduct  a program,  CARDIOVASCULAR 
DISEASE:  PATHWAYS  OF  PROGRESS,  December  14-16,  1984,  in  New  York  City. 
This  symposium  is  designed  to  examine  the  reasoning  behind  the  clinical  decisions 
being  made  both  diagnostically  and  therapeutically  in  common  cardiac  problems  by 
experienced  cardiologists  and  cardiovascular  surgeons  Special  consideration  will  be 
given  to  the  still  unsettled  issue  of  medical  or  surgical  therapy  for  various  subsets  of 
patients  with  coronary  heart  disease.  Participants  will  be  eligible  for  20  Category  I 
credit  hours.  Registration  fee  is  $300  for  ACC  members  and  $395  for  nonmembers. 
Contact:  American  College  of  Cardiology,  9111  Old  Georgetown  Road,  Bethesda, 
Maryland  20814.  Telephone:  (301)  897-5400. 


The  American  Cancer  Society,  Delaware  Division,  Inc.,  is  sponsoring  a lecture  by 
Warren  E.  Enker,  M.D.,  chief  of  rectal  and  colon  surgery  at  Memorial  Sloan-Kettering 
Cancer  Center,  on  November  29,  1984,  at  the  Delaware  Academy  of  Medicine.  The 
program  will  provide  information  on  the  disease,  diagnosis,  and  management  of  COLO- 
RECTAL CANCER.  There  is  no  registration  fee  for  the  day-long  program,  but  there 
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In  Brief 


is  a nominal  fee  for  lunch.  Participants  will  be  eligible  for  six  CME  credits.  Contact: 
Kay  Wooten  or  Peg  Mears,  American  Cancer  Society,  Delaware  Division,  Inc.,  1708 
Lovering  Avenue,  Wilmington,  Delaware  19806.  Telephone:  (302)  654-6267. 


Seminar  on  The  Coordinating  Council  for  the  Handicapped  Child  of  Delaware,  Inc.,  and  the 
Prevention  of  Division  of  Public  Health  will  hold  its  Annual  Fall  Seminar,  GROWING  UP  WHOLE— 
Childhood  Injuries  PREVENTING  CHILDHOOD  ILLNESSES,  November  30,  1984,  at  the  Alfred  I. 

duPont  Institute.  Topics  to  be  discussed  at  the  program  are  Vehicular  and  Pedestrian 
Injuries,  Child  Abuse  and  Injury,  and  Sports  Injuries.  Registration  fee  is  $10  and 
includes  lunch.  Contact:  The  Coordinating  Council  for  the  Handicapped  Child  of 
Delaware,  Inc.,  2705  Baynard  Boulevard,  Wilmington,  Delaware  19802.  Telephone: 
(302)  654-6987. 


Cardiology  in  Williamsburg,  Virginia,  will  be  the  site  for  CORONARY,  HYPERTENSIVE,  VALVU- 
Williamsburg  LAR,  AND  MYOCARDIAL  HEART  DISEASES:  THE  MULTIDISCIPLINARY  AP- 
PROACH, December  2-5,  1984.  The  program,  sponsored  by  the  American  College 
of  Cardiology,  will  feature  discussion  of  cardiovascular  disease  from  morphologic, 
functional,  and  therapeutic  standpoints.  The  program  is  designed  for  the  cardiologist, 
internist,  generalist,  cardiovascular  surgeon,  and  anatomic  pathologist.  Participants 
will  be  eligible  for  20/2  Category  I credit  hours.  Registration  fee  is  $270.  Contact: 
American  College  of  Cardiology,  9111  Old  Georgetown  Road,  Bethesda,  Maryland 
20814.  Telephone:  (301)  897-5400. 


The  Easy- Lift™  Chair 
can  give  your  patients 
greater  independence 
& comfort. 


THE  DOCTOR’S  BAG 

1908  Kirkwood  Hwy  , at  Harmony  Rd  . Newark 
Wheelchair  Accessible  • 454-9976 
1320  Washington  St. . Wilmington  • 654-9976 
Rt  30,  Frazer  Shopping  Center,  Frazer,  PA 
(215)  644-1102 


At  the  touch  of  a button,  your  patients  can  use 
The  Easy-Lift  Chair  to  lift  or  lower  themselves 
into  or  out  of  a chair.  It  provides  the  inde- 
pendence they’ve  been  missing  through  reli- 
ance or  help  from  others. 

And,  it’s  particularly  helpful  for  patients  with 
arthritis,  heart  disease,  M.S.  or  M.D.,  Parkin- 
son’s or  stroke.  In  many  cases,  The  Easy-Lift 
Chair  is  covered  by  Medicare. 

Available  at  all  three  Doctor's  Bag  locations. 
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PARTICIPATION  NECESSARY  FOR  ACTION 


The  following  is  the  text  of  the  speech  given 
by  the  new  president  of  the  Medical  Society  of 
Delaware,  Daniel  A.  Alvarez,  M.D.,  at  the  195th 
House  of  Delegates  on  November  16,  1984. 

“You  know,  Anne  Bader  told  me  that  I had 
to  have  my  speech  reviewed  by  Victor  F.  Bat- 
taglia, Esq.,  the  Society’s  legal  counsel,  just  in 
case  I included  anv  controversial  or  inflamma- 
torv  issues.  I reallv  cannot  understand  her  at- 
titude! All  of  you  who  know  me  are  aware  that 
I am  a very  calm,  patient  fellow.  I never  lose 
my  temper,  and  I strictly  avoid  discussing  any 
controversial  or  inflammatory  issue.  I think  that 
Anne  has  unjustly  grouped  me  with  the  stereo- 
type of  the  hot  Latin  temperament. 

“Seriously,  though,  I guess  I have  to  admit 
that  my  Cuban  heritage  may  well  have  been 
a major  influence  ia  my  desire  to  be  active  in 
the  political  arena  of  medicine.  I experienced, 
first-hand,  how  government  control  of  physicians 
can  affect  the  delivery  of  health  care.  It  was 
not  a pleasant  experience  or  one  that  I care 
to  repeat! 

“We  have  been  very  fortunate  in  this  country 
because  we  have  always  had  the  very  best  of 
health  care.  We  have  always  been  in  the  fore- 
front of  new  discoveries.  Why?  There  are  a 
multitude  of  reasons,  but  one  of  them,  a very 
important  one,  is  the  fact  that  we  have  had 
extraordinary  freedom  ...  a freedom  to  study, 
to  research,  and  to  practice. 

“It  is  generally  accepted  in  the  western  world 
that  free  enterprise  is  essential  to  success.  It 
is  the  stimulus  for  all  of  us  to  work  harder  and 
to  achieve  what  has  not  been  done  before.  If 
this  stimulus  is  taken  away,  we  become  bored 
and  complacent.  I believe  that  it  is  as  true  in 
medicine  as  it  is  in  any  other  field  that  free 
enterprise  is  essential  to  success. 

“Yet,  what  is  happening  in  medicine?  We 
find  government  increasingly  trying  to  control 
our  profession.  This  past  year,  government  has 
succeeded  in  freezing  our  fees  for  Medicare  pa- 
tients and  has  tried  to  coerce  (or  should  I use 


the  word  “blackmail”)  us  into  signing  a contract 
to  become  “participating  physicians”  for  Medi- 
care patients. 

“Directly  or  indirectly,  government  is  affect- 
ing our  practice  of  medicine  at  almost  even 
level.  We  are  being  told  which  patients  we  can 
hospitalize  and  how  long  they  may  stay.  We 
are  advised,  in  some  cases,  which  medications 
and  what  treatments  we  may  prescribe.  We  are 
told  that  we  over-utilize  diagnostic  tests.  We 
are  even  accused  of  being  primarily  responsible 
for  the  cost  of  medical  care,  when,  in  fact,  physi- 
cian fees  are  a small  percentage  of  total  health 
care  costs. 

“What  are  we  to  do?  Well,  the  answer  to  this 
question  certainly  is  not  to  sit  back  and  let  gov- 
ernment take  over  completely.  Yet,  that  is  ex- 
actly what  most  of  us  are  doing. 

“Personally,  I refuse  to  accept  the  idea  that 
the  practice  of  medicine,  as  we  have  known  it 
in  this  country,  is  coming  to  an  end.  I also 
refuse  to  accept  the  notion  that  National  Health 
Insurance  is  inevitable,  and  that  we  will  all  soon 
be  working  for  Uncle  Sam.  But,  I know  that  in 
order  to  prevent  further  interference  in  my  prac- 
tice of  medicine,  I have  to  work  toward  that  end. 
I need  to  talk  to  my  legislators,  my  patients,  and 
my  friends  . . . and  I have  to  convince  them  that 
all  of  us  will  suffer  if  government  is  allowed  to 
continue  meddling  in  my  practice. 

“Moreover,  I know  that  I cannot  succeed 
alone.  The  job  that  needs  to  be  done  is  too 
large  for  one,  for  ten,  or  for  10.000  It  requires 
that  each  and  every  one  of  us  do  his  or  her  part. 
How  can  we  do  it?  We  can  only  succeed 
through  organization.  We  have  to  support,  both 
vocally  and  financially,  the  AMA  as  well  as  our 
local  medical  societies.  We  need  to  give  our- 
selves and  our  money  to  our  political  action 
committees.  Strength  can  only  be  achieved 
through  organization  and  numbers. 

“I  think  that  all  of  us  (perhaps,  some  for  the 
first  time)  are  feeling  the  personal  effects  of 
government  involvement  in  medicine.  There  is 
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a new  awareness  for  many  of  ns  that  our  freedom 
of  practice  is  being  jeopardized.  I hope  that 
some  of  you  who  may  have  had  little  interest 
in  the  work  of  your  medical  society,  will  now 
come  forward  and  offer  your  assistance  to  do 
whatever  you  can  to  stem  the  tide  that  threatens 
to  engulf  the  medical  profession. 

“Now,  before  I become  labelled  as  a radical 
or  an  anarchist,  let  me  say  that  we,  as  a pro- 
fession, are  not  totally  blameless  for  our  pre- 
dicament. We  have,  in  the  past,  been  extremely 
reluctant  to  police  ourselves.  We  have  looked 
the  other  way  when  we  saw  a colleague  who  was 
overcharging  his  patients.  We  have  been  far 
too  hesitant  to  speak  out  about  colleagues  who 
overutilize  or  who  practice  inferior  medicine. 
We  cannot  afford  to  continue  to  be  like  ostriches 
with  our  heads  in  the  sand.  I think  that  we  are 
already  changing  our  attitudes.  We  are  using 
Peer  Review.  We  even,  occasionally,  chastise 
a colleague  for  his  fees  . . . but,  we  still  have  a 
long  way  to  go.  It  is  time  that  we  realize  that 
one  physician  who  practices  inferior  medicine 
or  who  charges  excessive  fees  can  give  a black 
eye  to  the  entire  profession. 

“Individually,  we  all  need  to  do  a little  soul- 
searching.  Go  home  and  think  about  your  own 
practice.  Do  you  have  one  or  two  fees  that 
could  be  cut?  Do  you  sometimes  order  more 
tests  than  are  really  necessary?  Did  you  keep 
a patient  in  the  hospital  an  extra  day  because 
it  was  convenient  for  the  family?  None  of  us 
is  perfect.  I think  that  each  of  us  could  find 
some  small  way  to  contribute  to  an  overall  ef- 
fort to  improve  our  performance  and,  ultimately, 
improve  our  image. 

“Of  course,  it  is  already  too  late  for  us  to  avoid 
outside  intervention  in  our  efforts  to  regulate 
our  profession.  DELRO,  although  comprised  of 
local  physicians,  is  performing  duties  as  mandated 
by  the  government.  As  much  as  anyone  else,  I 
regret  the  need  for  some  of  the  new  regulations 
that  have  been  imposed  on  us  by  DELRO.  On 
the  other  hand,  we  must  realize  that  DELRO  is 
required  to  meet  federal  guidelines  in  order  to 
survive.  Personally,  I prefer  that  our  review 
be  performed  by  a PSRO  with  local  in  nut  as 
opposed  to  one  which  could  have  virtually  no 
local  physician  participation.  Most  of  us  belong 


to  DELRO  as  well  as  the  Medical  Society  of 
Delaware,  and  the  relationship  of  the  two  organi- 
zations should  be  of  a cooperative,  not  a com- 
petitive, nature.  I advise  those  of  you  who  are 
unhappy  with  DELRO  to  become  more  involved 
with  its  dav-to-dav  functions. 

“When  speaking  of  local  organizations  with 
which  we  must  cooperate,  I am  reminded  of 
the  current  problems  that  we  have  with  the 
nurses  in  the  state.  I think  that  the  problems 
regarding  the  Nurse  Practice  Act  are  basically 
ones  of  communication  and  semantics.  I cer- 
tainly recognize  the  growing  competence  of 
many  nurses,  but  I am  steadfastly  committed  to 
the  premise  that  only  physicians  may  practice 
medicine.  I believe  that  we  must  protect  the 
public  from  any  ambiguity  in  a Nurse  Practice 
Act  that  could  be  construed  as  giving  the  privi- 
lege to  practice  medicine  to  any  other  than  a 
properly  licensed  physician.  I am  also  confident 
that  this  problem  can  be  resolved  to  the  satis- 
faction of  all  concerned. 

“I  only  wish  that  I were  as  confident  about 
my  own  performance  as  President  of  this  Medi- 
cal Society.  As  mv  time  to  assume  this  re- 
sponsibility has  drawn  nearer,  I have  become 
more  and  more  aware  of  the  awesome  task  at 
hand.  I sincerely  hope  that  each  and  every  one 
of  you  will  assist  me.  We  are  a small  but  grow- 
ing society.  We  face  a multitude  of  problems 
that  can  only  be  addressed  by  a united  Society. 
I believe  that  there  is  no  room  in  this  organiza- 
tion for  factions  or  for  special  interest  groups. 
I want  to  ask  committee  chairmen  to  please 
make  every  effort  to  involve  as  many  members 
of  their  committees  as  possible.  As  one  who  has 
driven  a nearly  200-mile  round  trip  from  Seaford 
to  Wilmington  so  many  times  that  my  car  “knows 
the  way,”  I especially  ask  those  of  you  lucky 
enough  to  live  within  ten  or  twenty  miles  of  the 
Academy  of  Medicine  to  remember  those  of  us 
who  do  not  when  scheduling  meetings.  A meet- 
ing in  the  middle  of  the  day  for  the  physician 
who  has  a busy  practice  day  and  lives  two  hours 
away  almost  certainly  prevents  him  from  at- 
tending. ( Although  I am  fully  committed  to  the 
Medical  Society,  my  patients  still  come  first.) 
I also  ask  those  of  you  with  busy  practices  and 
families  to  consider,  to  please  devote  a few  hours 
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when  you  are  asked  to  participate  in  a Medical 
Society  function. 


“You  know,  I have  heard  a few  members 
being  critical  of  the  Society  leadership.  I have 
heard  it  stated  that  the  “Society  is  constantly  run 
bv  the  same  few  people.”  I do  not  believe  that 
is  a fair  accusation.  However,  I do  admit  that 
it  seems  that  “the  same  few  people”  always  par- 
ticipate and  offer  their  time  and  talents.  This 
is  not  the  fault  of  the  “doers.”  On  the  contrary, 
it  is  the  fault  of  even'  member  who  sits  back 
and  does  not  do  his  share.  The  “let  somebody 
else  do  it”  attitude  must  come  to  an  end  if  the 
Medical  Society  is  to  deal  effectively  with  the 
problems  it  faces  todav. 

“I  especially  want  to  thank  Dr.  I.  Favel  Chavin 
and  Anne  Shane  Bader  and  the  staff  of  the 
Medical  Society  of  Delaware  for  all  the  help 
they  have  given  me  over  the  past  year  to  pre- 
pare for  what  is  to  come.  I certainly  hope  that 
they  will  continue  to  guide  me  in  the  future.” 


Daniel  A.  Alvarez,  M.D. 


Join  a 

medical  team 
that  Guards 
your 

community 
and  state. 

As  a physician  in  the  Army 
National  Guard,  you  can  broaden 
your  medical  experience  and  life 
experience.  Youll  start  as  an  officer, 
enjoying  all  the  privileges  and  pres- 
tige rank  can  bring.  And  you  can 
attend  professionally  approved 
courses  at  no  cost.  Best  of  all,  youll 
be  helping  people  in  your  state 
and  local  community.  People  who 
really  need  your  special  skills.  For 
more  information,  contact  your 
Army  Guard  recruiter. 

MAJ  CAROL  HARRINGTON 
(302)  995-8512 
1-800-292-9608  in  DE 


The  Guard  is 
America  at  its  best. 
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This  misread  EKG  delayed  the 
patient’s  admission  & treatment — and 
cost  the  doctor  a malpractice  claim. 


The  doctor  who  read  this  EKG 
diagnosed  the  patient’s  nausea  as 
being  due  to  gastroenteritis  and 
sent  her  home.  Six  hours  after 
being  admitted  the  next  day,  the 
patient  expired  of  an  acute  MI. 

The  result:  A malpractice  claim 
against  the  physician. 

Recent  national  evidence,  and  in- 
formation from  our  own  claims 
files,  suggests  that  Mis  are  fre- 
quently misdiagnosed.  The  EKG 
above,  for  example,  strongly  indi- 
cates an  acute  MI. 

We  know  that  insurance  coverage 
alone  won’t  solve  the  malpractice 
problem.  It  will  also  take  reasonable 


patient  expectations.  And  even 
greater  diligence  by  physicians. 

That’s  why  our  medical  directors 
review  hundreds  of  cases  each  year. 
Their  jobs:  To  spot  problem  areas 
or  emerging  trends  and  warn  policy- 
holders, through  timely  publica- 
tions, medical/legal  seminars  and 
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EPIDEMIOLOGIC  AND  CLINICAL  ASPECTS  OF  THE 
ACQUIRED  IMMUNE  DEFICIENCY  SYNDROME 


Thomas  C.  Quinn,  M.D. 


In  June  and  July  of  1981,  investigators  in  San 
Francisco  and  New  York  City  reported  to  the 
medical  community  the  unprecedented  occur- 
rence of  Pneumocystis  carinii  pneumonia  and 
Kaposi’s  sarcoma  among  previously  healthy 
homosexual  men.1’2  Three  years  later,  more 
than  5,000  individuals  have  developed  a similar 
illness  characterized  by  previously  rare  malig- 
nancies and  life-threatening  opportunistic  in- 
fections.3-7 Multiple  detailed  reports  have  ap- 
peared clearly  documenting  this  unique  pattern 
of  disease.  Due  to  its  underlying  profound  dis- 
turbance of  the  cellular  immune  system,  this 
disease  has  been  referred  to  as  the  acquired 
immune  deficiency  syndrome  (AIDS).  The  num- 
ber of  patients  with  AIDS  continues  to  increase; 
approximately  100-150  new  cases  per  week  are 
reported  in  the  United  States  with  increasing  new 
case  reports  in  Europe,  Africa,  the  Caribbean 
and  South  America.8  9 

Until  recently,  the  etiology  of  this  syndrome 
was  completely  unknown,  but  its  epidemiology 
reflected  the  transmission  of  an  infectious  agent. 

Dr.  Quinn  is  senior  investigator.  Laboratory  of  Clinical  Investi- 
gation, NIAID;  and  Assistant  Professor  of  Medicine,  Johns  Hop- 
kins University  School  of  Medicine,  Baltimore. 

This  paper  was  adapted  from  his  presentation  at  the  Twenty-first 
Annual  Infectious  Disease  Symposium,  Wilmington,  Delaware. 


Studies  in  the  United  States  and  in  France  now 
strongly  suggest  that  a group  of  retroviruses, 
referred  to  as  HTLV-3  for  human  T cell  lympho- 
trophic  retroviruses  or  LAV  for  lymphadeno- 
pathv  associated  virus  are  probably  responsible 
for  this  disease.1011  This  discovery  of  retro- 
viruses as  possible  etiologic  agents  has  now 
broadened  the  possibilities  for  extensive  research 
into  the  natural  history  of  AIDS,  its  clinical 
spectrum,  and  possibilities  for  prevention  and 
treatment. 

Epidemiology 

Shortly  after  the  recognition  of  P.  carinii  pneu- 
monia and  Kaposi’s  sarcoma  in  homosexual  men, 
a national  surveillance  system  was  formed  based 
at  the  Centers  for  Disease  Control  (CDC)  in 
Atlanta,  Georgia.  For  purposes  of  surveillance 
in  the  United  States,  a case  of  AIDS  was  em- 
pirically defined  as  “a  reliably  diagnosed  disease 
that  is  at  least  moderately  indicative  of  an 
underlying  cellular  immunodeficiency  which  oc- 
curs in  a person  who  had  no  known  underlying 
cause  of  cellular  immunodeficiency  or  other  cause 
of  reduced  resistance  reported  to  be  associated 
with  that  disease.”12  Implicit  in  this  definition  is 
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the  occurrence  of  Kaposi’s  sarcoma  and  multiple 
life-threatening  opportunistic  infections.  These 
infections  include  pneumonia,  meningitis,  en- 
cephalitis, gastroenteritis,  and  other  organ  in- 
volvement due  to  one  or  several  infectious  agents. 
(Table  1)  In  general,  most  of  the  infectious 
agents  found  in  AIDS  patients  are  obligate  intra- 
cellular pathogens  or  infectious  agents  for  which 
the  major  host  defense  system  is  the  cellular 
immune  system. 

Other  diseases  that  fulfill  this  definition  of 
AIDS  include  Kaposi’s  sarcoma  and  primary 
lymphoma  of  the  central  nervous  system.  Ma- 
lignancies such  as  Burkitt’s  lymphoma,  histio- 
cytic lymphoma,  diffuse  undifferentiated  non- 
Hodgkins  lymphoma,  and  squamous  cell  carci- 
noma of  the  tongue  and  rectum  occur  at  unusu- 


TABLE 1 

Opportunistic  Infections  Frequently  Seen  in  the 
Acquired  Immune  Deficiency  Syndrome 

Pathogen  Disease 

Viruses 

Cytomegalovirus 

Disseminated  infection, 
pneumonia,  encephalitis, 
chorioretinitis, 
gastroenteritis 

i Herpes  simplex  virus 

Severe  mucocutaneous 
lesions 

Papovavirus 

Progressive  multifocal 

(JC  virus) 

leukoencephalopathy 

Epstein-Barr  virus 
Fungi 

Disseminated  infection 

Candida  albicans 

Oroesophageal  infection, 
fungemia 

Cryptococcus 

Meningitis,  fungemia. 

neoformans 

pneumonia 

Aspergillus  sp. 

Bacteria 

Mycobacterium  avium- 

Pneumonia 

intracellulare 

Mycobacterium 

Disseminated  infection 

tuberculosis 

Protozoa 

Pneumocystis 

Disseminated  infection 

carinii 

Pneumonia 

Toxoplasma  gondii 

Brain  abscess,  encephalitis 

Cryptosporidia  sp. 

Chronic  diarrhea  (less  than 
one  month) 

Isospora  sp. 

Chronic  diarrhea  (less  than 
one  month) 

ally  high  incidence  rates  in  the  high  risk  popu- 
lations for  AIDS.0’13,14  However,  these  patients 
are  not  included  in  the  total  number  of  AIDS 
patients,  since  exclusion  criteria  for  the  defini- 
tion include  patients  who  receive  systemic  ster- 
oids, cytotoxic  drugs,  are  older  than  60,  or  less 
than  28  days  old  at  diagnosis,  and  patients  with 
widespread  lymphomatous  cancer  and  other 
atypical  immune  deficiencies.  Thus,  while  the 
case  definition  of  AIDS  is  primarily  used  for 
case  reporting  and  epidemiologic  surveillance, 
it  may  actually  distort  the  tine  clinical  spectrum 
of  AIDS.  Cases  that  meet  the  case  definition 
of  AIDS  may  represent  one  clinical  manifestation 
of  this  disease,  while  other  clinical  conditions 
associated  or  related  by  common  etiology  may 
reflect  another  manifestation  of  this  disease.  Such 
conditions  may  include  the  above  malignancies, 
unexplained  lymphadenopathy,  autoimmune  dis- 
orders, idiopathic  thrombocytopenic  purpura. 
Coomb’s  positive  hemolytic  anemia,  demyelinat- 
ing  neuropathies  and,  possibly,  an  asymptomatic 
carrier  state.15  18 

By  incorporating  the  CDC  case  definition  of 
AIDS  into  retrospective  studies,  it  is  apparent 
that  the  first  case  of  AIDS  in  the  United  States 
occurred  in  1978,  and  that  95%  of  the  cases  have 
occurred  since  July  1982.  From  June  1981  when 
reporting  to  the  CDC  was  initiated  until  July 
30,  1984,  CDC  has  received  reports  of  5,394 
cases  of  AIDS  from  46  states,  the  District  of 
Columbia,  and  Puerto  Rico.  During  this  period 
the  number  of  reported  cases  has  increased  log- 
arithmically, doubling  every  six  months.  The 
greatest  proportion  of  these  patients  (53%)  have 
had  P.  carinii  pneumonia  without  Kaposi’s  sar- 
coma. (Table  2)  Twenty-four  percent  of  the 
patients  have  had  KaposiV  without  P.  carinii  in- 
fection, 6%  have  had  both  Kaposi’s  and  pneu- 
mocystis  infection,  and  the  remaining  17%  have 
had  other  opportunistic  infections.  The  highest 
case  fatality  rate  (66.7%)  has  occurred  in  patients 
with  both  Kaposi’s  sarcoma  and  P.  carinii  pneu- 
monia. (Table  2)  The  overall  mortality  for 
reported  cases  is  45.6%.  However,  the  cumula- 
tive incidence  of  cases  from  January  1979 
through  January  1984  demonstrates  that  the  case 
fatality  rate  increased  dramatically  two  years 
from  the  time  of  diagnosis.  (Table  3)  From  this 
data  it  is  estimated  that  the  median  survival  for 
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TABLE  2 

Reported  Cases  of  AIDS:  Distribution  of  Cases  and  Case-Fatality  Rate 


By  Disease  Category  From  June  1981  to  July  1984* 


Disease  Category 

Cases 

Percent  of 
Total 

Deaths 

Case-Fatality 
Rate  ( % ) 

Kaposi's  Sarcoma 

1290 

23.9 

351 

27.2 

Pneumocystis  carinii  pneumonia 

2869 

53.2 

1400 

48.8 

Both 

339 

6.3 

226 

66.7 

Opportunistic  Infection 

896 

16.6 

485 

54.1 

Total 

5394 

100 

2462 

45.6 

*Data  from  Centers  for  Disease  Control,  July  1984 


patients  with  Kaposi’s  sarcoma  is  16.7  months 
and  6.4  months  for  those  with  opportunistic  in- 
fections. 

Within  the  United  States,  94%  of  the  patients 


TABLE  3 

Reported  Cases  and  Case-Fatality  Rates  of  AIDS  By 


Half-Year  Diagnosis 

1979  to  June 

1984— 

United  States* 

Half-year 
of  Diagnosis 

Cases 

Deaths 

Case-Fatality 

Rate 

n 

% 

1979 

1st  half 

1 

i 

100 

2nd  half 

8 

6 

75 

1980 

1st  half 

18 

14 

78 

2nd  half 

26 

26 

100 

1981 

1st  half 

77 

66 

86 

2nd  half 

162 

131 

81 

1982 

1st  half 

335 

234 

71 

2nd  half 

622 

393 

63 

1983 

1st  half 

1102 

563 

51 

2nd  half 

1383 

571 

41 

1984 

1st  half 

1616 

446 

28 

*Data  from  the  Centers  for  Disease  Control.  Excludes 
seven  cases  with  unknown  dates  of  diagnosis  and 
five  cases  diagnosed  prior  to  1979. 


with  AIDS  have  been  placed  in  groups  that 
suggest  possible  means  of  acquisition.  Seventy- 
two  percent  of  AIDS  has  occurred  among  homo- 
sexual or  bisexual  active  men,  17.6%  were  intra- 
venous drug  abusers,  4%  were  Haitians  residing 
in  the  United  States,  and  0.8%  were  hemophiliacs 
receiving  factor  VIII  and  factor  IX  concentrates. 
(Table  4)  Other  individuals  with  AIDS  who  did 
not  belong  to  the  above  groups  comprised  the  re- 
maining 6%.  These  were  heterosexual  partners 
of  persons  in  an  AIDS  risk  category,  blood  trans- 
fusion recipients,  prison  inmates,  and  patients 
with  Kaposi’s  sarcoma  but  with  normal  immune 
systems.  The  latter  probably  represent  examples 
of  the  rare  “background”  cases  of  Kaposi’s  sar- 
coma rather  than  AIDS. 


TABLE  4 

Hierarchial  Distribtion  of  5,394  AIDS  Cases 
By  Risk  Group  and  Sex  as  Reported  to  Centers 
for  Disease  Control  Through  July  30,  1984 


Risk  Group 

Male 

(5,033) 

Female 

(361) 

Total 

(5,394) 

Homosexual/bisexual 

77.0% 

0.0% 

71.9% 

IV  drug  abusers 

14.9% 

56.0% 

17.6% 

Haitians  in  the  US 

3.5% 

8.3% 

3.9% 

Hemophiliacs 

0.8% 

0.0% 

0.8% 

Other  3.8% 

Blood  transfusion  recipients 

35.7% 

5.9% 

Heterosexual  partners  of  AIDS  patients 
Prison  inmates 
None  of  the  above 

*Data  from  Centers  for 

Disease  Coi 

ntrol,  July  30,  1984 
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There  is  a 14:1  male  to  female  ratio  of  AIDS 
patients.  More  than  half  of  the  female  AIDS 
patients  are  intravenous  drug  abusers,  8%  are 
Haitian  females,  and  36%  are  either  sexual  part- 
ners of  other  AIDS  patients  or  recipients  of  trans- 
fusions. More  than  90%  of  AIDS  patients  are 
20-49  years  old;  47%  are  30-39  years  of  age.  AIDS 
has  occurred  in  all  primary  racial  groups  within 
the  United  States,  with  the  majority  being  Cau- 
casian. Most  cases  continue  to  be  reported 
among  residents  of  large  cities.  New  York  City 
has  31%;  San  Francisco,  11%;  and  Los  Angeles, 
8%  of  the  cases  reported.  (Table  5)  Generally, 
the  cities  with  the  highest  attack  rates  are  those 
with  large  homosexual  male  populations. 

In  selected  studies  examining  risk  factors, 
homosexual  men  with  AIDS  when  compared  to 
control  homosexual  men  were  found  to  have  a 
higher  mean  number  of  male  sexual  partners 
per  year,  to  have  been  exposed  more  frequently 
to  feces  during  sexual  relations,  to  have  had 
syphilis  and  non-B  hepatitis,  and  to  have  been 
treated  previously  for  enteric  parasites.19  Use 
of  illicit  substances  was  relatively  common  in 
both  groups,  but  patients  were  more  likely  to 
have  used  these  materials.  Exposure  to  amyl 
nitrate  and  butyl  nitrate  was  a relatively  un- 
important variable.  On  laboratory  evaluation, 
AIDS  patients  had  significantly  higher  titers  of 
antibody  to  Epstein-Barr  virus  and  cytomegalo- 
virus, a higher  prevalence  of  antibody  to  hepa- 
titis A and  Treponema  pallidum,  and  a higher 
frequency  of  cytomegalovirus  isolation.20  The 


TABLE  5 


Case  of  AIDS  per  Million  U.S.  Population* 


Metropolitan  Area 

Cases 

Percentage 

Cases/ Million 
Population 

New  York,  NY 

2055 

31.1 

225.3 

San  Francisco,  CA 

608 

11.3 

187.0 

Miami,  FL 

221 

4.1 

135.9 

Newark,  NJ 

153 

2.8 

77.8 

Los  Angeles,  CA 

437 

8.1 

58.4 

Other  Cities 

1920 

35.6 

9.5 

Entire  U.S. 

5394 

100.0 

23.8 

*Data  from  Centers 

for  Disease  Control, 

July  30,  1984 

higher  prevalence  of  antibodies  to  T.  pallidum 
and  hepatitis  A virus  in  patients  probably  re- 
flected increased  sexual  exposure  and  was  not 
directly  related  to  the  cause  of  AIDS. 

In  addition  to  risk  factors  for  AIDS  among 
homosexuals,  investigations  of  transfusion-asso- 
ciated cases  have  also  made  an  important  con- 
tribution to  the  understanding  of  the  syndrome. 
Recognition  of  these  patients  has  greatly  strength- 
ened the  hypothesis  that  a transmissible  agent 
is  responsible  for  this  syndrome.  Additionally 
these  investigations  have  clarified  the  natural 
history  of  AIDS  including  the  length  of  the  incu- 
bation period  and  the  clinical  characteristics  of 
persons  capable  of  transmission.  By  Decem- 
ber 22,  1983,  31  of  the  3,064  reported  cases  of 
patients  with  AIDS  under  investigation  had 
received  blood  transfusions  within  five  years 
before  diagnosis  and  were  without  any  other 
identifiable  risk  factors.  Seven  of  42  reported 
cases  of  “pediatric  AIDS”  were  also  considered 
to  be  transfusion-associated.  In  general,  adult 
patients  with  transfusion-associated  AIDS  tend- 
ed to  be  older,  and  received  their  transfusions 
in  states  and  cities  where  the  syndrome  has  been 
most  commonly  reported.  Patients  with  trans- 
fusion-associated AIDS  received  blood  from  two 
to  48  donors  (median  number  15.9),  nearly  five 
times  the  national  average.  Complete  investi- 
gations of  donors  have  identified  at  least  one 
high  risk  donor  by  interview  or  T cell  analysis 
in  each  transfusion-induced  case  of  AIDS.21 
The  average  time  between  transfusion  and  diag- 
nosis of  AIDS  in  the  recipient  exceeded  two  years, 
suggesting  that  the  incubation  period  is  approxi- 
mately two  years. 

While  infection  of  blood  recipients  with  AIDS 
is  highly  disturbing,  the  true  risk  to  a person 
receiving  blood  is  very  small.  Each  year  more 
than  three  million  persons  receive  transfusions 
in  the  United  States;  thus,  for  1983  the  crude 
annual  rate  of  reported  oases  of  the  syndrome 
approximates  one  case  per  100,000  recipients.22 
Even  though  the  risk  is  low,  every  effort  must 
be  undertaken  to  screen  potentially  high  risk 
individuals  either  by  social  history,  medical  his- 
tory, and/or  a serologic  test  for  the  most  likely 
causative  agent,  such  as  HTLV-3/LAV.  Indeed, 
in  preliminary  studies  examining  serologic  evi- 
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dence  of  HTLV  infection  among  blood  donors 
to  AIDS  patients,  Jaffe  et  al  found  that  nine  of 
117  (7.7%)  blood  donors  to  AIDS  patients  had 
antibodies  to  HTLV  while  only  one  of  298  ran- 
dom donors  (0.3%)  had  antibodies  present.23  Of 
the  12  sets  of  donors  to  AIDS  patients,  nine  had 
at  least  one  donor  whose  serum  was  positive  for 
the  presence  of  antibodies  to  HTLV.  In  addi- 
tion, in  six  of  these  nine  sets,  the  seropositive 
donor  was  an  individual  who  was  also  identified 
as  a possible  source  of  AIDS  transmission  based 
on  epidemiologic  and  immunologic  criteria.  Thus, 
data  such  as  these  further  support  the  role  of 
HTLV  in  AIDS  transmission  and  present  evi- 
dence of  a possible  means  of  screening  potential 
blood  donors. 

Summarizing  the  epidemiologic  data,  the  vast 
majority  of  cases  of  AIDS  within  the  United 
States  continue  to  occur  among  persons  in  the 
major  identified  risk  categories.  The  cause  now 
appears  to  be  a retrovirus  that  can  be  transmitted 
by  intimate  sexual  contact  or  by  percutaneous 
inoculation  of  infectious  blood  through  con- 
taminated needles  or  via  blood  products.  At  the 
present  time,  there  is  no  evidence  to  suggest 
transmission  of  AIDS  by  airborne  spread.  Fur- 
thermore, the  failure  to  identify  cases  among 
friends,  relatives,  co-workers  of  AIDS  patients, 
and  health  care  personnel  with  direct  contact 
to  AIDS  patients  provides  further  evidence  that 
casual  contact  offers  little  or  no  risk. 

Immunologic  Abnormalities 

The  common  denominator  in  AIDS  patients 
is  a profound  immunosuppressed  state,  particu- 
larly among  patients  with  severe  opportunistic 
infections.  Typically,  patients  present  with  leu- 
kopenia and  an  absolute  lymphopenia,  ie,  total 
lymphocyte  count  less  than  1,500  cells/mm.  One 
of  the  most  characteristic  aspects  of  AIDS  is  the 
depletion  of  both  the  relative  and  absolute  num- 
ber of  circulating  T-helper  lymphocytes.  In 
nonnal  persons,  there  are  usually  two  to  three 
times  more  T-helper  cells  than  T-suppressor  or 
cytotoxic  lymphocytes.  AIDS  patients  have  a 
reversed  ratio  of  T-helper  to  T-suppressor  cells 
that  is  usually  less  than  1.0  due  to  the  specific 
depletion  of  T-helper  cells.  This  lack  of  T- 
helper  cells  is  reflected  in  vivo  as  the  absence 
of  cutaneous  skin  test  reactivitv.  Essentially 


all  in  vitro  measurements  of  T-lymphocyte  func- 
tion to  nonspecific  as  well  as  specific  mitogens 
are  decreased  in  patients  with  AIDS.  In  addi- 
tion, AIDS  patients  exhibit  defective  natural 
killer  cell  activity  and  abnormal  B cell  function 
as  manifested  by  the  finding  of  polyclonal  hyper- 
gammaglobulinemia and  failure  of  B cells  to 
mount  a de  novo  response  to  antigen,  such  as  a 
vaccine  with  a previously  unexposed  antigen.24 
Increased  immune  complex  levels  have  also 
been  demonstrated  in  AIDS  patients;  these  are 
frequently  associated  with  autoimmune  thrombo- 
cytopenia purpura  and  autoimmune  hemolytic 
anemia  in  suspect  AIDS  patients.  As  neutrophil 
function  remains  intact,  bacterial  infections  other 
than  with  mycobacteria  are  not  usually  a major 
problem  in  these  patients. 

Clinical  Features 

Although  immunologic  dysfunction  is  a com- 
mon factor  among  all  AIDS  patients,  the  clinical 
spectrum  has  been  quite  diverse.  There  is  usu- 
ally a two-  to  eight-month  symptomatic  pro- 
dromal period  that  is  frequently  characterized 
by  unexplained  fever,  night  sweats  and  chills, 
lymphadenopathy,  diarrhea,  weight  loss,  dys- 
phagia, fatigue,  apathy,  depression,  and,  occa- 
sionally, diminished  libido  and  impotency.  There 
is  usually  a prolonged  delay  in  diagnosis.  The 
symptoms  may  vary  depending  on  the  develop- 
ment of  either  Kaposi’s  sarcoma  or  P.  carinii 
pneumonia  or  other  opportunistic  infections.12 
For  example,  patients  with  Kaposi’s  sarcoma 
primarily  present  with  skin  mucosal  lesions,  gen- 
eralized lymphadenopathy  and  fever,  whereas 
patients  with  P.  carinii  pneumonia  more  fre- 
quently complain  of  fever,  weight  loss,  dyspnea, 
and  oral  thrush.  The  predominant  laboratory 
findings  in  a recent  review  of  100  AIDS  patients 
consisted  of  lymphopenia,  leukopenia,  anergy, 
reversed  T cell  ratio  to  less  than  1.0  and  a poly- 
clonal hypergammaglobulinemia. 

As  a consequence  of  the  immunosuppressed 
cell  mediated  response,  AIDS  patients  have  an 
unusual  susceptibility  to  a wide  variety  of  op- 
portunistic infections  that  may  occur  sequentially 
or  simultaneously.  I found  a mean  of  3.5  dif- 
ferent opportunistic  infections  in  a series  of  100 
AIDS  patients.  The  most  frequently  reported 
opportunistic  infection  in  AIDS  patients  is  P. 
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carinii  pneumonia  (53%);  follow-up  studies  have 
demonstrated  that  an  even  higher  percentage 
of  AIDS  patients  have  one  or  more  episodes  of 
P.  carinii  pneumonia  before  death.  This  attack 
rate  is  much  higher  than  the  0.01%  to  1.1%  rate 
documented  between  1967  and  1970  in  patients 
with  leukemia,  lymphoma,  and  renal  trans- 
plants.25 

P.  carinii  pneumonia  in  AIDS  patients  differs 
clinically  from  that  seen  in  other  groups  of  im- 
munosuppressed  patients.  It  is  characterized 
by  an  insidious  onset  during  which  the  patient 
frequently  complains  of  a mild  cough  or  chest 
discomfort  for  two  to  ten  weeks.  Chest  radio- 
graphs show  subtle  to  diffuse  infiltrates.  Often 
a patient  presents  with  minimal  hypoxia  with 
arterial  blood  gases  in  the  range  of  80-95  mm 
Hg  on  room  air.  In  a recent  comparison  of  clini- 
cal features  of  P.  carinii  pneumonia  in  patients 
with  AIDS  compared  to  patients  with  other 
immunosuppressive  diseases,  Kovacs  et  al  found 
that  AIDS  patients  had  a longer  median  duration 
of  symptoms  (28  days),  lower  mean  respiratory 
rate  (23.4)  and  higher  median  room  air  arterial 
oxygen  tension  (69  mm  Hg).26  Clinical  diag- 
nosis is  primarily  dependent  on  the  demonstra- 
tion of  Pneumocystis  organisms  on  lung  biopsy 
via  bronchoscopy. 

Treatment  consists  primarily  of  intravenous 
trimethoprim-sulfamethoxazole,  or  pentamidine, 
or  both.  The  survival  rate  after  the  first  infection 
with  P.  carinii  pneumonia  is  57%,  but  this  de- 
creases with  subsequent  attacks.25  Approxi- 
mately 75%  of  all  patients  with  P.  carinii  pneu- 
monia treated  with  trimethoprim-sulfamethoxa- 
zole demonstrated  adverse  side  effects  such  as 
rash  or  severe  leukopenia  that  frequently  resulted 
in  switching  of  the  drug  to  pentamidine,  which 
has  an  adverse  side  effect  of  renal  toxicity.27 

Miliary  pulmonary  disease  may  occur  second- 
ary to  disseminated  cytomegalovirus,  herpes 
simplex  virus,  M.  avium-intracellulare  or  M.  tu- 
berculosis. Tuberculosis  in  AIDS  patients  has 
most  commonly  occurred  in  patients  from  tropi- 
cal and  subtropical  areas  such  as  Africa  and 
Haiti.28  M.  avium-intracellulare,  a relatively 
rare  atypical  mycobacterium  in  the  past,  has 
become  a common  pathogen  in  AIDS  patients, 
suggesting  that  they  have  an  unusual  immuno- 


logic lesion  that  selectively  predisposes  them  to 
this  rare  mycobacterial  pathogen.  M.  avium- 
intracellulare  is  frequently  isolated  from  pulmon- 
ary specimens,  bone  marrow,  lymph  node,  liver, 
and  the  gastrointestinal  tract,  and  can  also  be 
isolated  in  special  blood  cultures  set  up  for  my- 
cobacteria.29 M.  avium-intracellulare  is  usually 
resistant  to  most  antimycobacterial  drugs,  so  at 
present  treatment  with  ansomycin,  cycloserine, 
and  an  aminoglycoside  is  recommended.  Histo- 
pathologic features  with  this  organism  show  a 
histiocytic  process,  but  true  granulomata  are 
often  poorly  formed  or  absent.  Acid  fast  stains 
show  large  clusters  of  the  mycobacteria  within 
the  cytoplasma  of  histiocytes.  These  clusters, 
or  “globi”  of  acid  fast  bacteria  are  reminiscent 
of  those  seen  in  patients  with  lepromatous  lep- 
rosy.30 

Diffuse  pneumonitis  due  to  other  organisms 
such  as  cryptococcosis,  nocardia,  Candida,  asper- 
gillus,  and  toxoplasmosis,  as  well  as  Kaposi’s 
sarcoma  have  all  been  documented  in  AIDS  pa- 
tients. Aggressive  diagnostic  procedures  must 
therefore  be  initiated  early  in  these  patients  to 
determine  the  causative  agent.  As  with  P.  carinii 
pneumonia,  frequent  relapses  to  therapy  are 
often  observed,  and  the  fatality  rate  increases 
with  subsequent  infections. 

Central  nervous  system  (CNS)  involvement 
includes  progressive  idiopathic  encephalopathy, 
relapsing  cryptococoal  meningitis,  mass  lesions 
due  to  Toxoplasma  gondii,  CNS  lymphoma,  and 
Kaposi’s  sarcoma.  An  idiopathic  encephalopathy 
characterized  by  a slowly  progressive  dementia  is 
also  frequently  observed.  Computed  tomographic 
examination  of  the  brain  often  shows  no  focal 
lesions,  but  the  lateral  ventricles  often  become 
enlarged.  Brain  biopsy  or  autopsy  results  in- 
clude nonspecific  inflammation,  often  with  demye- 
linization  but  with  no  etiologic  agent.  In  the 
case  of  progressive  multifocal  leukoencephalo- 
pathy,  brain  biopsy  often  reveals  the  charac- 
teristic JC  papovavirus  on  electron  microscopy. 
Cryptococcal  meningitis,  a relatively  common 
complication  in  AIDS  patients,  is  usually  diag- 
nosed by  positive  blood,  bone  marrow,  and 
CSF  cultures.  This  disease,  similar  to  P.  carinii 
pneumonia  often  recurs  despite  adequate  therapy 
with  amphotericin  B and  5-fluorocytosine. 
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CNS  infection  with  Toxoplasma  gondii  has 
occurred  with  a high  incidence  in  Haitian  AIDS 
patients,  but  it  may  be  seen  in  other  high  risk 
groups.  Patients  with  toxoplasma  infection  typi- 
cally present  with  fever  and  focal  neurologic 
signs.  Computed  tomography  examination  with 
contrast  demonstrates  single  or  multiple  enhanc- 
ing intraxial  mass  lesions,  which  on  biopsy  dem- 
onstrate typical  tachvzoites  or  toxoplasma  cysts.31 
Another  manifestation  of  CNS  infection  is  chori- 
oretinitis, which  is  extremely  common  in  AIDS 
patients.  The  most  common  cause  of  progressive 
chorioretinitis  is  cvtomegalovirus,32  but  toxo- 
plasma, pneumocystis,  Candida  and  cryptococcus 
have  also  been  identified  as  etiologic.  As  with 
most  other  opportunistic  infections,  few  respond 
adequately  to  systemic  therapy,  and  recurrences 
are  frequent. 

The  gastrointestinal  manifestations  in  AIDS 
are  equally  diverse  reflecting  multiple  oppor- 
tunistic infections  as  well  as  Kaposi’s  sarcoma. 
These  infections  may  initially  manifest  as  a 
diarrhea-wasting  syndrome  in  which  there  is  loss 
of  greater  than  10%  of  body  weight  in  associa- 
tion with  severe,  intermittent  diarrhea.  No  etio- 
logic agent  may  be  identified  or  it  may  be  asso- 
ciated with  the  finding  of  crvptosporidia,  iso- 
spora,  or  cytomegalovirus.  Thrush  or  Candida 
esophagitis  is  another  frequent  early  infection 
in  AIDS.33  Odynophagia  is  a common  symp- 
tom in  patients  with  esophageal  candidiasis 
which  is  usually  documented  at  time  of  esoph- 
agoscopy.  Patients  with  esophageal  candidiasis 
frequently  have  deep  esophageal  ulcerations  and 
a cottage-cheese  accumulation  of  Candida  on 
the  surface  of  the  esophagus.  Biopsies  of  the 
esophageal  ulcers  usually  demonstrate  invasive 
hyphal  forms  of  Candida  as  well  as  cytomegalo- 
virus. Oral  candidiasis  is  often  controlled  with 
nystatin  oral  suspension,  but  this  appears  to  be 
inadequate  for  invasive  esophageal  candidiasis, 
which  requires  oral  ketoconazole. 

Diffuse  gastrointestinal  ulcerations  due  to  cy- 
tomegalovirus and  herpes  simplex  virus  have 
also  been  documented  throughout  the  gastroin- 
testinal tract.  There  have  also  been  several 
reports  of  a pseudo-Whipple’s  disease  due  to  M. 
avium-intracellulare ,634-35  Gastrointestinal  tract 
involvement  with  Kaposi’s  sarcoma  occurs  in  up 


to  50%  of  patients  with  dermatologic  lesions  of 
Kaposi’s. G-36  The  lesions  are  usually  clinically 
silent  and  present  within  the  oral  cavity,  the 
fundus  of  the  stomach,  the  left  descending  colon 
or  the  sigmoid  colon.  Diagnosis  is  usually  made 
by  gross  examination  on  endoscopy  since  diag- 
nosis by  pinch  biopsy  is  usually  poor.6 

Finding  of  Cryptosporidia  infection  in  AIDS 
patients,  and  occasionally  in  immunocompetent 
patients,  has  led  to  the  recognition  of  a new 
zoonosis.37-39  Little  is  known  regarding  the  patho- 
genesis of  this  tiny  protozoan  parasite,  which 
primarily  inhabits  the  microvillus  regions  of  epi- 
thelial cells  and  has  been  known  to  cause  diar- 
rhea in  calves  and  other  domestic  animals.38  The 
development  of  new  diagnostic  assays  such  as 
the  sugar  flotation  method  and  the  modified  acid 
fast  stain  has  enhanced  our  capability  of  diag- 
nosis of  Cryptosporidia  infection.40  In  AIDS 
patients  cryptosporidiosis  ultimately  causes  a 
prolonged  watery  diarrheal  syndrome  of  the  sec- 
retory type.  Presently,  no  effective  therapy  is 
available,41  but  trials  with  spiramycin,  an  anti- 
protozoan drug,  are  underway. 

The  dermatologic  manifestations  of  AIDS  are 
primarily  those  of  disseminated  Kaposi’s  sarcoma 
and  progressive  mucocutaneous  herpes  simplex 
virus  infection.  Patients  with  Kaposi’s  sarcoma 
present  with  the  appearance  of  single  or  multiple 
1-2  cm  reddish  purple  skin  nodules.  These 
lesions  may  be  initially  difficult  to  identify  in 
black  or  pigmented  individuals,  but  the  diagnosis 
is  easily  confirmed  on  skin  biopsy,  which  reveals 
spindle-like  cells  with  red  blood  cells  present 
within  open  slits  of  the  dermis.  Progressive  mu- 
cocutaneous herpes  typically  appears  in  the 
genital  or  anal  area,  tending  to  form  large,  red, 
painful  ulcerations  that  do  not  resolve  without 
intravenous  acyclovir  therapy. 

The  hemolymphatic  manifestations  of  AIDS 
are  characterized  by  hyperplastic  lymphaden- 
opathy  that  may  be  idiopathic  or  secondary  to 
toxoplasmosis  cytomegalovirus,  M.  avium-intra- 
cellulare, M.  tuberculosis,  or  cryptococcosis. 
Lymphatic  involvement  secondary  to  Kaposi’s 
sarcoma  and  other  malignancies  have  also  been 
documented.  In  a recent  series  examining  the 
effect  of  AIDS  on  the  bone  marrow,  the  findings 
of  leukopenia,  pancytopenia,  myelofibrosis,  and 
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abnormal  phagocytic  histiocytes  were  docu- 
mented in  80%  of  25  cases  of  AIDS  patients.42 

An  illness  that  appears  to  be  closely  related 
and  part  of  the  clinical  spectrum  of  AIDS  is 
unexplained  generalized  lymphadenopathy.  By 
definition  these  patients  have  lymphadenopathy 
involving  at  least  two  extrainguinal  sites  for  at 
least  three  months  duration  in  the  absence  of  any 
current  illness  or  drugs  known  to  cause  lympha- 
denopathy.10 Several  prospective  series  of 
lymphadenopathy  patients  suggest  that  10%  to 
17%  of  patients  with  lymphadenopathy  eventu- 
ally progress  to  AIDS.1518  Chief  complaints 
consist  of  fatigue,  fever,  myalgias,  night  sweats, 
arthralgias,  decreased  libido,  and  depression.  One 
fourth  of  the  patients  in  one  series  noted  a pre- 
ceding viral-like  illness  characterized  by  sore 
throat,  low  grade  fever,  myalgias,  and  fatigue.15 
On  examination  most  patients  have  enlargement 
of  the  cervical,  axillary,  and  occipital  lymph 
nodes.  Immunologic  tests  commonly  reveal  de- 
pressed cell-mediated  immune  responses  in  vivo 
( anergy ) and  in  vitro  ( lymphocyte  blastogenesis 
and  decreased  natural  killer  cell  activity).  Al- 
though it  has  remarkable  immunologic  and 
clinical  similarities  to  AIDS,  more  prospective 
studies  investigating  natural  history  of  lympha- 
denopathy syndrome  will  be  required  to  deter- 
mine its  true  relationship  to  AIDS. 

Etiology 

Within  the  past  year  Gallo  et  al  at  the  Na- 
tional Institutes  of  Health  and  Montagnier  et  al 
at  the  Pasteur  Institute  in  France  presented  data 
that  strongly  implicated  a type  C retrovirus  as 
the  cause  of  AIDS.10’11  Retroviruses  are  RNA 
viruses  containing  a reverse  transcriptase  that 
produces  a DNA  copy  of  their  viral  genome.  This 
DNA  copy  integrates  into  the  genome  of  the  host 
cell.  The  viruses  HTLV-1  and  2 induce  T cell 
proliferation  resulting  in  T cell  leukemia.  In 
AIDS,  the  retrovirus,  called  HTLV-3,  infects  the 
T-helper  cell  population  and  eventually  causes 
cytolysis  of  the  cells  resulting  in  T cell  depletion 
and  immunosuppression.  In  early  studies  HTLV- 
3 was  isolated  from  18  of  21  patients  with  lymph- 
adenopathy, from  three  of  four  women  who  were 
mothers  of  children  with  AIDS,  from  26  of  72 
AIDS  patients,  and  from  only  one  of  137  con- 
trol patients.10  This  one  control  patient  later 


went  on  to  develop  AIDS.  Likewise,  60%  to  88% 
of  pre-AIDS  and  AIDS  patients  have  antibodies 
to  HTLV-3  compared  to  less  than  7%  of  control 
populations.10  As  mentioned  earlier,  serologic 
evidence  of  HTLV  infection  has  also  been  docu- 
mented in  blood  donors  of  transfusion-induced 
AIDS  patients.  Additional  studies  have  demon- 
strated serologic  evidence  of  infection  to  LAV 
closely  related  to  HTLV-3  if  not  identical  retro- 
virus in  European  AIDS  patients  and  Zairian 
AIDS  patients.11  Indeed,  a varying  host  re- 
sponse to  infection  is  suggested  by  recent  sero- 
logic data  to  LA’1.7  retrovirus  in  homosexual  men. 

Prevalexice  of  antibodies  to  LAV  has  increased 
from  1%  (1/100)  in  1978  to  25%  (12/48)  in  1980 
and  65%  (140/215)  in  1984  among  samples  of 
sera  from  homosexual  men  attending  a sexually- 
transmitted  diseases  clinic  in  San  Francisco.43 
Antibody  prevalence  among  those  men  tested 
in  1984  who  had  no  symptoms  or  clinical  signs 
of  AIDS  or  related  conditions  was  55%  (69/126). 
These  data  demonstrate  that  exposure  to  this 
retrovirus  is  much  more  common  than  AIDS 
itself  among  populations  with  an  increased  inci- 
dence of  the  disease.  Indeed,  if  AIDS  follows 
the  patterns  of  other  well  established  infectious 
diseases,  host  response  to  infection  would  be 
expected  to  range  from  subclinical  to  severe. 
However,  until  more  data  is  known  about  the 
natural  history  of  this  disease,  the  true  clinical 
spectrum  of  infection  with  these  viruses  will  re- 
main unknown. 

Treatment 

The  treatment  of  patients  with  AIDS  has  been 
frustrating  since  the  patients  are  often  infected 
with  multiple  opportunistic  infections,  many  of 
which  have  no  therapy  available.  Even  if  initial 
treatment  is  successful  in  controlling  opportunis- 
tic infection  or  in  altering  the  progression  of 
Kaposi’s  sarcoma,  the  immunologic  defect  is  per- 
sistent. Consequently,  the  patient  frequently  has 
recurrences  of  the  same  opportunistic  infection 
or  succumbs  to  a different  opportunistic  infec- 
tion. Guidelines  for  therapy  consist  of  aggressive 
specific  therapy  for  each  opportunistic  infec- 
tion and  avoidance  of  any  further  immunosup- 
pressive drugs.  Responses  to  therapeutic  trials 
with  interferon,  interleukin-2,  thymocin,  bone 
marrow  transplant,  and  allogenic  cell  transfer 
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are  all  being  evaluated.  Until  a vaccine  is  de- 
veloped or  successful  treatment  is  identified,  it 
is  likely  that  the  number  of  AIDS  cases  and  re- 
lated diseases  will  continue  to  increase  in  epi- 
demic numbers  within  the  United  States  and 
other  countries.  If  the  high  mortality  rate  of 
this  disease  continues  unabated,  the  lethal  effects 
of  AIDS  will  continue  to  be  felt  throughout  the 
world 

Summary 

The  acquired  immune  deficiency  syndrome  is 
a disease  that  severely  compromises  the  cellular 
immune  system  of  the  host  resulting  in  multiple, 
life-threatening  opportunistic  infections  and 
rare  malignancies.  Since  1981  when  the  disease 
was  first  recognized,  over  5,000  cases  have  been 
reported  in  the  United  States  and  approximately 
2,000  cases  have  been  reported  in  Europe,  the 
Caribbean,  and  Africa.  Most  of  the  cases  have 
been  identified  in  homosexual  men,  intravenous 
drug  abusers,  hemophiliacs,  Haitians,  and  blood 
transfusion  recipients.  From  epidemiologic  and 
etiologic  studies,  the  disease  appears  to  be  trans- 
mitted by  a retrovirus,  referred  to  as  HTLV-3/ 
LAV,  which  can  be  transmitted  by  intimate 
sexual  contact  or  through  blood  products.  This 
virus,  now  recovered  from  large  numbers  of 
AIDS  patients,  causes  cytolysis  of  T-helper 
lymphocytes,  the  primary  target  of  AIDS  patients 
that  results  in  overwhelming  immunosuppression, 
opportunistic  infections,  and  Kaposi  s sarcoma. 
From  clinical  and  serologic  studies,  there  now 
appears  to  be  a wide  spectrum  of  illness  associ- 
ated with  infection  by  this  virus,  the  most 
prominent  of  which  is  AIDS  and  a lymphaden- 
opathy  syndrome.  While  some  opportunistic  in- 
fections are  amenable  to  treatment,  the  disease' 
thus  far  appears  to  be  irreversible,  resulting  in  a 
fatality  rate  of  nearly  100%  over  a two-  to  three- 
vear  period. 
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I.  T.  Szucs,  M.D. 

S.  Walker,  M.D. 

N.  R.  Washburn,  M.D 


O.  S.  Weaver,  M.D. 


PUBLICATION 


Bemadine  Z.  Paulshock,  M.D.,  Chairman 

E.  Wayne  Martz,  M.D.,  Vice-Chairman 


M.  J.  Cosgrove,  M.D. 
S.  H.  Franklin,  M.D. 
W.  J.  Holloway,  M.D. 

J.  F.  Kestner,  Jr.,  M.D 
R.  C.  Knowles,  M.D. 


J.  P.  Marvel,  Jr.,  M.D 
J.  H.  Newman,  M.D. 
P.  J.  Pegg,  M.D. 

W.  A.  Taylor,  M.D 
J.  S.  Wills,  M.D. 


SPECIAL  COMMITTEES 

AGING 

Stephen  L.  Hershey,  M.D.,  Chairman 
Harold  J.  Laggner,  M.D.,  Vice-Chairman 

R.  Abel,  Jr.,  M.D.  J.  J.  Gallagher,  M.D. 

R.  G.  Altschuler,  M.D.  M.  J.  Gilani,  M.D. 

M.  E.  Banez,  M.D.  A.  A.  Golden,  D.O. 

S.  W.  Bartoshesky,  M.D.  W.  Nottingham,  Jr.,  M.D. 

W.  D.  Shellenberger,  M.D. 


ALFRED  I.  DU  PONT  INSTITUTE 


Daniel  A.  Alvarez,  M.D.,  Chairman 


J.  H.  Benge,  M.D. 

I.  F.  Chavin,  M.D. 

P.  R.  Coggins,  M.D. 

A.  L.  Cucuzzella,  M.D 

K.  L.  Esterly,  M.D. 


J.  P.  Marvel,  Jr.,  M.D. 
C.  L.  Minor,  M.D. 

J.  J.  Storlazzi,  Jr.,  M.D 
I.  J.  Tikellis,  M.D. 

L.  W.  Whitney,  M.D. 


ALTERNATIVE  METHODS  OF  HEALTH  CARE 
DELIVERY  AND  HEALTH  PLANNING 


Anthony  L.  Cucuzzella,  M.D.,  Chairman 


J.  H.  Benge,  M.D. 

L.  J.  Centrella,  M.D. 

P.  R.  Coggins,  M.D. 

B.  C.  Corballis,  M.D. 

H.  G.  DeChemey,  M.D. 

C.  R.  Donoho,  Jr.,  M.D. 


W.  H.  Duncan,  M.D. 
S.  L.  Edell,  D.O. 

K.  L.  Esterly,  M.D. 

J.  J.  Giliberto,  D.O. 

C.  R.  Green,  Jr.,  M.D 

D.  Howard,  M.D. 


N.  P.  Jones,  M.D. 

J.  F.  Kestner,  Jr.,  M.D 
G.  A.  Koniver,  M.D. 

D.  A.  Levitsky,  M.D. 
P.  J.  Mette,  M.D. 

P.  L.  Mitchell,  M.D. 


S.  R.  Permut,  M.D. 
R.  B.  Rodrigue,  M.D 

I.  J.  Tikellis,  M.D. 

C.  G.  Wagner,  M.D. 

J.  G.  Weisberg,  M.D. 
H.  F.  Wendel,  M.D. 
B.  E.  White,  M.D. 


G.  M.  Owens,  M.D. 

L.  W.  Whitney.  M.D. 


CULTURAL  AND  HISTORICAL 
Charles  Robert  Green,  Jr.,  M.D.,  Chairman 


B.  N.  Bautista,  M.D 

E.  D.  Bryan,  M.D. 

L.  B.  Flinn,  M.D. 

R.  F.  Gordon,  M.D. 
H.  Graff,  M.D. 

H.  H.  Heym,  M.D. 
P.  L.  LeRoy,  M.D. 


A.  J.  Morris,  M.D. 

G.  P.  Mulveny,  M.D. 
J.  A.  Munroe,  Ph.D. 

B.  Z.  Paulshock,  M.D. 

N.  Singh,  M.D. 

C.  Strahan,  Jr.,  M.D. 
A.  C.  Wooden,  M.D. 


ENVIRONMENTAL  AND  PUBLIC  HEALTH 
Robert  L.  Meckelnburg,  M.D.,  Chairman 


R.  M.  Berley,  M.D. 

R.  B.  Brereton,  M.D. 

J.  D.  DeLaurentis,  M.D. 

K.  L.  Esterly,  M.D. 

E.  F.  Fantazier,  M.D. 

E.  F.  Gliwa,  M.D. 

E.  L.  Jiloca,  M.D. 

L.  M.  Kirifides,  D.O. 


L.  C.  Mankin,  M.D. 

L.  J.  Olsen,  M.D. 

M.  D.  Perez,  M.D. 

H.  L.  Reed,  M.D. 

R.  B.  Rodrigue,  M.D. 
V.  V.  Sagar,  M.D. 

F.  T.  Viloria,  M.D. 

A.  G.  Weinstein,  M.D. 


D.  D.  Witmer,  M.D. 


HOSPITAL  RELATIONS 

Albert  Gelb,  M.D.,  Chairman 

R.  T.  D’ Alonzo,  M.D.  C.  R.  Green,  Jr.,  M.D. 
L.  Edelsohn,  M.D.  T.  C.  Scott,  D.O. 

J.  G.  Weisberg,  M.D. 


MATERNAL  AND  CHILD  CARE 
John  F.  Gehret,  M.D.,  Chairman 


L.  S.  Batman,  M.D. 

T.  E.  Chronister,  M.D. 

L.  L.  David,  M.D. 

T.  E.  Dyer,  M.D. 

K.  L.  Esterly,  M.D. 

P.  C.  Francisco,  M.D. 

C.  R.  Green,  Jr.,  M.D. 
R.  C.  Hayden,  M.D. 

G.  R.  Hilty,  III,  M D. 

M.  C.  Hoffman,  M.D. 

R.  de  Jesus-Jiloca,  M.D. 
W.  D.  Johnson,  M.D. 

L.  M.  Kirifides,  D.O. 


J.  I.  Komins,  M.D. 

N.  R.  Kothari,  M.D. 

M.  Liebesman,  M.D. 

V.  Marquez,  M.D. 

W.  A.  Meyer,  M.D. 

L.  J.  Olsen,  M.D. 

R.  H.  Radnich,  M.D. 

R.  Saunderson,  Jr.,  M.D. 
W.  G.  Slate,  M.B.,  Ch.B., 

N.  L.  Steg,  M.D. 

H.  H.  Stroud,  M.D. 

O.  S.  Weaver,  M.D. 

N.  de  Yanez,  M.D. 
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MEDICINE  AND  RELIGION 


Nurse  Practice  Act 


Leon  M.  Green,  M.D.,  Chairman 


R.  Z.  Abdel-Misih,  M.D. 
C.  E.  Attig,  M.D. 

M.  L.  Carter,  M.D. 

G.  C.  Connolly,  M.D. 

B.  A.  Fellows,  M.D. 

F.  B.  L.  Haines,  M.D. 

A.  Z.  Hameli,  M.D. 

P.  Huang,  M.D. 

W.  L.  M.  King,  M.D. 


H.  E.  Mast,  M.D. 

C.  L.  Minor,  M.D. 

S.  Muleh,  M.D. 
Chaplain  L.  L.  Swanson 
N.  F.  Warsal,  M.D. 

R.  H.  Weiss,  M.D. 

R.  Winkelmayer,  M.D. 

D.  R.  Witmer,  M.D. 

A.  C.  Wooden,  M.D. 


MEDICO-LEGAL  AFFAIRS 


John  T.  Hogan,  M.D.,  Chairman 
Ali  Z.  Hameli,  M.D.,  Vice-Chairman 


B.  C.  Corballis,  M.D. 
H.  W.  Gray,  Jr.,  M.D. 
R.  E.  Heckman,  M.D. 
W.  R.  Johnson,  M.D. 
G.  A.  Koniver,  M.D. 


W.  Kraut,  M.D. 

J.  P.  Marvel,  Jr.,  M.D. 
S.  S.  Morovati,  M.D. 

D.  E.  Raskin,  M.D. 

R.  B.  Thomas,  Jr.,  M.D. 


MENTAL  HEALTH,  ALCOHOLISM,  AND 
DRUG  ABUSE 


Norman  Taub,  M.D.,  Chairman 


A.  Z.  Bill,  M.D.  M.  Liebesman,  M.D. 


F.  S.  Comelison,  Jr.,  M.D.  J.  A.  Pereira-Ogan,  M.D 


J.  E.  DeLaurentis,  M.D. 
H.  Graff,  M.D. 

E.  P.  Ivey-Davis,  M.D. 
A.  T.  Jolly,  M.D. 


H.  L.  Reed,  M.D. 

O.  P.  Tedesco,  M.D. 

P.  V.  Villafuerte,  M.D. 
J.  G.  Weisberg,  M.D. 
B.  E.  White,  M.D. 


J.  P.  Kramer,  M.D. 

R.  Winkelmayer,  M.D. 


PARAMEDICAL  AND  ANCILLARY 
PROFESSIONALS 

Ignatius  J.  Tikellis,  M.D.,  Chairman 
Certified  Nurse  Anesthetists 
Jose  R.  Gontang,  M.D.,  Chairman 

R.  E.  Erb,  M.D.  G.  L.  Henderson,  M.D. 

R.  E.  Heckman,  M.D.  R.  N.  Hindin,  M.D. 

G.  J.  Savage,  M.D. 

Chiropractic 

I.  Favel  Chavin,  M.D.,  Chairman 

J.  H.  Benge,  M.D.  P.  L.  LeRoy,  M.D. 

A.  L.  Cucuzzella,  M.D.  C.  S.  Papastavros,  M.D. 
C.  R.  Sharbaugh,  D.O. 

Licensed  Clinical  Social  Workers 
V.  Terrell  Davis,  M.D.,  Chairman 
J.  G.  Weisberg,  M.D. 


Vincent  G.  J.  Lobo,  Jr.,  D.O.,  Chairman 
Joseph  F.  Kestner,  Jr.,  M.D.,  Co-Chairman 

L.  B.  Buckler,  M.D.  J.  L.  Campbell,  M.D. 
I.  J.  Tikellis,  M.D. 


Optometrists 

Robert  Abel,  Jr.,  M.D.,  Chairman 
Pharmacy 

M.  E.  Banez,  M.D.  R.  M.  Berley,  M.D. 

J.  H.  Benge,  M.D.  M.  L.  Carter,  M.D. 

B.  Benson,  Jr.,  M.D.  M.  H.  Dorph,  M.D. 
I.  M.  Berkowitz,  D.O.  G.  N.  Eriksen,  M.D. 
P.  P.  Potocki,  M.D. 


Physician  Assistants 

Vincent  G.  J.  Lobo,  Jr.,  D.O.,  Chairman 

J.  J.  Chabalko,  M.D.  S.  Goldstein,  M.D. 
B.  C.  Corballis,  M.D.  R.  R.  Strocko,  M.D. 


PHYSICIANS’  HEALTH 


Joseph  E.  DeLaurentis,  M.D.,  Chairman 


L.  S.  Batman,  M.D. 

R.  T.  Beattie,  M.D. 

A.  Z.  Bill,  M.D. 

R.  J.  Bishoff,  M.D. 

R.  B.  Brereton,  M.D. 

F.  S.  Comelison,  Jr.,  M. 
C.  B.  Heame,  M.D. 


J.  P.  Kramer,  M.D. 

H.  E.  Mast,  M.D. 

H.  T.  McGuire,  M.D. 
P.  D.  Schindler,  M.D. 

N.  Taub,  M.D. 

O.  P.  Tedesco,  M.D. 
C.  E.  Turner,  M.D. 


H.  H.  Heym,  M.D.  J.  G.  Weisberg,  M.D. 

R.  Winkelmayer,  M.D. 


PRISON  HEALTH  CARE 
John  C.  Sewell,  M.D.,  Chairman 


L.  Applebaum,  D.O. 
P.  F.  Emery,  M.D. 

O.  K.  Hamilton,  M.D. 
A.  G.  Holliday,  M.D. 
W.  W.  Inge,  Jr.,  M.D. 
W.  Kraut,  M.D. 

J.  P.  Marvel,  Jr.,  M.D. 
H.  E.  Mast,  M.D. 

C.  L.  Minor,  M.D. 


R.  H.  Morgan,  M.D. 

L.  J.  Olsen,  M.D. 

S.  R.  Permut,  M.D. 

W.  D.  Shellenberger,  M.D. 

C.  Strahan,  Jr.,  M.D. 

N.  Taub,  M.D. 

R.  Winkelmayer,  M.D. 

D.  R.  Witmer,  M.D. 

M.  A.  Woolley,  M.D. 


PUBLIC  RELATIONS 
Stephen  R.  Permut,  M.D.,  Chairman 


S.  Goldstein,  M.D. 

C.  E.  Graybeal,  M.D. 
N.  P.  Jones,  M.D. 

D.  A.  Levitsky,  M.D. 
W.  R.  Mast,  M.D. 


W.  Nottingham,  Jr.,  M.D. 
E.  J.  Oliet,  M.D. 

B.  Z.  Paulshock,  M.D. 

L.  Rosenbaum,  M.D. 

J.  C.  Sewell,  M.D. 


I.  T.  Szucs,  M.D. 


738 


Del  Med  Jrl,  Dec  1984— Vol  56,  No  12 


Committees  of  the  Medical  Society  of  Delaware  1985 


SCHOOL  HEALTH 


Lyman  J.  Olsen,  M.D.,  Chairman 


T.  E.  Chronister,  M.D, 

F.  G.  Hawkins,  M.D. 

G.  R.  Hilty,  III,  M.D. 
C.  R.  Huggins,  M.D. 
N.  R.  Kothari,  M.D. 

C.  Kotula,  R.N. 
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M.  Liebesman,  M.D. 

W.  Omans,  M.D. 
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P.  Purcell,  M.D. 

R.  Saunderson,  Jr.,  M.D. 
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Physicians 


Delaware  Chapter,  American  College  of 
Obstetricians  and  Gynecologists 
Delaware  Chapter,  American  College  of  Physicians 
Delaware  Chapter,  American  College  of  Surgeons 
Delaware  Occupational  Medical  Association 
Delaware  Pathology  Society 
Delaware  Psychiatric  Society 
Delaware  Radiology  Society 
Delaware  Society  of  Anesthesiology 
Delaware  Society  of  Internal  Medicine 
Delaware  Society  of  Nuclear  Medicine 
Delaware  Society  of  Obstetrics-Gynecology 
Delaware  Society  of  Orthopaedic  Surgeons 
Delaware  Urologic  Society 

AD  HOC  COMMITTEE 

WORKERS’  COMPENSATION  REFORM 

I.  Favel  Chavin,  M.D.,  Chairman 

R.  W.  Frelick,  M.D.  P.  L.  LeRoy,  M.D. 

J.  T.  Hogan,  M.D.  S.  R.  Permut,  M.D. 

J.  G.  Weisberg,  M.D. 
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LIAISONS  AND  REPRESENTATIVES  - THE  MEDICAL  SOCIETY  OF  DELAWARE 

American  Cancer  Society,  Delaware  Division,  Inc.— Timothy  F.  Wozniak,  M.D.,  Liaison 
American  Diabetes  Association,  Delaware  Affiliate,  Inc.— Grafton  D.  Reeves,  M.D.,  Liaison 
American  Heart  Association  of  Delaware,  Inc.— Arthur  W.  Colboum,  M.D.,  Liaison 

Controlled  Substances  Act  Advisory  Committee,  State  of  Delaware— Rhoslyn  J.  Bishoff,  M.D.,  Representative 

Coordinating  Council  for  the  Handicapped  Child,  Inc.— Lyman  J.  Olsen,  M.D.,  Liaison 

Delaware  Chapter  Arthritis  Foundation— James  H.  Ne.vman,  M.D.,  Liaison 

Delaware  Institute  of  Medical  Education  and  Research— E.  Wayne  Martz,  M.D.,  Liaison 

Delaware  Lung  Association— Leonard  P.  Lang,  M.D.,  Liaison 

March  of  Dimes  Birth  Defects  Foundation— Ted  E.  Chronister,  M.D.,  Liaison 

Medical  Advisory  Committee,  Division  of  Social  Services,  State  of  Delaware— David  A.  Levitsky,  M.D.,  Anne 
Shane  Bader,  Representatives 
Spina  Bifida  Association— Nina  L.  Steg,  M.D.,  Liaison 
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left  In  the  world 


who  still  practice  the  line  art 
of  attention  to  detail? 

Precious  few. 


1985  Front  Wheel 
Drive  Delaware 
Cadillac  Coupe  DeVille 

Under  $16,000 


Compare  a Delaware 
Cadillac  with  any 
other  luxurious 
automobile. 


WINNER  NATIONAL  SERVICE  EXCELLENCE  AWARD 

Delaware  Cadillac 

Attention  to  Detail 


Pennsylvania  Avenue  ft ^pTrjllr  jj)  Wilmington,  Del. 
& DuPont  Street  (302)  656-3100 


Open  Monday,  Wednesday  and  Thursday  8 a.m.  to  9 p.m.; 
Tuesday  and  Friday  8 a.m.  to  6 p.m.;  Saturday  10  a.m.  to  4 p.m. 


Editorials 

Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


THE  PERTUSSIS  CONTROVERSY 
PART  THREE-COMPENSATION 

It  is  almost  a matter  of  statistics.  If  you  sit 
down  with  pencil  and  paper  and  calculate  that 
every  year  about  3 million  babies  are  bom  in 
this  country  requiring  for  their  immunization 
three  doses  of  DPT,  two  doses  of  polio,  and  one 
dose  of  MMR,  and  then  a booster  of  DPT  and 
polio  at  18  months  of  age,  and  again  at  school 
entry,  you  find  that  a minimum  of  15  million  doses 
of  DPT,  12  million  doses  of  polio,  and  3 million 
doses  of  MMR  are  given  each  year.  Even  with 
proper  administration  and  with  the  use  of  the 
best  vaccine  available  ( we  already  agreed  in  the 
November  issue  of  this  Journal  that  a better 
vaccine  is  imperative)  it  is  inevitable  that  one 
case  of  polio-like  disease  will  result  for  each  5 
million  doses  given  and  a serious  neurological 
injury  will  result  from  every  300,000  doses  of 
DPT.  Therefore,  you  may  arrive  at  the  same 
conclusion  I did:  With  the  number  of  doses 
given  each  year,  there  will  be  approximately  two 
cases  of  polio-like  disease  and  about  50  neuro- 
logical complications  of  the  DPT.  This  annual 
toll  is  inevitable  if  we  are  to  keep  an  immunized 
population,  and  will  occur  with  no  fault  on  the 
part  of  the  producer  or  provider  of  the  vaccine. 

For  many  years  the  American  Academy  of 
Pediatrics  has  advocated  that  since  immuniza- 
tions are  required  by  law  before  school  entry 
and  for  the  “public”  good,  it  places  an  obligation 
on  the  “public”  to  provide  just  and  prompt  com- 
pensation if  some  children  are  injured  as  a 
result  of  their  compliance  with  the  law.  A bill 
(H.R.  5810)  introduced  in  Congress  by  Henry 
Waxman  (D-Calif. ) would  crystallize  the  idea 
of  the  National  Childhood  Vaccine-injury  Com- 
pensation Act  by  establishing  a trust  fund  to 
provide  the  compensation.  Although  initially 
the  fund  will  come  from  general  revenue,  within 
18  months  a surcharge  would  be  added  to  the 
manufacturer’s  price  of  the  vaccine. 

An  injury-table  will  list  the  compensable  in- 
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juries.  To  be  compensated,  the  injury  must  have 
resulted  in  hospitalization  and  medical  expenses 
exceeding  $2,500.  Compensation  would  be  avail- 
able for  the  cost  of  medical  care,  rehabilitation, 
developmental  evaluation,  special  education,  vo- 
cational training,  counseling,  behavioral  therapy, 
residential  and  custodial  care,  and  special  equip- 
ment to  permit  the  injured  to  achieve  maximum 
potential  and  enjoyment  of  life.  Expected  lost 
earnings  would  also  be  compensable. 

Injured  parties  would  still  have  the  choice  of 
using  the  court  system,  but  they  could  not  use 
both.  Petitioners  would  file  claims  in  the  District 
of  Columbia  District  Court  that  would  appoint  a 
magistrate  who  would  collect  evidence  and  testi- 
mony, conduct  'a  hearing,  and  submit  the  find- 
ings to  the  court. 

This  bill  would  not  absolve  manufacturers  or 
physicians  from  liability  for  negligence.  Under 
the  law,  people  administering  a vaccine  would 
be  required  to  keep  information  as  to  the  vac- 
cine’s manufacturer  and  lot  number,  date  of 
vaccination,  and  serious  reactions  occurring  with- 
in 30  days. 

Under  the  proposed  bill,  the  Secretary  of 
Health  and  Human  Services  is  required  to: 

1)  Issue  regulations  describing  the  circum- 
stances in  which  vaccines  should  not  be 
given  and  the  characteristics  of  people  who 
may  be  at  risk  of  adverse  reactions. 

2)  Develop  information  for  parents  about 
risks,  symptoms  that  should  be  reported, 
precautionary  measures,  and  the  compen- 
sation program. 

3)  Sponsor  research  to  determine  which  con- 
ditions may  be  caused  or  aggravated  by 
vaccines  and  the  time  in  which  such  symp- 
toms appear,  to  review  this  information 
periodically,  and  to  amend  the  injury  table 
accordingly. 

Let  us  hope  that  Waxman’s  bill  is  passed  soon. 

Maurice  Liebesman,  M.D. 

Dr.  Liebesman  is  chairman  of  the  Delaware  Chapter  of  the 
American  Academy  of  Pediatrics. 
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BIG  BUCKS:  HEALTH  AND  HUMAN 
SERVICES  IN  1985 

In  a recent  issue  of  Legislative  Round-up,  a 
regular  publication  of  the  AMA,  the  appropri- 
ations for  Health  and  Human  Services  passed 
by  the  95th  Congress  were  reported.  For  fiscal 
year  1985,  a grand  total  of  $79.6  billion,  $2  mil- 
lion more  than  was  requested  by  the  administra- 
tion, has  been  allooated  to  Health  and  Human 
Services.  Table  1 shows  the  sums  designated 
for  major  health  programs.  The  budget  includes 
$650  million  more  for  the  National  Institutes  of 
Health  than  it  did  the  year  before,  a sum  $40.6 
million  more  than  that  requested  by  the  adminis- 
tration, and  a 14.5%  increase  over  its  previous 
budget. 

A related  funding  bill,  the  Health  Professions 
Education  Reauthorization  Bill,  provides  federal 
insurance  for  “unsubsidized,  market-rate  student 
loans.”  One  half  of  the  new  contributions  to  the 
loan  fund  will  be  designated  for  students  from 
“disadvantaged  backgrounds;”  no  student  re- 
quired to  be  registered  for  the  draft  can  qualify 


SKI 

SUGARBUSH,  VERMONT 

CONDO  FOR  RENT 

3 BEDROOM,  2 BATH  CONDO 
with  FIREPLACE 

Fully  appointed  kitchen,  washer,  and  dryer. 

DISCOUNTED  RATES 

478-3365 

or 

571-1217 


We  specialize  in  Cervical  and 
Lumbar  Spine  problems,  T.M.J. 
Arthritis  related  diseases. 

Hip,  knee  and  foot  disorders. 


"ULIe  make  the  difference" 


SflllV  fi.  HOOV€R,  R.P.T. 

PHVSICni  TH€RflPV  nSSOCIRT€S 


- SPA  SIZ€  WHIRLPOOL  - 
635  Churchmans  Road 
Christiana  /Newark 

737-9469 


2 MODERN  LOCATIONS  TO  SERVE  VOU 

8 a.m.  to  8 p.m.  — SPR  SIZE  WHIRLPOOL  — 

Kelway  Plaza 
31 4 E.  Main  Street 
Newark 

737-9465 


742 


Del  Med  Jrl,  Dec  1984— Vol  56,  No  12 


AN  IMPORTANT  ANNOUNCEMENT 
TO  THE  MEMBERS  OF  THE 
MEDICAL  SOCIETY  OF  DELAWARE 

THE  MEDICAL  SOCIETY  OF  DELAWARE 
ENDORSES  A NEW  LIFE  INSURANCE  PROGRAM. 

THIS  RECOMMENDATION  IS  THE  RESULT  OF 
A CAREFUL  SELECTION  PROCESS 
CARRIED  OUT  BY  THE  MEDICAL  ECONOMICS  COMMITTEE. 


The  program  provides  members  with: 

• HIGHLY  COMPETITIVE  RATES  - probably  the  lowest  you'll  find  anywhere 

• STABLE  COVERAGE  — so  long  as  you  pay  the  premium,  your  policy  can 
never  be  cancelled  or  changed. 

• CONVENIENCE  — up  to  $250,000  of  life  insurance  with  no  medical 
examination  and  few  health  questions  for  members  under  age  50,  up  to 
$1 00,000  for  members  ages  50  to  70. 

• SUPERIOR  SERVICE  — the  Medical  Economics  Committee  has  chosen 
Frank  N.  Markman  CLU,  and  John  K.  Markman  to  administer  this  plan. 
Each  member  can  be  assured  that  they  will  receive  individual,  personal 
attention  to  their  insurance  needs. 

FOR  DETAILS  CALL  THE  ADMINISTRATOR 
OR  MAIL  THE  COUPON  BELOW. 

1 

j FRANK  N.  MARKMAN  CLU/JOHN  K.  MARKMAN 

DOCTORS  FINANCIAL  CORPORATION  |i 

P.O.  Box  265,  Rockland,  Delaware  1 9732  j 

302-428-1572 


NAME  

ADDRESS 

DATE  OF  BIRTH 


J 
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for  a loan  unless  he  certifies  that  he  has  indeed 
registered  for  the  draft. 

I recently  chatted  with  a third-year  medical 
student  who  is  the  oldest  of  six  children  of  whom 
five  are  presently  in  college  or  graduate  schools. 
According  to  my  student,  his  father,  an  obstetri- 
cian in  California,  will  have  tuition  bills  in  excess 
of  $60,000  for  this  calendar  year.  It  seems  to 
me  that  belonging  to  a family  laboring  under 


such  an  economic  burden  might  qualify  the  next 
sibling  as  coming  from  a “disadvantaged  back- 
ground,” but  I’ll  bet  it  won’t. 

The  same  Health  Professions  Education  Re- 
authorization Bill  phases  out  federal  programs 
supporting  the  development  of  HMOs — is  that 
because,  as  is  being  done  in  this  community, 
private  insurers  are  underwriting  them? 

Bernadine  Z.  Paulshock,  M.D. 


TABLE  1 

FUNDING  OF  MAJOR  HEALTH  PROGRAMS,  1985 

Health  Resources  and  Services  Administration 

$ 1,427,700,000 

Centers  for  Disease  Control 

410,500,000 

National  Institutes  of  Health 

5,145,900,000 

Alcohol,  Drug  Abuse  & Mental  Health  Administration 

922,600,000 

Office  of  the  Assistant  Secretary  for  Health 

84,300,000 

Health  Care  Financing  Administration 

35,965,800,000 

HAPPY  HARRY’S  HOME  HEALTH  CARE 


i 


Everything  for  your  patient’s  good  Health 

JOBST 


~v 


Leisure-Lift 


Best  seat  in  the  house. 


Medical  studies  indicate  you  II  sit  more  comfortably  on 
a Jobst  Hydro-Float"  Flotation  Pad. 

lobst  Hydro-Float 
Flotation  Pad 
more  evenly 
istributes  your 
eigFit  oyer  t Fie 
entire  buttocks  area 
“to  reduce  pressure  and  pinch 
It  reduces  the  temperature  of 
tissue  subiect  to  pressure 
tFiereby  reduc  ing  the  suscep- 
tibility to  pressure  sores 


Get  the  best  seat  i 
the  house  Sit  in 
Hydro-Float 


Full  line  of 
products 
available. 


I JOBST  Dealer 


* HOLLISTER®  and  SQUIBB® 
ostomy  supplies 


OXYGEN 


* Oxygen  - tanks  and 
concentrators 

* Complete  line  of  patient 
aids 

* Professional  Orthopedic 
Fitters 

* We  accept  assignment 


These  products  & services  available  from  all  17  Happy  Harry’s. 
Call  or  visit  our  HOME  HEALTH  CARE  CENTER  - 654-3019 
Trolley  Square  Shopping  Center  - Delaware  Ave.  Wilmington 
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Feast  or  Famine 


In  our  society,  eating  habits  vary,  and  food  is  often  used  as 
more  than  a source  of  nourishment.  So  we  accept  many  individ- 
ualized patterns. 

But  some  people  go  too  far.  The  anorectic,  threatened  by 
food,  slips  into  a pattern  of  self-imposed  starvation.  The  bulimic, 
using  food  as  a narcotic,  binges  and  purges  in  an  attempt  to  cope 
with  overpowering  emotions. 

The  problems  demand  expert  intervention  of  an  unusually 
comprehensive  sort.  They  demand  nothing  short  of  what  Shep- 
pard Pratt  now  provides  in  its  Eating  Disorders  Program. 

Just  as  the  ideal  diet  for  any  individual  is  a matter  of  proper 
balance,  the  ideal  treatment  for  anorexia  or  bulimia  must  also  be 
properly  balanced  and  individualized.  For  this  reason,  Sheppard 
Pratt  carefully  evaluates  each  patient  and  tailors  a treatment 
program  that  draws  on  all  necessary  disciplines:  medicine,  psy- 
chiatry and  social  work.  And  we  administer  this  treatment  inten- 
sively, continuously —from  inpatient  to  outpatient  to  aftercare. 

Sheppard  Pratt  is  achieving  good  results  with  eating-disor- 
dered patients  by  countering  the  extremes  of  feast 
or  famine  with  a steady  diet  of  multi-disciplinary 
guidance  and  care. 

For  a more  detailed  description  of  the  Eating 
Disorders  Program  at  Sheppard  Pratt,  please 
contact:  Dr.  David  Waltos,  Admissions  Officer, 

Sheppard  and  Enoch  Pratt  Hospital,  PO.  Box 
6815,  Baltimore,  MD  21204.  (301)  823-8200. 


SHEPPARD  & ENOCH  PRATT 
A COMPREHENSIVE  CENTER 
FOR  TREATMENT. 
EDUCATION  AND  RESEARCH 


LIKOFF  CARDIOVASCULAR  INSTITUTE 

of  Hahnemann  Medical  College  and  Hospital 

230  N.  Broad  Street,  Philadelphia,  Pa.  19102 
(215)  448-8063 

CARDIOLOGY  UPDATE  . . . 

IS  DESIGNED  FOR  THE  PHYSICIAN  AND  PROVIDES  AN  INTENSIVE 
SURVEY  OF  THE  CURRENT  STATUS  OF  CLINICAL  CARDIOLOGY  . . . 

WEDNESDAY,  JANUARY  2,  1985 

20  minute  lectures  — Questions  and  Answers  (10  minutes) 

CARDIOMEGALY:  DIFFERENTIAL  DIAGNOSIS 
Moderator:  William  Likoff,  M.D. 

CASE  PRESENTATION 
William  S.  Haaz,  M.D. 

DILATED  CARDIOMYOPATHY:  DIFFERENTIAL  DIAGNOSIS 
Ronald  S.  Pennock,  M.D. 

DILATED  CARDIOMYOPATHY:  VASODILATOR  AND 
INOTROPIC  THERAPY— PASSION  OR  SKEPTICISM 
Mariell  J.  Likoff,  M.D. 

ACUTE  RECURRENT  PERICARDITIS:  A THERAPEUTIC  CHALLENGE 

Daniel  Mason,  M.D. 

CARDIAC  TAMPONADE:  PATHOPHYSIOLOGY  AND  MANAGEMENT 

Harold  Kay,  M.D. 

PANEL  DISCUSSION 

3:00  P.M.— 2nd  FLOOR  NEW  COLLEGE  BUILDING 
HAHNEMANN  UNIVERSITY 

• NO  REGISTRATION  FEE  • NO  ADVANCE  REGISTRATION  REQUIRED 

CME  Category  I Credits  Certified 
— Wine  and  Cheese  Served  Following  Conference  — 


IN  BLACK  AND  WHITE 


Edited  by  Dennis  R.  Witmer,  M.D. 


Lobular  carcinoma  in  situ 


The  lobules  are  considerably  enlarged  and  filled  with  closely  packed,  relatively 
uniform  cells. 


Contributed  by:  Patrick  F.  Ashley,  M.D.,  and  Donald  Russell 


Send  contributions  (not  necessarily  always  of  medicine;  black  and  white  glossy 
prints  only,  please)  to  Dennis  Witmer,  M.D.,  Delaware  Medical  Journal,  1925 
Lovering  Avenue,  Wilmington,  Delaware  19806. 
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The  affordable  alternatives 
to  those  magnificent  machines  with 
those  equally  magnificent  price  tags 


Manufactured  in  the  coachworks  that  design 
cars  such  as  Lamborghini  and  Maseratl,  the 
Bertone  has  drama  in  design. ..and  racing  in  its 
soul.  High  performance  engineering  like  the 
same  advanced  electronic  fuel  injection  system 
found  in  Mercedes  and  Porsche,  a unique 
wedge  shape  and  mid-mounted  engine 
combine  to  create  an  incredible  driving 
experience.  Bertone  - a command  performance 
in  motoring  excitement  and  beauty. 


If  you've  always  wanted  the  car,  but  not  the 
price  tag  we  invite  you  to  drive  our  exciting 
alternative— The  Pininfarina  sports  car 
convertible.  At  a down-to-earth  price  tag  of 
$16,999,  we  think  you'll  agree  that  the 
Pininfarina  is  truly  a driving  masterpiece.  The 
modest  price  includes  all  the  options  you'll  ever 
need.  Designed  and  built  by  Sergio  Pininfarina, 
designer  of  cars  such  as  the  Ferrari,  Jaguar,  and 

Rolls  Royce. 


Volkswagen 


Show  them  you've  arrived  without  spending  your  life 
savings.  Drive  a Quantum  and  enjoy  the  roominess  and 
comfort  it  offers  Handsome  aerodynamic  design  and 
advanced  German  engineering  ensure  superb  ride  and 
handling  while  a list  of  luxury  features  come  as 
standard  equipment.  All  for  thousands  less  than 
you'd  expect  to  pay  for  any  other  European  Grand 
Touring  Sedan  (BMW  31 81,  $16,430.  Mercedes-Benz 
190E,  $22,850.  Quantum,  $12,980.) 


Test  drive  the  sheer  fun  of  driving  now  at  New  Castle  County’s  exclusive  Volkswagen,  Bertone  and  Pininfarina  dealer: 


Smitft 


VOLKSWAGEN 
Bertone  • Pininfarina 

4304  Kirkwood  Highway,  Wilm.,  DE 
8:30  to  9--Sat.  to  5--998-0131 


•Manufacturers  Suggested  Retail  Price 


UNINTENTIONAL  OR  ACCIDENTAL 


TRAUMA  IN  CHILDREN 


Accidental  or  unintentional  trauma  is  the  lead- 
ing cause  of  death  in  children  and  young  adults 
one  to  24  years  of  age.1  Each  year  approximately 
3,000  children  younger  than  15  years  die  as  a 
result  of  home  accidents2  and  another  4,000  die 
from  motor  vehicle  accidents.3  For  every  death 
there  are  approximately  2,800  minor  and  97 
major  injuries.  Unintentional  or  accidental  in- 
jury is,  thus,  a major  cause  of  morbidity  and 
mortality  among  children.2 

Most  injuries  occurring  to  children  are  not 
accidental,  they  are  unintentional.  Truly  acci- 
dental injuries  occur  by  chance,  fate,  or  luck. 
As  random  events,  accidents  cannot  be  pre- 
vented. Unintentional  injuries  are  neither  plan- 
ned nor  predesigned,  but  they  can  be  prevented.4 
The  purpose  of  this  paper  is  to  discuss  some  of 
the  common  types  of  unintentional  trauma  and 
steps  that  may  be  taken  to  prevent  or  decrease 
unintentional  injuries  in  children. 

General  Principles  for  Prevention 

Accidents  involve  the  interaction  between  an 
agent  that  produces  the  injury,  the  individual 
who  receives  the  injury,  and  the  environment  in 
which  the  injury  takes  place.  The  interaction 
among  the  agent,  human,  and  environment  oc- 

Dr.  De  Jong  is  Clinical  Associate  Professor  of  Pediatrics, 
Jefferson  Medical  College,  Philadelphia. 

This  paper  was  adapted  from  his  presentation  to  The  Wilming- 
ton Medical  Center’s  Department  of  Pediatrics  Grand  Rounds. 


Allan  R.  De  Jong,  M.D. 


curs  throughout  three  phases  of  the  accident: 
the  pre-event,  event,  and  post-event,  and  allows 
nine  sites  for  intervention  to  prevent,  modify, 
or  reduce  the  unintentional  injury.  Although 
much  of  accident  prevention  is  concerned  with 
modifying  the  agent  in  the  pre-event  phase, 
strategies  for  reducing  certain  unintentional  in- 
juries concentrate  on  human  and  environmental 
factors  in  the  event  and  post-event  phases.5’6 

There  are  four  broad  categories  of  preventive 
efforts:  1)  health  education,  2)  litigation,  3) 
government  action,  and  4)  voluntary  action. 
Health  education  involves  community  action 
groups,  school  programs,  and  anticipatory  guid- 
ance. Litigation  or  threat  of  litigation  is  help- 
ful in  product  safety  issues.  Government  action 
includes  regulations,  legislation,  appropriations, 
and  law  enforcement  relating  to  safety.  Volun- 
tary action  involves  modifications  of  products  or 
systems  without  government  intervention.  Health 
education  is  the  most  commonly  used  category 
but  is  most  effeotive  when  combined  with  either 
litigation  or  government  action.1 

The  success  of  a preventive  measure  is  di- 
rectly proportional  to  the  strength  of  the  in- 
centive for  using  the  measure  and  inversely 
proportional  to  the  frequency  of  action  necessary 
and  the  effort  required  for  each  preventive  ac- 
tion. A preventive  measure  with  a strong  in- 
centive, few  deterrents,  and  requiring  minimal 
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effort  is  best.  A preventive  measure  is  also  more 
likely  to  be  successful  if  it  is  directed  against  a 
single  behavior  or  situation  and  if  the  individual 
believes  that  he  or  she  will  be  able  to  perform 
the  action  required  for  prevention.1’4 

Falls 

Falls  are  the  most  common  accident  among 
young  children  and  a leading  oause  of  acute 
medical  care  for  all  types  of  unintentional 
trauma.  Falls  were  the  source  of  one  third  to 
one  half  of  all  injuries  seen  in  emergency  rooms 
in  Boston  over  a four-year  period  in  children 
up  to  14  years  of  age.7  Deaths  resulting  from 
falls  are  relatively  low;  however,  approximately 
200  children  per  year  die  of  fall-related  in- 
juries.2 

The  circumstances  surrounding  falls  depend 
on  the  child’s  development  and  age-related  ac- 
tivities. Infants  usually  fall  from  surfaces  such 
as  dressing  tables,  cribs,  beds,  and  sofas,  or  while 
using  walkers.8,9  Children  one  to  four  years  of 
age  have  developed  skills  of  walking  and  climb- 
ing. These  upright  children  fall  mainly  within 
the  home:  downstairs,  out  open  windows,  or 
while  climbing  on  furniture.  The  school-age 
child  is  adventurous,  may  play  in  hazardous 
places,  and  will  take  dares.  Falls  are  less  com- 
mon at  home  with  the  school-age  group  who 
have  mastered  climbing  at  home.  These  children 
fall  from  trees,  fences,  walls,  while  using  play- 
ground equipment,  and  in  athletic  activities. 

Children  are  rarely  seriously  injured  in  falls 
from  beds,  sofas,  or  tables.  In  a series  of 
300  cases  of  infants  and  young  children  who 
fell  from  heights  up  to  3 feet,  78%  had  no  ap- 
parent injury,  only  1%  suffered  skull  fractures, 
and  another  1%  had  other  fractures.  When  a 
child  presents  with  severe  injuries  resulting  from 
an  alleged  fall  of  this  type,  child  abuse  should 
be  suspected.10 

Major  preventive  efforts  against  falls  involve 
home  and  playground  safety.2’11  Infants  should 
not  be  left  alone  on  elevated  surfaces,  changing 
tables,  or  in  highchairs,  even  if  restraining 
straps  are  used.  Stairways  should  be  secured 
by  doors  or  safety  gates  at  top  and  bottom. 
Cribs  should  have  adjustable  side  rails  with  a 
minimal  height  above  the  mattress  of  22  inches 


when  the  rails  are  raised  and  4 inches  when 
lowered.  Children  should  be  removed  from 
cribs  when  they  can  stand  nipple  high  to  the 
side  rails.  All  windows  should  have  screens 
or  window  bars  to  prevent  falling  from  open 
windows.2  Children  should  be  instructed  and 
supervised  in  the  safe  and  proper  use  of  play- 
ground equipment.  Soft  landing  areas  such  as 
foam  rubber  or  thick  layers  of  sawdust  should 
be  present  around  equipment  for  swinging  or 
climbing.11 

Poisoning 

Poisoning  bv  ingestion  is  the  second  most 
common  accident  in  voung  children  and  the 
cause  of  about  100  deaths  annuallv.2’12  The 

J 

most  frequently  ingested  products  for  children 
younger  than  five  years  of  age  are  as  follows: 
vitamins,  baby  aspirin,  cologne,  perfume,  nail 
polish  remover,  isopropvl  alcohol,  philodendron 
leaves,  adult  medicines,  bleach,  paint,  fertilizer 
or  plant  food,  gasoline,  shampoo,  mushrooms, 
nail  polish,  and  acetaminophen.  Three  factors 
have  a major  effect  on  the  relative  risk  of 
death  from  ingestions:  the  frequency  with  which 
the  agent  is  ingested,  its  inherent  toxicity,  and 
the  amount  ingested.  Large  amounts  of  rela- 
tively nontoxic  products  rarelv  produce  signifi- 
cant poisoning,  but  even  small  amounts  of  ex- 
tremely toxic  products  carry  a significant  risk 
of  death.  The  agents  most  frequently  associ- 
ated with  deaths  include  a wide  variety:  aspirin, 
antidepressants,  pesticides  and  fertilizers,  pe- 
troleum products,  cleaning  and  polishing  agents, 
caustics  and  corrosives,  and  acetaminophen.18 

The  greatest  breakthroughs  in  reducing  poi- 
soning have  been  mandatory  safety  caps,  estab- 
lishment of  poison  control  centers,  and  reduction 
in  the  number  of  baby  aspirin  per  bottle  to  36.2 
A decline  in  aspirin  ingestions  and  deaths  began 
after  the  limit  of  baby  aspirin  to  36  per  container 
in  1966  and  the  voluntary  use  of  child  restraint 
closures  (CRCs)  by  two  major  manufacturers 
in  1970.  The  Poison  Prevention  Packaging  Act 
of  1970  accelerated  the  decline  by  mandating 
the  use  of  CRCs  for  baby  aspirin  by  1972.r>  The 
success  of  the  Poison  Prevention  Packaging  Act 
resulted  in  its  being  expanded  to  require  CRCs 
on  manv  other  products  such  as:  volatile  fuels, 
antifreeze,  paint  solvents,  methyl  alcohol,  fumi- 
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ture  polish,  insecticides,  caustics,  acetaminophen, 
many  prescription  drugs,  and  preparations  con- 
taining more  than  250  mg  of  elemental  iron.  The 
frequency  of  ingestions  and  deaths  due  to  these 
regulated  products  has  continued  to  decline 
while  that  of  nonregulated  products  has  in- 
creased.14 

Although  the  effects  of  the  Poison  Prevention 
Packaging  Act  have  been  encouraging,  other 
programs  for  poison  prevention  have  had  only 
limited  success.  Community-wide  projects  using 
multimedia  campaigns  stressing  disposal  of  out- 
dated medications  and  other  useless  home  chemi- 
cal products  have  shown  the  most  promise  in 
reducing  ingestions.4  The  major  problem  with 
these  programs  appears  to  be  a lack  of  response 
to  their  counseling  advice.  Four  studies  of  this 
have  shown:  1)  intensive  accident  counseling 
was  no  better  than  minimal  guidance  in  reduc- 
ing the  number  of  hazards  at  home,  2)  prior 
experience  with  poisoning  does  not  stimulate 
parents  to  learn  more  about  potential  toxins,  3) 
prior  experience  with  poisoning  does  not  stimu- 
late sustained  preventive  efforts  and  4)  provid- 
ing free  safetv  devices  to  prevent  access  to  poi- 
sons does  not  significantlv  increase  their  use.4 
Programs  to  help  children  identify  poisons  ( such 
as  Mr.  Yuk,  Officer  Ugg,  NOSIOP/ Green  Ser- 
pent) do  help  children  identify  poisons,  but  one 
controlled  study  suggested  that  they  do  not 
necessarily  decrease  ingestions.15 

The  Child  Restraint  Closures  remain  the  most 
effective  deterrent  to  accidental  ingestion.14 
Counseling  regarding  safe  storage  of  medications 
and  other  potentially  toxic  agents  has  limited 
efficacy  but  still  should  be  done.  Disposal  of 
unwanted  or  outdated  agents  should  be  en- 
couraged. Poison  control  centers  have  been 
helpful  in  dispensing  up  to  date  emergency 
information  24  hours  a day.  All  parents  should 
be  supplied  with  a syrup  of  ipecac  and  told 
that  if  an  accidental  ingestion  occurs  they  should 
call  the  local  poison  control  center  for  directions.2 

Airway  Obstruction 

Airway  obstruction  is  the  leading  cause  of 
accidental  death  in  children  less  than  one  year 
of  age,  causing  approximately  700  deaths  per 
year  in  children  up  to  14  years  of  age.212  About 


90%  of  these  deaths  occur  in  children  less  than 
five  years.12  In  a study  of  42  children  who  died 
of  asphyxiation,  median  ages  were  23  months 
for  choking  and  seven  months  for  suffocation.10 
About  half  of  the  deaths  result  from  ingested 
objects  and  half  from  mechanical  strangulation 
or  suffocation.  In  a study  of  200  food-related 
deaths  in  children,  the  specific  food  was  identi- 
fied in  103. 1T  Foods  that  are  firm  and  either  round 
or  cylindrical  appear  to  cause  the  highest  risk.17 
Four  foods  (hot  dogs,  candy,  nuts,  and  grapes) 
together  were  responsible  for  more  than  40%  of 
all  food  specified  deaths.  Several  preventive 
measures  have  been  set  forth  in  recent  years. 
The  US  Consumer  Product  Safety  Commission 
(CPSC)  issued  a “small  parts”  standard  in  1980, 
requiring  toys  for  children  less  than  three  years 
of  age  to  have  no  small  detachable  parts  that 
could  be  aspirated.17  The  CPSC  has  also  pro- 
vided regulations  that  new  cribs  must  have  bars 
no  more  than  2%  inches  apart.2  Parents  must 
still  limit  their  child’s  access  to  inappropriate 
toys  or  other  small  objects,  including  balloons, 
and  should  refrain  from  buying  used  cribs  with 
inappropriately  spaced  bars.  In  addition,  avoid- 
ance of  certain  high  risk  foods,  particularly  when 
the  child  is  walking  or  running  around,  and 
avoidance  of  the  use  of  cords  in  cribs  and  around 
toys  or  pacifiers  will  decrease  asphyxiation  and 
strangulation  deaths.2 

Fire  and  Burns 

Fires  and  burns  are  the  leading  cause  of  ac- 
cidental home  deaths.2  About  900  children  14 
years  of  age  and  younger  die  each  year;  two 
thirds  of  the  children  are  less  than  five  years 
old.2  Although  the  majority  of  the  injuries 
result  from  scald  bums,  most  of  the  deaths  re- 
sult from  smoke  inhalation  in  house  fires.18 

Scalds  usually  occur  in  one  of  two  ways. 
Children  pull  pots  from  the  stove  or  counter- 
tops,  have  hot  cups  of  coffee  spilled  on  them, 
or  they  are  scalded  in  the  bathroom  by  hot  tap 
water.  These  bums  are  more  common  among 
lower  socioeconomic  classes,  and  in  some  in- 
stances are  associated  with  child  abuse.  Scalds 
from  hot  liquids  in  the  kitchen  are  best  pre- 
vented by  placing  pots  with  hot  liquids  towards 
the  back  of  countertops  and  stoves  and  facing 
their  handles  away  from  the  front.2 
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Hot  tap  water  burns  are  best  prevented  by 
lowering  the  set  temperature  of  home  hot  water 
heaters.4  Skin  injury  due  to  hot  liquids  is  de- 
pendent upon  the  temperature  of  the  liquid  and 
the  length  of  the  exposure.  The  higher  the 
temperature  of  the  liquid,  the  shorter  the  dur- 
ation of  exposure  which  can  produce  a full 
thickness  skin  injury.  At  120°F  full  thickness 
injury  occurs  after  10  minutes  of  exposure,  but 
at  130°F  it  occurs  after  30  seconds,  while  at 
140-150°F  it  takes  only  2 to  5 seconds.  Since 
preset  temperatures  for  heaters  are  usually  at 
130-140°F  and  maximum  temperatures  are  from 
160-170°F,  the  risk  of  severe  burns  with  brief 
exposure  is  high.  Parents  can  check  their  water 
temperature  using  a cooking  or  meat  thermom- 
eter and  should  keep  the  temperature  in  the 
“safe”  range  between  120-130°F.2,4,18 

Eleotrical  burns  during  childhood  are  rela- 
tively uncommon,  although  infants  and  toddlers 
do  acquire  low  voltage  burns  of  the  mouth  from 
biting  on  extension  cords.  This  risk  is  greater 
than  the  risk  of  the  child  placing  metal  objects 
into  an  outlet.  Prevention  of  low  voltage  burns 
can  be  accomplished  by  using  protective  outlet 
covers  and  limiting  the  child’s  access  to  electric 
cords.18 

Deaths  from  house  fires  are  usually  due  to 
smoke  inhalation.18  Although  suggestions  such 
as  “Never  smoke  in  bed,  never  leave  appliances 
on  when  not  in  use,  do  not  use  extension  cords 
with  cracked  or  frayed  coverings,  and  secure 
all  matches,  lighters,  and  flammable  materials 
from  children”  may  help  prevent  many  home 
fires,  deaths  are  most  effectively  prevented  by 
using  home  smoke  detectors.4  There  are  three 
types  of  home  fire  detectors:  1)  heat  detectors, 
which  set  off  alarms  when  air  temperature  ex- 
ceeds 135°F;  2)  photoelectric  cell  smoke  de- 
tectors, which  detect  the  large  particles  in  smoke, 
and  3)  ionization  type  smoke  detectors,  which 
sense  the  smaller  particles  in  smoke.  Although 
the  ionization  type  smoke  detector  has  many 
false  alarms,  it  is  the  best  overall  detection  for 
responding  to  both  fast-flaming  and  smoldering 
fires.  This  type  of  detector  is  used  in  about 
90%  of  all  home  fire  detectors  currently  on  the 
market.4 

Bums  related  to  flammable  children’s  sleep- 


wear once  accounted  for  30%  of  bum  injuries. 
The  Flammable  Sleepwear  Act  of  the  early  1970s 
caused  a dramatic  drop  in  these  injuries,  by 
requiring  children’s  sleepwear  to  be  flame  resis- 
tant. A concern  was  raised  about  the  carcino- 
genicity of  TRIS,  the  first  flame  retardant  to  be 
used,  and  many  safer  agents  are  now  currently 
in  use  under  the  federal  requirements.5 

Motor  Vehicle  Accidents 

In  the  United  States,  motor  vehicle  injury  is 
a leading  cause  of  death  in  children  and  young 
adults.  More  than  4,000  children  under  15  years 
of  age  are  killed  each  vear,  and  nearly  250,000 
injuries  are  incurred.  Motor  vehicle  accidents 
are  the  number  one  cause  of  death  in  children 
one  to  four  years  of  age.  Many  of  these  deaths 
and  serious  injuries  are  preventable.3,4 

Two  factors  increase  the  risk  of  death  and 
serious  injury  in  young  children:  infants  riding 
unrestrained  on  an  adult’s  lap  and  children 
riding  unrestrained  on  the  seat  of  the  auto- 
mobile. Infants  riding  on  an  adult’s  lap  are  at 
highest  risk  of  death.  The  forces  generated 
during  an  accident  throw  the  infant  foiward 
into  the  dashboard,  and  the  adult’s  body  if  also 
unrestrained  acts  as  a battering  ram,  crushing 
the  infant  between  it  and  the  dashboard.  Older 
children  riding  unrestrained  become  projectiles 
inside  the  car  in  an  accident;  75%  of  those 
seriously  injured  or  dying  suffer  trauma  to  the 
head  and  neck  region.  The  forces  generated 
during  accidents  are  tremendous  and  can  be  dis- 
cussed in  terms  of  G (gravitation)  forces  or 
multiples  of  the  force  of  gravity.  Rapid  decelera- 
tion accidents  may  produce  forces  of  5-30  Gs  at 
30  mph  and  20-120  Gs  at  60  mph.  The  effect 
of  these  G forces  is  to  multiply  the  weight  of 
the  child  (as  projectile)  and  the  adult  (as  bat- 
tering ram)  by  five  to  20  times.  Even  under 
test  situations  where  the  adult  knew  the  acci- 
dent was  coming  and  was  wearing  a seat  belt, 
an  unrestrained  10  lb  artificial  infant  could  not 
be  protected  in  30  mph  crashes  when  its  weight 
increased  to  50  to  300  lb,  due  to  the  effect  of  the 
G forces.  Car  seats  or  child  safety  restraints 
have  been  shown  to  be  effective  in  reducing 
the  number  of  deaths  and  disabling  injuries. 
Safety  restraints  can  reduce  the  likelihood  of 
death  bv  90%  and  serious  injurv  by  70%  in  chil- 
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dren.10  Legislation  to  require  child  safety  re- 
straints has  been  shown  to  increase  use,  but 
compliance  is  still  below  50%  in  most  states. 
Legislation  has  also  produced  drops  in  death 
rates  but  significantly  short  of  the  decrease 
expected  if  compliance  were  better.12  Safety 
counseling  has  been  shown  to  improve  car  seat 
use  temporarily,  but  sustaining  compliance  re- 
mains a problem.3  4,20 

Parents  sometimes  say  they  do  not  use  car 
seats  because  their  children  will  not  behave 
in  them.  If  car  seats  are  used  from  the  time  of 
the  first  ride  home  from  the  hospital,  children 
become  accustomed  to  riding  in  them.  Older 
children  may  even  ask  to  be  put  into  car  seats 
in  order  to  feel  more  comfortable  as  they  are 
not  tossed  about  as  much  during  turns  and  can 
see  better  since  they  are  elevated  above  the 
level  of  the  seat  and  door  panels.  In  a study 
that  compared  behavior  of  children  riding  in 
or  out  of  car  seats,  those  in  oar  seats  behave 
properly  in  97%  of  intervals  tested  while  those 
not  restrained  behave  properly  only  3%  of  the 
time.21 

Car  seats  currently  must  meet  National  High- 
way Traffic  Safety  Administration  1981  regula- 
tions. If  installed  properly  they  should  be  able 
to  withstand  an  impact  equivalent  to  a car 
crashing  at  30  mph  into  a rigid  barrier  and 
protect  the  child  from  injury.3  There  are  three 
basic  types  of  car  seats.  Infant  car  seats  are 
for  infants  weighing  up  to  17-20  lb  and  are  in- 
stalled facing  backwards.  Toddler  car  seats, 
suitable  for  children  weighing  about  17-40  lb, 
are  front-facing.  Convertible  car  seats  are  suit- 
able for  infants  and  children  weighing  up  to 
40  lb.3,22  The  convertible  seats  have  adjustable 
components  that  allow  conversion  from  a rear- 
facing infant  position  to  a front-facing  position 
for  older  children.  If  cost  is  the  major  consider- 
ation, a convertible  model  is  the  most  economi- 
cal. Although  its  initial  cost  is  more  than  an 
infant  seat,  it  is  less  than  the  combined  cost  of 
an  infant  seat  plus  a toddler  seat.  Infant  seats 
are  generally  lighter  in  weight  and,  therefore, 
may  be  easier  to  move  from  oar  to  car  or  to 
double  as  an  infant  chair  when  removed  from 
the  car.  Most  car  seats  are  attached  simply 
using  the  seat  belts,  but  some  are  more  difficult 


and  require  a tether  for  attachment  to  the  frame 
of  the  car  for  safe  installation.22 


Summary 

Prevention  of  accidents  or  injuries  and  deaths 
from  unintentional  trauma  should  be  a goal  for 
all  physicians  caring  for  children.  Parents  should 
be  counseled  on  age-related  and  environmental 
risks  and  preventive  measures  that  can  reduce 
common  serious  injuries.  All  parents  should  be 
advised  to  acquire  the  following  for  their  chil- 
dren’s safety: 

1.  Currently  approved  child  car  restraints 

2.  Home  smoke  detectors 


3.  Safe  home  hot  water  temperatures 

4.  Window  and  stairway  guards  or  gates  to 
prevent  falls 

5.  One-ounce  bottles  of  syrup  of  ipecac 

6.  Safe  toys  and  foods  for  infants  and  toddlers 
to  limit  risk  of  airway  obstruction. 
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MORE  ON  THE  MEDICARE  FEE  FREEZE 

To  the  Editor: 

I want  to  thank  Dr.  Chavin  for  his  editorial 
( Del  Med  J 1984;  10:577-578)  so  lucidly  out- 
lining some  of  the  difficulties  inherent  in  accept- 
ing Medicare  assignment. 

I would  like  to  add  vet  another  voice  to  the 

J 

chorus  and  point  out  that  inevitably  if  physicians 
are  not  permitted  to  raise  the  fees  of  Medicare 
patients  at  the  physicians’  discretion,  not  only 
will  a two-tier  fee  system  be  necessary,  but  we 
will  also  unwittingly  be  raising  our  fees  more 
than  is  customary  to  our  nonMedicare  patients 
to  compensate  for  our  Medicare  losses  of  rev 
enue. 

Therefore,  not  only  will  physicians  and  certain 
Medicare  patients  experience  inequities,  but  our 
nonMedicare  patients  will  also  experience  an 
increase  in  costs  that  thev  mav  justly  perceive 
as  unfair. 

Richard  H.  Bonder,  M.D. 

« 

HOSPITAL  UTILIZATION 

To  the  Editor: 

Occupancy  in  Delaware  hospitals  has  decreased 
considerably  in  1984.  In  August,  the  average 
statewide  occupany  was  67%  compared  with 
81.3%  in  August  1983.  (Table  1)  One  factor 
influencing  the  decline  is  the  increased  number 
of  hospital  beds  available.  St.  Francis  Hospital 
added  40  beds — 28  medical /surgical  from  Oc- 
tober 1983  to  February  1984  and  12  obstetric 
beds  in  July  1984.  Other  factors  that  may  be 
contributing  to  this  decrease  are  discussed  be- 
low. 

Hospitals  are  experiencing  the  effects  of  the 
new  Medicare  prospective  payment  system  under 
which  they  are  paid  a predetermined  unit  of 
payment  called  a DRG  ( Diagnosis  Related 
Group)  based  on  the  patient’s  diagnosis.  If 
hospitals  provide  treatment  at  a lower  cost  than 
the  DRG  rate,  they  make  a profit.  If  they  pro- 
vide treatment  at  a higher  cost  than  the  DRG 
rate,  they  suffer  a loss.  With  increasing  focus 


TABLE  1 

TOTAL  (EXCLUDING  NBVBORN) 


on  cost  effectiveness,  efforts  are  being  made  to 
reduce  patients’  length  of  stay,  which  reduces 
the  number  of  patient  days  and  results  in  lower 
occupancy.  While  the  1983  graph  line  for 
length  of  stay  illustrates  a relatively  stable  state 
average  for  the  12-month  period,  the  1984  graph 
line  illustrates  a gradual  decline  since  January. 
(Table  2). 

An  increasing  number  of  services  provided  in 
the  hospital  in  the  past  are  now  being  provided 
in  alternate  settings.  The  establishment  of  the 
Delaware  Hospice  that  provides  home  care  for 
terminallv  ill  patients,  the  introduction  of  the 
birthing  center,  and  the  increase  in  home  health 
care  agencies  are  examples  of  this  shift. 

TABLE  2 

TOTAL  (EXCLUDING  NWBORN) 
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Another  factor  that  may  contribute  to  the  de- 
crease in  hospital  utilization  is  stronger  com- 
munity emphasis  on  preventive  health  care. 
Health  maintenance  organizations  emphasize 
preventive  care,  and  studies  have  shown  that 
their  patient  population  has  a lower  level  of 
hospital  utilization  than  the  community  average. 
The  HMO  of  Delaware,  which  opened  in  August 
1983,  has  enrolled  more  members  than  originally 
projected. 

Hospitals  are  taking  action  to  deal  with  these 
changes  in  utilization.  Alternate  uses  for  acute 
care  hospital  beds  have  been  developed  in  other 
areas  and  will  probably  be  explored  soon  in 
Delaware.  Also,  hospitals  are  beginning  to  pro- 
vide a wider  variety  of  services.  All  but  two 
hospitals  in  the  State  have  established  or  ex- 
pressed interest  in  establishing  home  health  care 
programs. 

Karen  A.  Bengston 
Carol  Gausz-Mandelberg 

Ms.  Bengston  is  administrative  assistant  for  the  Delaware  Health 
Council. 

Mrs.  Gausz-Mandelberg  is  executive  director  for  the  Delaware 
Health  Council. 


OFFICE 
FOR  LEASE 

500  CHRISTIANA  MEDICAL 
CENTER 

1170  sq.  ft.  medical  office  condo  in  Chris- 
tiana Medical  Center,  across  Rt.  7 from 
Christiana  Mall.  Long  or  short-term  lease, 
owner-occupant  moving. 

Prime  location,  just  off  1-95,  less  than  5 
min.  from  the  new  Christiana  Hospital 
(Omega). 

Available  Spring  '85,  March  1 or  later. 

Please  call  731-0166  to  inquire 

(if  no  answer,  call  475-0928), 
ask  for  Dr.  Panzer. 
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AVAILABLE 
JANUARY  1985 

PSYCHIATRIST  TO  SHARE  FURNISHED 
OFFICE  WITH  PSYCHIATRIST 

Convenient  Location 
Easy  Parking 

For  information  call 

655-9021 

between  1 0 a.m.  and  3 p.m. 


FOR  RENT 
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• y2  BLOCK  FROM  STRAND 
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• FULL  BATH 

• SECOND  FLOOR 
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• BACK  OVERLOOKS  RIVER 

• HEAT  AND  HOT  WATER 
SUPPLIED 

• 2 AIR  CONDITIONERS 

CALL  (302)  328-3459 


RADIO  BROADCASTING  CO. 

A Metromedia  Company 

DELAWARE’S  LARGEST  RADIO  PAGING  SERVICE 


DOVER 

MILFORD 

SEAFORD 

MILLSBORO 

WILMINGTON 

REHOBOTH  BEACH 

FOR  MORE  INFORMATION  CALL: 


WILMINGTON  . 656-2774 

DOVER  734m1  160 


BEEPER  SIGNAL  FROM  6 STATIONS 
NOW  COVERS  THE  ENTIRE  STATE 


“BEEP” 


L 
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Detect 


Iron 


Deficiency  Before 

Anemia 


One  of  the  most  common  causes  of  anemia  is  the 
depletion  of  iron  stores.  Iron  deficiency,  however, 
is  always  present  before  the  onset  of  anemia 
and  should  be  detected  in  its  earliest  stage  by 
measuring  serum  or  plasma  ferritin. 


Develops 


CHRONOLOGICAL  DEVELOPMENT  OF  IRON  DEFICIENCY 

EARLY 

INTERMEDIATE 

LATE 

STAGE 

STAGE 

STAGE 

FERRITIN 

DECREASED 

DECREASED 

DECREASED 

LEVELS 

LEVELS 

LEVELS 

BONE  MARROW 

DECREASED 

DECREASED 

DECREASED 

STAINING 

STAINING 

STAINING 

TOTAL!  RON 

BINDING  CAPACITY  (TIBC) 

NORMAL 

ELEVATED 

ELEVATED 

SERUM  IRON 

NORMAL 

DECREASED 

LEVELS 

DECREASED 

LEVELS 

ERYTHROCYTE 

NORMAL 

INCREASED 

INCREASED 

PROTOPORPHYRINS 

LEVELS 

LEVELS 

HEMOGLOBIN  + HEMATOCRIT 

NORMAL 

NORMAL 

LOW 

MEAN  CORPUSCULAR 
VOLUME  (MCV) 

NORMAL 

NORMAL 

LOW 

RBC MORPHOLOGY 

NORMAL 

NORMAL 

MICROCYTOSIS 

HYPOCHROMIA 

Of  course,  a low  hemoglobin  concentration  is  the 
most  definitive  indicator  of  anemia,  but  a significant 
reduction  in  circulating  hemoglobin  cannot  be 
detected  until  the  final  stage  of  iron  deficiency. . . 
anemia!  Likewise,  total  serum  iron-binding 
capacity  and  serum  iron  do  not  pick  up  the 


earliest  stage  of  iron  depletion,  nor  do  they 
discriminate  between  depleted  iron  stores 
and  conditions  associated  with  defective 
reticuloendothelial  release  of  iron. 


LOCAL  OWNERSHIP 
— PERSONAL  PRIDE 


IIMM 


lLll» 


INC. 


Various  studies,  however,  have  shown  that  there 
is  a direct  relationship  between  ferritin  and  iron 
stores,  i.e.,  a concentration  of  1 ng/mL  of  serum 
ferritin  is  equivalent  to  about  8mg  of  storage  iron. 
The  measurement  of  serum  or  plasma  ferritin,  a 
quantitative,  noninvasive  indicator  of  iron  stores, 
is,  therefore,  clinically  useful  in  determining  iron 
deficiency  before  anemia  develops. 

We  would  be  pleased  to  provide  you  with  additional 
information  about  ferritin  testing,  or  any  of  our 
other  laboratory  tests  and  profiles. 


One  Pike  Creek  Center 
Linden  Hill  Road 
Wilmington,  DE  19808 
(302)  994-5764 


Book  Reviews 


E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


COMPUTED  TOMOGRAPHY  OF  THE  THORAX, 
by  David  P.  Naidich,  M.D.,  Elias  A.  Zerhouni, 
M.D.,  and  Stanley  S.  Siegelman,  M.D.,  Raven 
Press,  New  York,  1983.  336  pp.  1 1 1 us.  Price 
$71.50. 

Computed  Tomography  of  the  Thorax  proved 
to  be  carefully  organized,  factual,  and  easy  read- 
ing. Most  of  the  illustrations  are  reproduced  well 
and  understandable.  Eaoh  chapter  begins  with 
a careful  description  of  technique  emphasizing 
the  need  to  individualize  an  examination.  The 
authors’  recommendations  frequently  require 
more  sections  than  might  be  necessary  in  a clini- 
cal setting.  This  is  understandable  since  much 
of  their  work  is  experimental.  However,  these 
recommendations  would  entail  excess  radiation. 

The  first  chapter  deals  with  technical  principles. 
Careful  monitoring  is  emphasized.  Basic  CT 
concepts  are  explained  in  a simple  fashion  for 
those  unfamiliar  with  imaging  principles.  The 
importance  of  interpreting  scans  in  sequence  is 
stressed. 

Normal  anatomy  along  with  pertinent  variants 
and  anomalies  is  carefully  detailed.  Since  anat- 
omy is  the  basis  of  CT  scan  interpretation,  this 
book  is  a valuable  tool  both  for  initial  education 
and  long-term  reference.  The  reader  is  fre- 
quently cautioned  about  mistaking  a normal 
variant  for  pathology. 

Chapters  dealing  with  the  mediastinum, 
pleura,  and  pericardium  illustrate  findings  in 
adequate  detail,  and  thoroughly  discuss  different 
tial  possibilities.  Characteristics  that  can  be  used 
to  differentiate  malignant  processes  from  those 
that  are  benign  are  delineated. 

The  discussions  of  airways  and  hila  have  a 


great  deal  of  anatomic  detail,  labeling  even  pe- 
ripheral bronohials  with  assurance.  This  is  more 
than  the  average  clinical  situation  will  require. 
A good  case  is  made  regarding  the  indications  for 
CAT  scanning  in  the  thorax,  especially  in  locali- 
zation of  disease  extant  pre-op,  post-op,  and 
prior  to  bronchoscopy. 

A chapter  is  devoted  to  lobar  collapse.  Types 
of  atelectasis  are  reviewed  along  with  signs  sug- 
gesting benign  versus  malignant  disease.  Un- 
fortunately, only  examples  of  complicated  atelec- 
tasis are  shown,  most  of  which  are  malignant. 
Examples  of  uncomplicated  atelectasis  should 
have  been  included  for  the  benefit  of  those  not 
familiar  with  the  anatomy  of  lobar  collapse. 

The  uses  of  IV  contrast  are  defined.  Some 
suggestions  are  delineation  of  tumor  margins, 
distinguishing  vessels  from  nodes,  and  abscess 
identification.  The  real  limitations  of  IV  contrast 
enhancement,  although  mentioned,  are  not  em- 
phasized. 

The  book’s  discussion  of  hilar  and  mediastinal 
lymphadenopathy  would  be  excellent  if  the  prob- 
lem of  nonspecificity  had  been  dealt  with  more 
thoroughly.  The  authors  do  not  adequately  ad- 
dress the  problem  of  the  indeterminate  lymph 
nodes  of  1 through  2 cm  in  size.  The  task  of 
differentiating  lymph  nodes  from  vessels  is  pre- 
sented as  easy  and  more  stragihtforward  than 
one  might  find  in  clinical  practice.  They  do 
present  a fair  and  honest  comparison  of  CT  and 
plain  film  tomography  in  the  evaluation  of 
lymphadenopathy. 

Computed  tomographic  methods  of  defining 
pulmonary  nodules  are  discussed  in  great  detail. 
Advantages  and  disadvantages  are  reviewed.  A 
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comprehensive,  although  not  necessarily  useful, 
chapter  is  devoted  to  pulmonary  parenchymal 
abnormalities.  A final  chapter  devoted  to  the 
diaphragm  is  excellent.  The  problem  of  dif- 
ferentiating subpulmonic  from  subdiaphragmatic 
fluid  collections  is  well  reviewed. 

In  summary,  this  is  a book  worth  reading.  It 
has  value  for  both  the  novice  and  the  experi- 
enced CAT  scan  interpreter.  It  can  serve  as  a 
textbook  or  reference,  especially  with  its  reason- 
able price. 

Lori  Siegel  DePersia,  M.D. 

Dr.  DePersia  is  a fourth-year  resident  in  Radiology. 

% % % 

BIOSTATISTICS  IN  CLINICAL  MEDICINE,  by 
Joseph  A.  Ingelfinger,  M.D.,  Frederick  Mosteller, 
Ph.D.,  L.  A.  Thibodeau,  Ph.D.,  et  al.  New  York, 
MacMillan  Publishing  Company,  1983.  316  pp. 
Price  $26.50. 


This  is  a very  good  book  for  the  physician 
interested  in  biostatistics.  Having  recently  com- 
pleted a graduate  level  course  in  biostatistics,  I 
realize  that  it  is  a difficult  task  to  discuss  such 
a perplexing  topic  in  an  intelligible  way  without 
burying  the  reader  in  tables  and  formulae  or 
causing  one  to  lose  their  thirst  for  knowledge. 

With  the  above  thoughts  in  mind,  I feel  Bio- 
statistics in  Clinical  Medicine  is  a success.  It  is 
a good  introduction  to  the  subject,  and  gives 
the  reader  a basic  understanding  and  working 
knowledge  of  statistical  methods  used  in  research 
and  clinical  medicine.  It  is  easy  to  read,  with 
each  important  definition  and  formula  blocked 
off  or  boldly  typed.  It  contains  perhaps  the  most 
clearly  stated  explanations  of  biostatistical  terms 
and  definitions  I have  read,  and  has  a minimum 
of  mind-boggling  entries,  such  as  mathematical 
symbols,  Greek  letters,  and  other  frightening 
minutiae.  Also,  eaoh  chapter  is  full  of  clinical 
examples  (rather  than  insects  and  flowers!), 
which,  of  course,  enhances  their  relevancy. 
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Impaired  Physician 
Program 


Colleagues 
in  the  News 


Heart  Disease 
in  Children 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302)  654- 
1001.  The  anonymity  of  the  caller  is  assured. 


Basilio  B.  Bautista,  M.D.,  of  Dover,  will  assume  the  presidency  of  the  University 
of  Santo  Tomas  Medioal  Alumni  Association,  Tri-State  Chapter  (Delaware,  New 
Jersey,  and  Pennsylvania)  on  January  1,  1985.  One  of  his  main  goals  as  president 
will  be  the  establishment  of  a Scholarship  Foundation,  which  will  be  financed 
through  fund-raising  projects. 

William  H.  Duncan,  M.D.,  of  Wilmington,  was  appointed  to  the  Defense  De- 
partment’s Reserve  Forces  Policy  Board  by  Secretary  of  Defense  Casper  W. 
Weinberger.  Dr.  Duncan,  a major  general  in  the  Army  National  Guard,  will 
serve  on  the  board  for  three  years.  Dr.  Duncan  also  received  the  Distinguished 
Service  Medal  of  the  National  Guard  Association  of  the  United  States  for  his 
dynamic  and  imaginative  leadership  in  the  US  Army  and  Army  National  Guard. 

Jack  Gelb,  M.D.,  of  Wilmington,  was  honored  posthumously  by  the  Amerioan 
Academy  of  Family  Physicians  for  his  long-time  friendship  and  support.  Pat 
Gelb  accepted  the  award  on  her  husband’s  behalf  at  the  Annual  Convention 
of  the  AAFP  held  in  October  1984. 

Janet  P.  Kramer,  M.D.,  of  Wilmington,  has  been  elected  to  a two-year  term  as 
president  of  the  Delaware  Society  of  Internal  Medicine.  The  president-elect  is 
Susan  K.  Jonas,  M.D.,  of  Wilmington.  Other  new  officers  elected  at  the  Novem- 
ber 13,  1984,  Annual  Business  Meeting  include:  Roger  B.  Thomas,  Jr.,  M.D.,  of 
Wilmington,  secretary-treasurer;  John  J.  Egan,  M.D.,  of  Wilmington,  senior 
councilor;  and  Fredric  M.  Davis,  D.O.,  of  Newark,  junior  councilor. 


CLINICAL  MEETINGS  AND  NOTICES 


The  American  College  of  Cardiology  is  sponsoring  a conference  January  23-25,  1985, 
in  Bethesda,  Maryland,  entitled  TWO-DIMENSIONAL  AND  DOPPLER  ECHO- 
CARDIOGRAPHIC  DIAGNOSIS  OF  CONGENITAL  HEART  DISEASE  IN  CHIL- 
DREN. This  program  is  designed  primarily  to  meet  the  needs  of  the  physician-echo- 
cardiographer  involved  with  the  diagnosis  of  children  with  congenital  heart  disease. 
Formal  presentations,  small  group  discussions,  and  videotapes  of  patient  examinations 
will  be  used  to  present  the  comprehensive  echocardiographic  analysis  of  both  simple 
and  complex  cardiac  lesions  in  the  neonate  and  young  child.  Registration  fee  is  $375 
for  ACC  members  and  $435  for  nonmembers.  Participants  will  be  eligible  for  17 
Category  I credits.  Contact:  American  College  of  Cardiology  Learning  Center  Pro- 
gram Registrar,  9111  Old  Georgetown  Road,  Bethesda,  Maryland  20814.  Telephone: 
(301)  897-5400,  extension  241. 
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NIH  Conference  The  National  Institutes  of  Health  will  hold  a Consensus  Development  Conference 
on  TRAVELERS’  DIARRHEA  in  Bethesda,  Maryland,  January  28-30,  1985.  Con- 
ference participants  will  consider  these  questions:  What  is  the  epidemiology  of 
travelers’  diarrhea,  and  why  is  it  important?  What  causes  travelers’  diarrhea?  What 
prevention  and  treatment  measures  are  effective  for  travelers’  diarrhea?  What  should 
be  the  direction  of  future  research?  At  NIH,  consensus  conferences  bring  together 
biomedical  researchers,  practicing  physicians,  representatives  of  public  interest  groups, 
consumers,  and  others  to  carry  out  scientific  assessments  of  drugs,  devices,  and  pro- 
cedures in  an  effort  to  evaluate  their  safety  and  effectiveness.  Contact:  Ms.  Michele 
Dillon,  Prospect  Associates,  Suite  401,  2115  East  Jefferson  Street,  Rockville,  Maryland 
20852.  Telephone:  (301)  468-6555. 


Coronary  Patient  The  American  College  of  Cardiology  is  sponsoring  a program,  REHABILITATION 
Rehabilitation  OF  THE  CORONARY  PATIENT,  February  4-6,  1985,  in  Bethesda,  Maryland.  The 
program  is  designed  to  provide  the  physician  with  current  information  about  the 
rehabilitation  of  patients  with  coronary  disease,  both  after  myocardial  infarction  and 
after  coronary  bypass  surgery.  The  physiologic  and  epidemiologic  basis  for  the  re- 
habilitative approaches  will  be  presented,  as  will  techniques,  program  components, 
results,  and  appropriate  modes  of  evaluation.  Registration  fee  is  $375  for  ACC 
members  and  $435  for  nonmembers.  Participants  will  be  eligible  for  19  Category  I 
credits.  Contact:  American  College  of  Cardiology,  Learning  Center  Registrar,  9111 
Old  Georgetown  Road,  Bethesda,  Maryland  20814.  Telephone:  (301)  897-5400, 
extension  241. 


Cardiology 
Conference  in 
Puerto  Rico 


Puerto  Rico  will  be  the  setting  for  a conference  entitled  ADVANCES  IN  NONIN- 
VASIVE  DIAGNOSIS  AND  THERAPY-1985,  February  5-8,  1985.  The  course  is 
sponsored  by  the  American  College  of  Cardiology,  the  University  of  Puerto  Rico  School 
of  Medicine,  and  the  Likoff  Cardiovascular  Institute  of  Hahnemann  University  School 
of  Medicine  in  Philadelphia.  The  program  has  been  developed  so  the  practicing 
clinician  can  evaluate  the  usefulness,  indications,  and  limitations  of  the  fields  of  two- 
dimensional  echocardiography,  cardiac  nuclear  medicine,  Doppler  echocardiography, 
digital  subtraction  angiography,  and  nuclear  magnetic  resonance.  A careful  appraisal 
of  the  comparisons  and  contrasts  of  these  techniques  will  be  presented  in  relationship 
to  specific  clinical  problems.  Cost  effectiveness  and  use  of  nonin vasive  testing  and 
complementary  invasive  techniques  to  detect  and  treat  patients  at  high  risk  for  sudden 
death  will  be  covered.  Registration  fee  is  $325  for  ACC  members  and  $390  for  non- 
members. Participants  will  be  eligible  for  22  Category  I credits.  Contact:  American 
College  of  Cardiology,  Extramural  Programs  Department,  9111  Old  Georgetown  Road, 
Bethesda,  Maryland  20814.  Telephone:  (301)  897-5400,  extension  230. 


Impeccable 
apparel  for  all  occasions 
in  our  unique  country  setting 


Rockland  & Kirk  Roads  Montchanin,  Delaware 

9:00  to  4:30  Sat.  1 0:00  to  4:00 

302-656-2651 
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are  all  being  evaluated.  Until  a vaccine  is  de- 
veloped or  successful  treatment  is  identified,  it 
is  likely  that  the  number  of  AIDS  cases  and  re- 
lated diseases  will  continue  to  increase  in  epi- 
demic numbers  within  the  United  States  and 
other  countries.  If  the  high  mortalitv  rate  of 
this  disease  continues  unabated,  the  lethal  effects 
of  AIDS  will  continue  to  be  felt  throughout  the 
world 

Summary 

The  acquired  immune  deficiency  syndrome  is 
a disease  that  severely  compromises  the  cellular 
immune  system  of  the  host  resulting  in  multiple, 
life-threatening  opportunistic  infections  and 
rare  malignancies.  Since  1981  when  the  disease 
was  first  recognized,  over  5,000  cases  have  been 
reported  in  the  United  States  and  approximately 
2,000  cases  have  been  reported  in  Europe,  the 
Caribbean,  and  .Africa.  Most  of  the  cases  have 
been  identified  in  homosexual  men,  intravenous 
drug  abusers,  hemophiliacs,  Haitians,  and  blood 
transfusion  recipients.  From  epidemiologic  and 
etiologic  studies,  the  disease  appears  to  be  trans- 
mitted by  a retrovirus,  referred  to  as  HTLV-3/ 
LAV,  which  can  be  transmitted  by  intimate 
sexual  contact  or  through  blood  products.  This 
virus,  now  recovered  from  large  numbers  of 
AIDS  patients,  causes  cytolysis  of  T-helper 
lymphocytes,  the  primary  target  of  AIDS  patients 
that  results  in  overwhelming  immunosuppression, 
opportunistic  infections,  and  Kaposi’s  sarcoma. 
From  clinical  and  serologic  studies,  there  now 
appears  to  be  a wide  spectrum  of  illness  associ- 
ated with  infection  by  this  virus,  the  most 
prominent  of  which  is  AIDS  and  a lymphaden- 
opathy  syndrome.  While  some  opportunistic  in- 
fections are  amenable  to  treatment,  the  disease' 
thus  far  appears  to  be  irreversible,  resulting  in  a 
fatality  rate  of  nearly  100%  over  a two-  to  three- 
vear  period. 

REFERENCES 

1.  Centers  for  Disease  Control.  Pneumocystis  pneumonia— Los 
Angeles.  Morbid  Mortal  Weekly  Report.  1981;  30:101. 

2.  Centers  for  Disease  Control.  Kaposi’s  sarcoma  and  Pneumo- 
cystis pneumonia  among  homosexual  men— New  York  City  and 
California.  Morbid  Mortal  Weekly  Report.  1981;  30:305-308. 

3.  Gottlieb  MS,  Schroff  R,  Schanker  HM,  et  al.  Pneumocystis 
carinii  pneumonia  and  mucosal  candidiasis  in  previously 
healthy  homosexual  men:  Evidence  of  a new  acquired  cellular 
immunodeficiency.  N Engl  J Med.  1981;  305:1425-1431. 

4.  Siegai  FP,  Lopex  C,  Hammer  GS,  et  al.  Severe  acquired 
immunodeficiency  in  male  homosexuals,  manifested  by  chronic 
perianal  ulcerative  herpes  simplex  lesions.  N Engl  J Med. 
1981;  305 :1439-1444. 

5.  Masur  H,  Michelis  MA,  Greene  JB,  et  al.  An  outbreak  of 
community-acquired  Pneumocystis  carinii  pneumonia:  Initial 
manifestation  of  cellular  immune  dysfunction.  N Engl  J Med. 


1981;  305:1431-1438. 

6.  Gottlieb  MS,  Groopman  JE,  Weinstein  WM,  et  al.  The 
acquired  immunodeficiency  syndrome.  Ann  Intern  Med.  1983; 
99  *208-220 

7.  Curran  JW.  AIDS— Two  years  later.  N Engl  J Med.  1983; 
309:609-611. 

S.  World  Health  Organization.  AIDS  in  Europe,  Status  Quo 
1983.  Eur  J Cancer  Cin  Oncol.  1984;  20:155-173. 

9.  Piot  P,  Quinn  TC,  Taelman  H,  et  al.  Acquired  immuno- 
deficiency syndrome  in  a heterosexual  population  in  Zaire. 
Lancet.  1984;  2:65-69. 

10.  Gallo  RC,  Salahuddin  SZ,  Popovic  M,  et  al.  Frequent  detection 
and  isolation  of  cytopathic  retroviruses  (HTLV-III)  from 
patients  with  AIDS  and  at  risk  for  AIDS.  Science.  1984; 
224:500-503. 

11.  Montagnier  L,  Chermann  JC,  Barre-Sinoussi  F,  et  al.  A new 
lymphotrophic  retrovirus;  characterization  and  possible  role  in 
lymphadenopathy  and  acquired  immune  deficiency  syndrome. 
Cold  Spring  Harbor,  1983  : Cancer  Cell  3 (in  press). 

12.  Centers  for  Disease  Control  Task  Force  On  Kaposi’s  Sarcoma 
and  Opportunistic  Infection.  Epidemiologic  aspects  of  the 
current  outbreak  of  Kaposi’s  sarcoma  and  opportunistic  infec- 
tions. N Engl  J Med.  1982;  306:248-252. 

13.  Centers  for  Disease  Control.  Diffuse,  undifferentiated  non- 
IIodgkins  lymphoma  among  homosexual  males— United  States. 
Morbid  Mortal  Weekly  Rep.  1982;  31:277-279. 

14.  Ziegler  JL.  Drew  WL,  Miner  RC,  et  al.  Outbreak  of  Burkitt’s 
like  lymphoma  in  homosexual  men.  Lancet.  1982;  2:631-633. 

15.  Metroka  CE,  Cunningham-Rundles  S.  Pollack  MS,  et  al.  Gen- 
eralized lymphadenopathy  in  homosexual  men.  Ann  Intern 
Med.  1983;  99:585-591. 

16.  Centers  for  Disease  Control.  Persistent,  generalized  lympha- 
denopathy among  homosexual  males.  Morbid  Mortal  Weekly 
Rep.  1982;  31:249-251. 

17.  Morris  L,  Distenfeld  A,  Amorosi  E,  et  al.  Autoimmune  throm- 
bocytopenia purpura  in  homosexual  men.  Ann  Intern  Med. 
1982;  96:714-717. 

18.  Abrams  DI,  Lewis  BJ,  Beckstead  JH,  et  al.  Persistent  diffuse 
lymphadenopathy  in  homosexual  men : Endpoint  or  prodrome. 
Ann  Intern  Med.  1984;  100:801-808. 

19.  Jaffe  HW,  Choi  K,  Thomas  PA,  et  al.  National  case-control 
study  of  Kaposi’s  sarcoma  and  Pneumocystis  carinii  pneu- 
monia in  homosexual  men:  Part  I,  epidemiologic  results.  Ann 
Intern  Med.  1983;  99:145-51. 

20.  Rogers  MF,  Morens  DM,  Stewart  JA,  et  al.  National  case 
control  study  of  Kaposi’s  sarcoma  and  Pneumocystis  carinii 
pneumonia  in  homosexual  men:  Part  II,  laboratory  results. 
Ann  Intern  Med.  1983;  99:151-158. 

21.  Curran  JW,  Lawrence  DN,  Jaffe  H,  et  al.  Acquired  immuno- 
deficiency syndrome  associated  with  transfusions.  N Engl  J 
Med.  1984;  310:69-75'. 

22.  Callaway  CW.  The  acquired  immunodeficiency  syndrome  as- 
sociated with  transfusion:  The  evolving  perspective.  Ann 
Intern  Med.  1984;  100:298-300. 

23.  Jaffe  HW,  Francis  DP,  McLane  MF,  et  al.  Transfusions  as- 
sociated AIDS:  Serologic  evidence  of  human  T cell  leukemia 
virus  infection  of  donors.  Science.  1984;  223:1309-1312. 

24.  Lane  HC,  Masur  H,  Edgar  LC,  et  al.  Abnormalities  of  B- 
cell  activation  and  immunoregulation  in  patients  with  the 
acquired  immunodeficiency  syndrome.  N Engl  J Med.  1983; 
309:453-458. 

25.  Detels  R.  Epidemiology  perspectives  pp  214-216.  In:  Gottlieb 
MS.  The  acquired  immunodeficiency  syndrome.  Ann  Intern 
Med.  1983;  99:208-220. 

26.  Kovacs  JA,  Hiemenz  JW,  Macher  AM,  et  al.  Pneumocystis 
carinii  pneumonia:  A comparison  between  patients  with  the 
acquired  immunodeficiency  syndrome  and  patients  with  other 
immunodeficiencies.  Ann  Intern  Med.  1984;  100:663-671. 

27.  Gordin  FM,  Simon  GL,  Wofsy  CB,  et  al.  Adverse  reactions 

to  trimethoprim-sulfamethoxazole  in  patients  with  the  acquired 
immunodeficiency  syndrome.  Ann  Intern  Med.  1984;  100: 

495-499. 

28.  Pape  JW,  Liautaud  B,  Thomas  F,  et  al.  Characteristics  of  the 
acquired  immunodeficiency  syndrome  (AIDS)  in  Haiti.  N Engl 
J Med.  1983;  309:945-950. 

29.  Macher  AM,  Kovacs  JA,  Gill  V,  et  al.  Bacteremia  due  to 
Mycobacterium  avium-intracellulare  in  the  acquired  immune 
deficiency  syndrome.  Ann  Intern  Med.  1983;  99:782-785. 

30.  Fauci  AS,  Macher  AM,  Longo  DL,  et  al.  Acquired  immuno- 
deficiency syndrome:  Epidemiologic  clinical  immunologic  and 
therapeutic  consideration.  Ann  Intern  Med.  1984;  100:92-106. 

31.  Luft  BJ,  Conley  F,  Remington  JS.  Outbreak  of  central  nervous 
system  toxoplasmosis  in  Western  Europe  and  North  America. 
Lancet.  1983;  1 :781-783. 

32.  Bachman  D,  Rodrigues  M,  Chu  F,  et  al.  Culture  proven 
cytomegalovirus  retinitis  in  a homosexual  male  with  the  ac- 
quired immunodeficiency  syndrome.  Ophthalmology.  1982;  98: 
797-804. 

33.  Klein  RS,  Harris  CA,  Small  CB,  et  al.  Oral  candidiasis  in 
high  risk  patients  as  the  initial  manifestation  of  the  acquired 
immunodeficiency  syndrome.  N Engl  J Med.  1984;  311:354-358. 

34.  Greene  JB,  Sidhu  GS,  Lewin  S,  et  al.  Mycobacterium  avium- 
intracellulare:  A cause  of  disseminated  life-threatening  in- 
fection in  homosexuals  and  drug  abusers.  Ann  Intern  Med. 
1982;  97:539-546. 

35.  Zakowski  P,  Fligiel  S,  Berlin  GW.  et  al.  Disseminated 
Mycobacterium  avium-intracellulare  infection  in  homosexual 
men  dying  of  acquired  immunodeficiency.  JAMA.  1982;  248: 
2980-2982. 

Continued 


Del  Mfd  Jrl,  Dec  1984— Vol  56,  No  12 


729 


Epidemiologic  and  Clinical  Aspects  of  the  AIDS  Syndrome — Quinn 


36.  Matthew  JS,  Gottlieb  MS,  Lewin  KJ,  et  al.  Gastrointestinal 
lesions  in  homosexual  men  with  acquired  cellular  immuno- 
deficiency (abstract).  Gastroenterology.  1982;  82:1126. 

37.  Current  WL,  Reese  NC,  Ernst  JV,  et  al.  Human  cryptospori- 
diosis  in  immunocompetent  and  immunodeficient  persons.  N 
Engl  J Med.  1983;  308:1252-1257. 

38.  Tzipori  S.  Cryptosporidiosis  in  animals  and  humans.  Micro- 
biol Rev.  1983;  47:84-96. 

39.  Tzipori  S,  Campbell  I,  Sherwood  D,  et  al.  An  outbreak  in 
calf  diarrhea  attributed  to  cryptosporidial  infection.  Vet  Rec. 
1980;  107:579-580. 

40.  Ma  P,  Soave  R.  Three-step  stool  examination  for  cryptospori- 
diosis in  ten  homosexual  men  with  protracted  watery  diarrhea. 
J Infect  Dis.  1983;  147:824-828. 

41.  Centers  for  Disease  Control.  Cryptosporidiosis.  Assessment  of 
chemotherapy  of  males  with  acquired  immunodeficiency  syn- 
drome (AIDS).  Morbid  Mortal  Weekly  Rep.  1982;  31:58f>-592. 

42.  Spivak  JL,  Bender  BS,  Quinn  TC.  Hematologic  abnormalities 
in  the  acquired  immunodeficiency  syndrome.  Am  J Med.  1984; 
77  :224-228. 

43.  Centers  for  Disease  Control.  Antibodies  to  a retrovirus  etio- 
logically  associated  with  acquired  immunodeficiency  syndrome 
(AIDS)  in  populations  with  increased  incidences  of  the  syn- 
drome. Morbid  Mortal  Weekly  Rep.  1984;  33:377-379. 


This  publication 
is  available 
in  microform 
from  University 
Microfilms 
International. 


Call  toll-free  800-521-3044.  In  Michigan, 

Alaska  and  Hawaii  call  collect  313-761-4700.  Or 
mail  inquiry  to:  University  Microfilms  International, 
300  North  Zeeb  Road,  Arm  Arbor,  MI  48106. 


IF  YOU  ARE  LOOKING 
FORA  ROOMMATE... 

ora  roomer... 

someone  to  share  your  home... 
or  someone  to  share  expenses... 

Whether  you  have  a place  to 
share  or  are  looking  for 
someplace  to  live... 

WE  CAN  HELP 


Call  Vintage  at  731-1000  to 
make  an  appointment  to  come 
in  a talk  to  us. 


ROOMMATE  SERVICE 


A division  of  Vintage  Realty  Company,  Inc. 
Neadowood  II  Shopping  Center 
2644  Capitol  Trail, 

Tiewark,  DE 19711 


FOULK  ROAD  CARDIAC  CENTER,  INC. 

Foulk  Road  Office  Park  Plaza 
Building  2002,  Foulk  Road 
Wilmington,  Delaware  19810 
(302)  475-5307 

A MODERN  DIAGNOSTIC  CENTER 
OFFERING: 

STRESS  TESTING 
M-MODE  ECHOCARDIOGRAPHY 
HOLTER  MONITORING 

All  tests  interpreted  by  board-certified 
cardiologists. 

Nighttime  hours  are  available  for 
patient  convenience. 


730 


Del  Med  Jrl,  Dec  1984— Vol  56,  No  12 


My  Friends 

TH1  Me... 
Sound 

Financial  Planning 
is  Harder  to  Find 

than 

the  Cure  for 
the  Common  Cold. 


DON’T  LISTEN  TO  A FRIEND.  LISTEN  TO  A SPECIALIST 

CALL  US:  (302)  731-7350. 

Wilmington  Financial  Group,  Inc. 

Specialists  in  financial  planning  for  doctors. 

Suite  201,  Topkis  Building,  100  Chapman  Road,  Newark,  Delaware  19702 


In  Brief 


Sports  Medicine  The  16th  Annual  MEDICAL  ASPECTS  OF  SPORTS  CONFERENCE  will  be  held 
Conference  at  the  University  of  Delaware’s  John  M.  Clayton  Hall  on  February  9,  1985.  Topics 
will  include:  Special  Considerations  for  Women  in  Sports,  Adolescent  Sports  Medi- 
cine Considerations,  and  Evaluation  and  Treatment  of  Low  Back  Injuries.  Registra- 
tion fee  is  $55.  Participants  will  be  eligible  for  6 Category  I credits.  Contact:  Sylvia 
Brocka,  University  of  Delaware,  2800  Pennsylvania  Avenue,  Wilmington,  Delaware 
19809.  Telephone:  (302)  573-4400. 


Cardiovascular  The  American  College  of  Cardiology  is  sponsoring  a program,  CARDIOVASCULAR 
Surgery  Program  SURGERY:  CORONARY  - EXTENDING  THE  PROCEDURE;  VALVULAR  - 
MATCHING  THE  PATIENT,  CHALLENGING  MANAGEMENT  PROBLEMS, 
February  25-27,  1985,  in  Bethesda,  Maryland.  The  focus  of  this  program  will  be  the 
current  surgical  management  of  coronary  artery  disease,  valvular  heart  conditions  and 
arrhythmias,  and  difficult  management  problems  in  each  of  these  areas.  The  program 
is  structured  to  fulfill  the  needs  of  the  practicing  cardiac  surgeon  and  to  provide  the 
referring  cardiologists  with  limitations  of  the  surgical  approach.  Registration  fee  is 
$375  for  ACC  members  and  $435  for  nonmembers.  Participants  will  be  eligible  for 
17  Category  I credits.  Contact:  American  College  of  Cardiology,  Learning  Center 
Registrar,  9111  Old  Georgetown  Road,  Bethesda,  Maryland  20814.  Telephone:  (301) 
897-5400,  extension  241. 


Immunology  and  The  38th  Annual  Symposium  on  Fundamental  Cancer  Research  will  focus  on  IM- 
Cancer  MUNOLOGY  AND  CANCER,  and  is  scheduled  to  be  held  in  Houston,  February  26- 
March  1,  1985.  The  program  is  sponsored  by  the  University  of  Texas  M.D.  Ander- 


T.L.C. 

SPECIALISTS 

We're  not  just  in  the  business  of  handling  money,  we  handle  people,  too  . , . 
day  in  and  day  out.  People  like  you  who  are  important  to  our  business.  So,  we 
make  it  a practice  to  give  you,  our  customer,  all  the  Tender  Loving  Care 
you  require. 

Feel  free  to  visit  any  of  our  convenient  locations  to  talk  about  a home  mortgage 
loan,  IRA  NOW  interest  checking  account,  regular  checking,  savings  plans,  high 
rate  fixed  term  certificates. 

WE’RE  THERE  ...  TO  CARE  . . . ABOUT  YOU. 


WILM.  658-6881 
DOVER  674-3920 
MEMBER  FDIC 

9th  & Tatnall  Sts.,  Wilm.  • Concord  Mall,  Midway,  Polly  Drummond  & Graylyn  Shopping  Centers  • Dover,  Delaware 


772 


Del  Med  Jrl,  Dec  1984— Vol  56,  No  12 


My  Friends 

Tfcll  Me... 
Sound 

Financial  Planning 
is  Harder  to  Find 

than 

the  Cure  for 
the  Common  Cold. 


KON’T  LISTEN  TO  A FRIEND.  LISTEN  TO  A SPECIALIST 

CALL  US:  (302)  731-7350. 


Wilmington  Financial  Group,  Inc. 

Specialists  in  financial  planning  for  doctors. 

Suite  201,  Topkis  Building,  100  Chapman  Road,  Newark,  Delaware  19702 


In  Brief 


Sports  Medicine  The  16th  Annual  MEDICAL  ASPECTS  OF  SPORTS  CONFERENCE  will  be  held 
Conference  at  the  University  of  Delaware’s  John  M.  Clayton  Hall  on  February  9,  1985.  Topics 
will  include:  Special  Considerations  for  Women  in  Sports,  Adolescent  Sports  Medi- 
cine Considerations,  and  Evaluation  and  Treatment  of  Low  Back  Injuries.  Registra- 
tion fee  is  $55.  Participants  will  be  eligible  for  6 Category  I credits.  Contact:  Sylvia 
Brocka,  University  of  Delaware,  2800  Pennsylvania  Avenue,  Wilmington,  Delaware 
19809.  Telephone:  (302)  573-4400. 


Cardiovascular  The  American  College  of  Cardiology  is  sponsoring  a program,  CARDIOVASCULAR 
Surgery  Program  SURGERY:  CORONARY  - EXTENDING  THE  PROCEDURE;  VALVULAR  - 
MATCHING  THE  PATIENT,  CHALLENGING  MANAGEMENT  PROBLEMS, 
February  25-27,  1985,  in  Bethesda,  Maryland.  The  focus  of  this  program  will  be  the 
current  surgical  management  of  coronary  artery  disease,  valvular  heart  conditions  and 
arrhythmias,  and  difficult  management  problems  in  each  of  these  areas.  The  program 
is  structured  to  fulfill  the  needs  of  the  practicing  cardiac  surgeon  and  to  provide  the 
referring  cardiologists  with  limitations  of  the  surgical  approach.  Registration  fee  is 
$375  for  ACC  members  and  $435  for  nonmembers.  Participants  will  be  eligible  for 
17  Category  I credits.  Contact:  American  College  of  Cardiology,  Learning  Center 
Registrar,  9111  Old  Georgetown  Road,  Bethesda,  Maryland  20814.  Telephone:  (301) 
897-5400,  extension  241. 


Immunology  and  The  38th  Annual  Symposium  on  Fundamental  Cancer  Research  will  focus  on  IM- 
Cancer  MUNOLOGY  AND  CANCER,  and  is  scheduled  to  be  held  in  Houston,  February  26- 
March  1,  1985.  The  program  is  sponsored  by  the  University  of  Texas  M.D.  Ander- 


T.L.C. 

SPECIALISTS 

We're  not  just  in  the  business  of  handling  money,  we  handle  people,  too  , . . 
day  in  and  day  out.  People  like  you  who  are  important  to  our  business.  So,  we 
make  it  a practice  to  give  you,  our  customer,  all  the  Tender  Loving  Care 
you  require. 

Feel  free  to  visit  any  of  our  convenient  locations  to  talk  about  a home  mortgage 
loan,  IRA,  NOW  interest  checking  account,  regular  checking,  savings  plans,  high 
rate  fixed  term  certificates. 

WE’RE  THERE  ...  TO  CARE  . . . ABOUT  YOU. 


WILM.  658-6881 
DOVER  674-3920 
MEMBER  FDIC 

9th  & Tatnall  Sts.,  Wilm.  • Concord  Mall,  Midway,  Polly  Drummond  & Graylyn  Shopping  Centers  • Dover,  Delaware 


772 


Del  Med  Jrl,  Dec  1984— Vol  56,  No  12 


Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae , H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor  * (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Streptococcus  pneumoniae  iDiplococcus  pneumoniae)  Haemoph 
iius  influenzae  and  5 pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULO  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIOENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  ORUG  CLASSES 

Antibiotics  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins  and  cephalosporins),  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
seventy  Irom  mild  to  lile-threatenmg 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage- 


ment should  include  sigmoidoscopy,  appropriate  bactenologic 
studies,  and  fluid  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  ol  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor ' (cefaclor  Lilly)  occurs,  the  drug  should  be  discontinued 
and  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents  e g pressor  amines  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip 
USP  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  m Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor  Lilly)  There  are 
however  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  delected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20. 0 21  and  0 16  mcg/ml  at  two. 
three  four  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is-admmistered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  m infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  ol 
patients  and  include  diarrhea  il  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  1 1 in  100) 
Pruritus  urticaria  and  positive  Coombs  tests  each  occur  in  less 
than  1 m 200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis-' arthralgia  and.  frequently  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  aopear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported  half  ol  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
Hess  than  1 in  100  patientsi 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT  SGPT  or  alkaline 
phosphatase  values  II  in  40i 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  il  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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Note  Ceclor*  (cefaclor  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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son  Hospital  and  Tumor  Institute.  This  symposium  will  stimulate  new  ideas  and 
interest  in  immunological  approaches  to  cancer  treatment.  The  symposium  covers 
recent  advances  in  basic  immunology,  an  overview  of  tumor  immunology,  and  im- 
munological approaches  to  cancer  therapy.  Contact:  Office  of  Conference  Services, 
Box  131,  M.D.  Anderson  Hospital  and  Tumor  Institute,  6723  Bertner  Avenue,  Hous- 
ton, Texas  77030.  Telephone:  (713)  792-2222. 

The  Annual  Meeting  of  the  UNITED  STATES-CANADIAN  DIVISION  OF  THE 
INTERNATIONAL  ACADEMY  OF  PATHOLOGY  will  be  held  March  11-15,  1985, 
in  Toronto,  Ontario.  Scientific  papers,  poster  sessions,  specialty  conferences,  and  45 
short  courses  are  scheduled.  Two  special  courses  entitled  Advances  in  the  Applica- 
tion of  Immunocytochemistry  to  Diagnostic  Surgical  Pathology  and  Diagnostic  Cellu- 
lar and  Molecular  Pathology  will  'be  offered.  There  will  also  be  a long  course  entitled 
The  Pathogenesis  of  Liver  Diseases.  Contact:  Dr.  Nathan  Kaufman,  Secretary-Trea- 
surer, United  States-Canadian  Divisioin  of  the  International  Academy  of  Pathology, 
1003  Chafee  Avenue,  Augusta,  Georgia  30904.  Telephone:  (404)  724-2973. 


The  University  of  California  at  San  Diego  is  sponsoring  a conference  entitled  CARDI- 
OLOGY FOR  THE  PRIMARY  CARE  PHYSICIAN,  March  22-24,  1985,  in  Palm 
Springs,  California.  Participants  will  be  eligible  for  18  Category  I credits.  Also  in 
Palm  Springs,  California,  UCSD  is  sponsoring  a course  entitled  FAMILY  PRACTICE 
REFRESHER  COURSE-1985,  to  be  held  March  25-29,  1985.  Participants  will  be 
eligible  for  30  hours  of  Category  I credit.  For  either  course,  contact:  CME  Office, 
M-017,  UCSD  School  of  Medicine,  La  Jolla,  California  92093.  Telephone:  (619) 
452-3940. 


The  Division  of  Pulmonary  Medicine  and  the  Office  of  Continuing  Medical  Education 
at  the  Medical  College  of  Virginia  are  sponsoring  a conference,  UPDATE  ON  PUL- 
MONARY DISEASES,  February  4-6,  1985,  in  Wintergreen,  Virginia.  Major  topics 
of  discussion  will  include  Management  of  Chronic  Obstructive  Pulmonary  Disease, 
Evolving  Diagnostic  Techniques  in  Pulmonary  Embolism,  Exercise  Testing,  and  New 
Advances  in  Treatment  of  Cancer.  Participants  will  be  eligible  for  12  credit  hours  in 
Category  I of  the  Physician’s  Recognition  Award  of  the  AMA,  and  12  Prescribed 
hours  by  the  American  Academy  of  Family  Physicians.  Registration  fee  is  $250  for 
physicians  and  $135  for  physicians  in  training  and  all  other  health  care  professionals. 
Contact:  Beth  Winn,  Continuing  Medical  Education,  Box  48-MCV  Station,  Richmond, 
Virginia  23298.  Telephone:  (804)  786-0494. 
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